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recent survey, a majority of phy-
sicians indicated that they were
very or extremely likely to buy apps
extending their EHR system’s ca-
pabilities.” Furthermore, whereas
the Meaningful Use program ap-
plied only to CMS payments, we
encourage private payers to also
provide incentives for a standard
open API as a mechanism for in-
tegrating decision-support apps
to drive best practice and allow
documentation of outcomes and
value. App developers could ask
their customers to allow integra-
tion with health system data
through a standard API, rather
than through expensive one-off
projects.

If we make it our goal for a

given app to be able to run on
any EHR in the U.S. health care
system, we minimize the risk
that the 21st Century Cures Act
will produce only local successes
and scores of balkanized, dispa-
rate apps. We also maximize the
opportunity for the United States
to become a leader in developing
new health care applications for
clinicians and patients with vary-
ing needs and ensuring the safe
and timely flow of information
for patients, care providers, and
researchers.

Disclosure forms provided by the au-
thors are available at NEJM.org.

From the Computational Health Informat-
ics Program, Boston Children’s Hospital
(K.D.M.), and the Department of Biomedi-
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cal Informatics, Harvard Medical School
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1. CaliffRM, Robb MA, Bindman AB, et al.
Transforming evidence generation to sup-
port health and health care decisions.
N Engl J Med 2016;375:2395-400.

2. Mandl KD, Kohane IS. No small change
for the health information economy. N Engl
J Med 2009;360:1278-81.

3. SMART Health IT Project App Gallery
(https:/[apps.smarthealthit.org).

4. Bloomfield RA Jr, Polo-Wood F, Mandel
JC, Mandl KD. Opening the Duke electronic
health record to apps: Implementing SMART
on FHIR. Int J Med Inform 2017;99:1-10.

5. American Medical Association. Digital
health study: physicians’ motivations and
requirements for adopting digital clinical
tools. September 2016 (https://[www.ama
-assn.org/sites/default/files/media-browser/
specialty%20group/washington/ama
-digital-health-report923.pdf).

DOI: 10.1056/NEJMp1700235
Copyright © 2017 Massachusetts Medical Society.

his past June, I participated

in an orientation session dur-
ing which new interns were asked
to write self-addressed letters ex-
pressing their hopes and anxiet-
ies. The sealed envelopes were col-
lected and then returned 6 months
later, when I'm sure the interns
felt encouraged to see how far
they’d come.

This exercise, in which the in-
tern serves as both letter writer
and recipient, both novice and vet-
eran, offers a new twist on an old
tradition. In 1855, James Jackson
published Letters to a Young Physi-
cian Just Entering Upon Practice. More
recent additions to this epistolary
canon include Richard Selzer’s
Letters to a Young Doctor, which ap-
peared in 1982, and Treatment Kind
and Fair: Letters to a Young Doctor,

Letter to a Young Female Physician

Suzanne Koven, M.D.

which Perri Klass published in
2007 on the occasion of her son’s
entry into medical school.

When I started my internship
30 years ago, I wasn’t invited to
share my hopes and anxieties in
a letter — or anywhere else, for
that matter. In fact, I recall no
orientation at all, other than lin-
ing up to receive a stack of ill-
fitting white uniforms, a tuber-
culin skin test, and a hasty and
not particularly reassuring re-
view of CPR.

Perhaps the memory of my own
abrupt initiation explains my re-
sponse as I sat at the conference
table watching the new interns
hunched earnestly over their let-
ters: I was filled with longing.
I wanted so much to tell them,
particularly the women — more
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than half the group, I was
pleased to note — what I wished
I'd known. Even more, I yearned
to tell my younger self what I
wished I'd known. As the in-
terns wrote, I composed a letter
of my own.

Dear Young Female Physician:

I know you are excited and
also apprehensive. These feelings
are not unwarranted. The hours
you will work, the body of knowl-
edge you must master, and the
responsibility you will bear for
people’s lives and well-being are
daunting. I'd be worried if you
weren’t at least a little worried.

As a woman, you face an ad-
ditional set of challenges, but you
know that already. On your urol-
ogy rotation in medical school,
you were informed that your pres-
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ence was pointless since “no self-
respecting man would go to a
lady urologist.”

There will be more sexism,
some infuriating, some merely an-
noying. As a pregnant resident, I
inquired about my hospital’s ma-
ternity-leave policy for house of-
ficers and was told that it was a
great idea and I should draft one.
Decades into practice, when I call
in a prescription, some pharma-
cists still ask for the name of the
doctor I'm calling for.

