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ABSTRACT 

In hospitals situated in the center of underserved communities, such as North 

Philadelphia, health care workers are often faced with challenges to patient health that 

stem from their socioeconomic status. This is an obvious problem in stroke prevention, 

which requires patients to eat healthy, maintain adherence to medications, and exercise, 

among other things. As social determinants of health limit a patient’s ability to act on 

these recommendations, health care workers are forced to grapple with the question of 

how to best care for a patient with limited resources. Though some may label  this patient 

as difficult due to what may be viewed superficially as non-adherence to medications and 

lack of motivation to change their lifestyle’, a more compassionate and accurate 

observation is one that acknowledges the fact that these patients are unable to act on any 

recommendations given to them due to limitations on their autonomy  by several social 

barriers, such as lack of access to follow-up, transportation, income, food, etc. As 

physicians have a duty to respect a patient’s autonomy, what this also requires is ensuring 

a patient understands how best to navigate within their limited autonomy, i.e. how to 

exercise their agency. Instead of waiting for policymakers to incite change, at the micro 

level, health care workers can take additional measures by providing resources within 

their limitations that will then improve a patient’s agency and, as a result, improve their 

health.  
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CHAPTER 1: INTRODUCTION 

 

Mr. X is a 67-year-old Male  with a past medical history (PMH) of 

hypercholesterolemia, hypertension, type II diabetes mellitus (T2DM), 

congestive heart failure (CHF), and recurrent transient ischemic 

attack (TIAs) presenting to the Emergency Department (ED) by 

Emergency Medical Services (EMS) with left sided face, arm, and leg 

weakness of unknown onset. Patient (pt) was found on the floor by his 

daughter as he was unable to walk due to left-sided weakness and she 

called EMS. Pt states he went to sleep around 10 PM with no 

symptoms and awoke the next day around 8 AM with facial droop and 

difficulty moving his arm and leg. Pt states that this has happened 

twice in the past but always resolved after a day. He denies headache, 

changes in vision, tinnitus, dysphagia, hoarseness, chest pain, 

shortness of breath, changes in bowel and bladder, tingling. However, 

he does endorse weakness in L arm and leg as well as numbness on the 

left side of his body. PMH is as above. Family history is relevant for 

stroke in the father and older brother; mother passed away from a 

myocardial infarction (MI) at the age of 62; hypercholesterolemia and 

hypertension in several family members; T2DM in father. Regarding 

social history, pt is a resident of North Philadelphia. He lives alone 

and can perform his ADLs on his own. Pt is retired. Regarding his diet 

and exercise, pt eats fast food on most days and rarely cooks. He 

states that the local Chinese store is the closest, and, when “I crave a 

burger, McDonalds is down the street. Don’t even need to walk 

much.” When he cooks, meals consist of oatmeal for breakfast with 

coffee, fried chicken, mashed potatoes, yams, some vegetables, frozen 

dinners, soda, juice, or beer. He does not exercise as he lives in an 
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“unsafe neighborhood where they rob you” per the patient. He is a 

40-pack year smoker and drinks a six pack of beer once a week. He is 

not sexually active. Review of systems as above. 

In the scenario above, Mr. X is likely experiencing a stroke. With the mention of 

similar events occurring twice before, it can be inferred that Mr. X has suffered at least 

one cerebrovascular accident (CVA), also known as a stroke, in the past and several more 

transient ischemic attacks (TIAs), the latter of which resolved on its own with no medical 

intervention. Furthermore, due to the presence of numerous risk factors, it is likely that he 

may experience more CVAs in the future if his risk factors are not controlled and his 

lifestyle is not addressed.  

As a fourth-year medical student completing my clinical rotations in a hospital 

situated in the center of a very underserved community, this patient is well known to me 

and other members of the team. In fact, the scenario itself is quite typical of the patient 

population we serve, as well as other hospitals nationwide and worldwide who provide 

care to a similar demographic (Ouyang et al, 2018). While these patients serve to teach us 

a great deal of pathology and sharpen our clinical acumen, from my experience, it does 

not seem as if we are reciprocating the teaching. Instead, we formulate a plan of care that 

will treat the patient’s medical condition, recommend a social work consult to help 

address the social predicament of the patient, and move on to the next patient, providing 

similar recommendations to the last until the patient’s eventual discharge. Once we                                          

complete our rotation requirements, we take our stethoscopes and new skills into the 

world, leaving the problem that is Mr. X’s vicious inescapable cycle of rapidly declining 

health to the next student, who too will learn that Mr. X suffers from strokes because he 
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is ‘non-compliant with medications and refuses to eat healthier and exercise.’ Mr. X then 

becomes a difficult patient with no desire to change his bad habits and we rest easy at 

night, knowing that we gave our recommendations and he has complete autonomy as to 

whether he wants to follow them or not.  

Obviously, there is a great deal of hyperbole in the above paragraph. However, it 

serves to emphasize a growing problem that we in health care struggle with every day: 

how do we care for a patient with limited resources?  Integrated in our medical school 

curriculum, we are taught to recognize these problems in an urban setting and 

acknowledge that every patient wants to be the healthiest version of themselves but 

suffers from limitations that prevent them from achieving this goal. We learn to apply 

principles of ethics to these patients and dissect a policy into stakeholders and key 

principles and justify why it is or is not beneficial for patients, community members, 

health care providers, etc. We then file this away in our minds and continue studying 

from a textbook that seldom addresses these concerns but goes into great details about the 

‘zebra’ diagnoses we will probably never see in our immediate practice. As a result, we 

are taught one crucial skill in caring for our patient but not the other. If we are given tools 

to recognize a growing problem, why are we not being encouraged to seek out solutions? 

Furthermore, is it even our responsibility to try to treat a social condition that perpetuates 

sickness? Or, does our responsibility end at the 15-minute mark of our patient encounter? 

Can we as medical students initiate change by viewing our patient’s social condition as 

we do their diseases? Can health itself be the physiology and poverty the pathology? Can 

the vicious cycle of low socioeconomic status contributing to poor health be the 
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pathophysiology that is lacking in our medical school textbooks? Furthermore, are we the 

pharmacology that can help fix this problem? If the macro level is having difficulty 

addressing a widespread problem, can we, at the micro level, take additional measures to 

break down our patient’s limitations to autonomy and improve their agency and, 

ultimately, their health?  
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CHAPTER 2 

BASICS OF AUTONOMY 

Prior to understanding how limitations to autonomy can be overcome, it is 

important to define autonomy and investigate what limitations to autonomy exist in the 

lives of our patients. From there, we can place it in the context of our physician-patient 

relationship, using this relationship to find solutions for bettering the health of our 

patients.       

Autonomy is a principle with archaic roots that has undergone various 

interpretations by different groups of intellectuals. At its simplest, autonomy, with its 

Greek derivation from autonomia, quite literally means self-rule (Dagger, 2001). Though 

this meaning for the Greeks at the time applied to how their city-state would function, it 

became an important concept for philosophers everywhere. One of those philosophers, 

Immanuel Kant, laid the foundation for it in ethics by shifting the focus from city-states 

to individuals.  

Immanuel Kant defined autonomy in the context of his moral theory, which 

emphasizes the duty of a human being to act according to a moral law. According to 

Kant, autonomy is a necessary presupposition of all morality; and, as autonomous 

individuals, we prescribe moral law to ourselves (Hill, 2012). Kantian autonomy is 

essentially defined as “action which is deliberately and self-consciously motivated by 

moral reasons” (Campbell, 2017). For Kant, an autonomous action is an action 

specifically motivated by the desire to adhere to the moral law that we, as human beings, 

impose upon ourselves. In essence, “if our reason for acting is sufficient to motivate us, 
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we take action” (Campbell, 2017). This notion must not be limited to how a single 

individual should live their life, but also, how this same individual should live their life in 

relation to another individual. Based on his Categorical Imperative, a person should “so 

act that you use humanity, whether in your own person or in the person of any other, 

always at the same time as an end, never merely as a means” (Kant and Wood, 2002).      

While Kant laid the foundation for autonomy, he also drew some critics who had 

different interpretations, one being German philosopher Friedrich Nietzsche. Unlike 

Kant, Nietzsche believed that autonomy and morality cannot co-exist. Instead, for one to 

be autonomous, they must overcome morality, impose their own rules on themselves, 

and, essentially, reject the moral law that Kant strongly advocated for. For Nietzsche, 

being autonomous means having “a certain skill or capacity to be free, his won long, 

unbreakable will to power, the ability to make a promise, he has ‘mastery over himself’, 

has a standard of value, is permitted to say ‘yes’ to himself and is conscious of 

‘superiority and completion’” (Pejnović, 2014). 