And there will be more serious
and damaging discrimination as
well. It pains me to tell you that
in 2017, as 'm nearing the end of
my career, female physicians earn
on average $20,000 less than our
male counterparts (even allowing
for factors such as numbers of
publications and hours worked)’;
are still underrepresented in lead-
ership positions, even in special-
ties such as OB-GYN in which we
are a majority? and are subjected
to sexual harassment ranging
from unwelcome “bro” humor in
operating rooms and on hospital
rounds to abuse so severe it causes
some women to leave medicine
altogether.?

But there’s also a more insidi-
ous obstacle that youwll have to
contend with — one that resides
in your own head. In fact, one of
the greatest hurdles you confront
may be one largely of your own
making. At least that has been
the case for me. You see, I've been
haunted at every step of my ca-
reer by the fear that I am a fraud.

This fear, sometimes called
“imposter syndrome,” is not
unique to women. Your male col-
leagues also have many moments
of insecurity, when they’re con-
vinced that they alone among
their peers are incapable of un-
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derstanding the coagulation path-
way, tying the perfect surgical
knot, or detecting a subtle heart
murmur.

I believe that women’s fear of
fraudulence is similar to men’s,
but with an added feature: not
only do we tend to perseverate over
our inadequacies, we also often
denigrate our strengths.

A 2016 study suggested that
patients of female physicians have
superior outcomes.* The publica-
tion of that finding prompted
much speculation about why it
might be so: perhaps women are
more intuitive, more empathic,
more attentive to detail, better
listeners, or even kinder? I don’t
know whether any of those gen-
eralizations are true, but my per-
sonal experience and observa-
tions make me sure of this: when
women do possess these positive
traits, we tend to discount their
significance and may even con-
sider them liabilities. We assume
that anyone can be a good lis-
tener, be empathic — that these
abilities are nothing special and
are the least of what we have to
offer our patients.

I have wasted much time and
energy in my career looking for
reassurance that I was not a
fraud and, specifically, that I
had more to offer my patients
than the qualities they seemed to
value most.
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Early on, I believed that dis-
playing medical knowledge —
the more obscure the better —
would make me worthy. That
belief was a useful spur to learn-
ing, but ultimately provided only
superficial comfort. During my
second-year clinical skills course,
an oncologist asked me to iden-
tify a rash. “Mycosis fungoides!”
I blurted out, since it was one of
the few rashes whose name I knew
and the only one associated with
cancer. My answer turned out to
be correct, causing three jaws to
drop at once — the oncologist’s,
the patient’s, and my own — but
the glow of validation lasted bare-
ly the rest of the day.

A little further on in training,
I thought that competence meant
knowing how to do things. I ea-
gerly performed lumbar punc-
tures and inserted central lines,
and I applied for specialty train-
ing in gastroenterology — a field
in which I had little interest —
thinking that I could endoscope
my way to self-confidence.

My first few years in practice,
I was sure that being a good doc-
tor meant curing people. I felt
buoyed by every cleared chest x-ray,
every normalized blood pressure.
Unfortunately, the converse was
also true: I took cancer recurrences
personally. When the emergency
department paged to alert me that
one of my patients had arrived
unexpectedly, I assumed that some
error on my part must have pre-
cipitated the crisis.

Now, late in my clinical ca-
reer, I understand that I’'ve been
neither so weak nor so powerful.
Sometimes even after I studied
my hardest and tried my best,
people got sick and died anyway.
How I wish I could spare you
years of self-flagellation and trans-
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port you directly to this state of
humility!

I now understand that I should
have spent less time worrying
about being a fraud and more time
appreciating about myself some
of the things my patients appre-
ciate most about me: my large
inventory of jokes, my knack for
knowing when to butt in and
when to shut up, my hugs. Every
clinician has her or his own per-
sonal armamentarium, as thera-
peutic as any drug.

My dear young colleague, you
are not a fraud. You are a flawed

and unique human being, with ex-
cellent training and an admirable
sense of purpose. Your training
and sense of purpose will serve
you well. Your humanity will serve
your patients even better.

Sincerely,

Suzanne Koven, M.D.
Harvard Medical School
Massachusetts General Hospital
Boston, MA

Disclosure forms provided by the author
are available at NEJM.org.

From Harvard Medical School and Massa-
chusetts General Hospital, Boston.
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