Despite Kant’s and Nietzsche’s differing interpretations of autonomy, in the 19th 

century, we begin to see applications of autonomy to theories of child development and 

healthcare. The former was described by Jean Piaget, who gave an interpretation of 

autonomy that most closely mirrored the ancient Greek interpretation: self-rule. For 

Piaget, an autonomous individual recognizes the moral rules but chooses to act in a moral 

fashion because the agent genuinely thinks it is right. This contrasts with his other notion 

of heteronomy, which states that rules are imposed onto humans and the decision to 
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follow these rules stems from the desire to avoid punishment and consequences 

(Varelius, 2006; Kamii, 1984). 

In biomedical ethics, the concept of autonomy became viewed as an analytic tool 

and an object of enquiry (Campbell, 2017). For Tom Beauchamp and James F Childress, 

autonomy became one of four influential principles for decision-making and behavior in 

the field of medicine, the other three being beneficence, non-maleficence, and justice. 

Beauchamp and Childress defined autonomy as “at minimum, self-rule that is free from 

both controlling interference by others and from limitations, such as inadequate 

understanding, that prevent meaningful choice. The autonomous individual acts freely in 

accordance with a self-chosen plan, analogous to the way an independent government 

manages its territories and sets its policies” (Varelius, 2006; Beauchamp and Childress, 

2001). With its application to medicine, autonomy becomes crucial in the physician-

patient relationship, especially when addressing health disparities and their limitation on 

patient navigation.   
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CHAPTER 3 

PHYSICIAN-PATIENT RELATIONSHIP 

In an ideal world, the physician-patient relationship is one where the role of both 

patient and physician is clearly defined. It is one that seldom changes and can be modeled 

by every individual. This is not the case in the real world. Instead, we create models to 

define physician-patient relationships that can be applied to multiple different scenarios. 

No one model is correct in all cases; and, in some cases, multiple models can be applied. 

The importance of the concept is that it helps maintain the appropriate dynamic between 

a physician and a patient, one that gives autonomy to the patient and ensures the 

physician is maintaining a professional role guided by the principles of autonomy, 

beneficence, maleficence, and justice. In 1992, clinician-bioethicists Dr. Emanuel and Dr. 

Emanuel attempted to create models that would end the “struggle over the patient’s role 

in medical decision making that is often characterized as a conflict between autonomy 

and health, between the values of the patient and the values of the physician” (Emanuel 

and Emanuel, 1992). 

In one attempt at defining the physician-patient role, known as the paternalistic 

model, physicians have the role of diagnosing a disease and offering the tests and 

treatments that will most likely bring a patient to their baseline health or the closest to it. 

In this model, the physician does his duty by presenting what he or she believes to be the 

best diagnostic test and treatment, while the patient has the autonomy to agree and 

approve of the treatment. In another model, the informative model, the physician has an 

obligation to provide all diagnostic tests and treatments that are available to the patient, 
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allowing the patient to exercise their autonomy on what they deem best, which is in 

contrast to the paternalistic model. In a third model, known as the interpretive model, the 

physician-patient relationship revolves around understanding what the patient values and 

desires and, subsequently, catering a list of treatments and diagnostic tests towards their 

desires. With this model, there is an easy breeding ground for bias and misinterpretation. 

However, patient autonomy is viewed as self-understanding of what treatment is best 

based on who he or she is, and which values he or she most emphasizes. Meanwhile, the 

physician acts primarily as a counselor. The last model proposed by Emanuel and 

Emanuel, known as the deliberative model, gives the physician the role of a friend and 

the opportunity to not only suggest what course of action would be best but also, based 

on a seemingly more personal relationship, what the patient should do. A patient’s 

autonomy is then exercised in their understanding of not just the treatment but also who 

they are and their worth, i.e. moral self-development (Emanuel and Emanuel, 1992).  

Of these four models proposed, it is the deliberative model that authors place the 

most emphasis on, deeming it the model that most appropriately defines the physician-

patient relationship, the physician’s role, and the patient’s autonomy. As this model 

enables one to exercise their autonomy by truly reflecting on what they value most, they 

are embodying the true nature of autonomy. Regarding the physician role, of the four 

models, it is the most ideal: “a caring physician who integrates the information and 

relevant values to make a recommendation and, through discussion, attempts to persuade 

the patient to accept this recommendation as the intervention that best promotes his or her 

overall well-being” (Emanuel and Emanuel, 1992).  
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CHAPTER 4 

MACRO LEVEL CHALLENGES TO LIMITATIONS OF AUTONOMY 

If we are to believe that the deliberative model is best for the physician-patient 

relationship, then, as Emanuel and Emanuel mention, we must “implement changes in 

medical care and education to encourage a more caring approach…[and] educate 

physicians not just to spend more time in physician-patient communication but to 

elucidate and articulate the value underlying their medical care decisions” (Emanuel and 

Emanuel, 1992). This, for physicians serving patients with a similar health profile to Mr. 

X, means not only managing the medical aspects of Mr. X’s care but also addressing the 

social determinants that underlie their health and, more subtly, limit their autonomy. Only 

after we eliminate the socioeconomic barriers, i.e. lack of access to transportation, limited 

ability for physical exercise due to violence permeating the neighborhood, lack of access 

to healthy foods, etc., can we begin to model a physician-patient relationship with no 

limits to autonomy (Freed et al, 2013; Shuman and Barnosky, 2011). 

Social determinants of health are by no means a simple fix for health 

professionals. In fact, we wonder whether it is even within our realm to address this 

aspect of patient care. As it is a larger problem to grapple with, we expect these 

disparities to be handled on a macro level—by the city, state, and country, all of whom 

we rely on to shift “our focus from the single patient to the population level, from 

diagnostic and medications to environmental and social structures and the policies that 

create them” (Anderson et al, 2016). After all, if it is an institutional barrier to my 

patient’s care, should the institutions not attempt to break it down?  
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At a macro level, there is a clear recognition of the problems that underserved 

populations face, all of which “will require policy initiatives addressing the components 

of socioeconomic status (income, education, and occupation) as well as the pathways by 

which these affect health” (Adler and Newman, 2002). In an article published by UCSF 

psychologist Nancy Adler and Harvard Professor of Urban Studies Katherine Newman, 

socioeconomic status was evaluated in the context of health care, environmental 

exposure, and health behavior with the aim of analyzing the efficacy of United States 

policies and priorities. Among these were education, income, occupation, and, more 

indirectly, biological determinants, health care, environmental exposure, and behavior 

and lifestyle, all of which must be addressed by different policies.  

Regarding education, Adler and Newman highlighted the importance of policy 

towards early educational opportunities as opposed to higher education. Just as education 

has a critical period when teaching children, so too does early education in terms of 

health benefits. As such, policymakers should attempt to increase access to education 

when considering methods of improving the health of the population. Instead, in the 

United State, policymakers at the federal level leave most decision-making to the state 

and local levels, complicating an area that is already convoluted (Adler and Newman, 

2002).  

Another obvious problem is income. According to the 2018 American 

Community Survey in an analysis of the North Philadelphia population, of 13,253 people, 

43% were found to be living below the poverty line, much greater than the national level, 

which reports a statistic of one in eight people living in poverty (“North Philadelphia 
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Population & Demographics, Median Income - Point2 Homes,” n.d.). As income 

provides the means to opportunities for better diet, housing, and education, it makes sense 

that this would contribute to poor health as it serves as a gateway to accessibility to better 

food, housing, and education. Several policies seek to address income concerns, 

including welfare policies and labor-market policies. However, these policies have an end 

goal of improving economic, rather than population, health. As such, policies should seek 

methods of increasing income of the poor in an attempt to increase their access to 

everything else—health, healthy food, education. With that alone being addressed, 

population health may be improved significantly through something as simple as 

accessibility (Adler and Newman, 2002).  

Other problems that policymakers can address in attempts of improving 

population health include occupation opportunities and exposure to environmental 

carcinogens, the latter of which is prominent in poorer neighborhoods with a direct 

impact on a patient’s health manifested as asthma and COPD exacerbations, development 

of lung and other cancers, and toxic poisonings (Adler and Newman, 2002).  

While policymakers grapple with these issues, medical and professional societies 

everywhere are advocating for a mitigation of these effects caused by socioeconomic 

status. For instance, the American Psychological Association President Rosie Phillips 

Davis, PhD, in December 2019, worked with congressional offices and inspired a house 

resolution, which called for a national plan that will target poverty and work to end it (“A 

Congressional call to end deep poverty,” 2019). In other societies, neurologists have 

studied the impact of socioeconomic status on conditions, such as Multiple Sclerosis, and 
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have begun to take into consideration these effects when structuring their Multiple 

Sclerosis services (Conway, 2019). Lastly, but certainly not least, the American Academy 

of Pediatrics, after recognition that social determinants of health lead to adverse health 

outcomes in childhood and across the life course  has a strategic priority guided by the 

AAP Poverty and Child Health Leadership Workgroup, to combat poverty and its impact 

on child health (“Poverty and Child Health in the United States,” 2016).  

As we see our government grappling with these socioeconomic problems that 

plague our patients on a national level and medical societies advocating for federal 

policies and programs aimed at reducing poverty and inequality, are we left to watch, 

wait, and support these causes from a distance? Is it enough to wait for institutional 

action knowing that several hundred patients of ours will continue to deteriorate during 

that wait? If the macro level is lagging behind reality, who, at the micro level, is 

responsible for addressing these limitations? Furthermore, is it true that “if we are to 

make progress as a health system in addressing social determinants of health, we must 

open a dialogue and practice that reaches patients at the front lines of the medical system 

and population health,” including medical professionals everywhere (Anderson, 2016)? 
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CHAPTER 5 

MICRO LEVEL SOLUTIONS TO RESTORING AGENCY 

Medicine has imperceptibly led us into the social field and placed us in a position 

of confronting directly the great problems of our time – Rudolph Virchow 

As healthcare professionals watching our patient’s health decline secondary to 

social conditions they are forced into, it is important that we do not disregard these 

aspects of their health as it only leads to a perpetuation of medical exacerbations and 

hospital admissions. While we may not be able to eliminate the barriers that limit our 

patient’s autonomy, we can take measures and provide resources that will improve their 

agency. 

Prior to discussing measures to improve a patient’s agency, it is important to 

define agency as it is often used synonymously with autonomy. Agency is one’s capacity 

to act in the environment in which they find themselves; they are the agent. On the other 

hand, autonomy refers to the relationship whereby the agent is able to act; instead of 

individualism, it is an interpersonal relationship (Schlosser, 2019).  As such, a person 

who is limited by socioeconomic factors has diminished autonomy and reduced agency as 

they are “in some respect controlled by others or incapable of deliberating or acting on 

the basis of his or her desires and plans” (Beauchamp and Childress, 2001).  

Human agency is characterized by a number of core features. These 

include intentionality for shaping future plans and courses of action, 

temporal extension of agency through forethought, self-regulation of 

motivation, affect, and action through self-influence, and self-

reflectiveness concerning one’s functioning and the meaning and 

purpose of one’s life. These core features of self-directedness enable 
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humans to play a part in their own development, adaption, and self-

renewal (Chen, 2003). 

If we take this definition of agency and apply it to Mr. X, we should be able to say 

that, based on his agency, Mr. X has a clear course of action. Once we as physicians give 

our recommendations, i.e. to take his medications, eat a healthy diet, exercise regularly, 

etc., the rest is left to the patient’s own motivation, meaning, and purpose of their life. By 

choosing to participate in the recommendations given to him, Mr. X “play[s] a part in 

[his] own development, adaption, and self-renewal,” as mentioned above (Chen, 2003). 

By this logic, then, Mr. X is completely to blame for his deteriorating health, right? This 

is wrong. While the patient may have the agency to do what he can, autonomy dictates 

that this agency is relational. Therefore, Mr. X has a limit to his autonomy and, thus, a 

reduced ability to navigate his surroundings. Unlike the ideal patient scenario, Mr. X has 

a reduced ability to be adherent to his medications, especially if he has to make the 

unfortunate decision of either paying to keep his water on and a roof above his head or 

paying for a 30-day of supply of his anti-hypertensives when he ‘feels fine.’ He is limited 

in his ability to make a healthy, nutrient-rich meal, especially since the nearest market is 

a mile away and he can barely walk more than two blocks. Not only that, but also, there 

is a pizza parlor right down the street, which makes getting food several times easier and, 

unbeknownst to him, several times unhealthier. Mr. X is limited in his ability to 

appropriately follow up with his neurologist, who, upon discharge, recommended close 

follow-up for management of risk factors. How can Mr. X, who can barely afford to put 

food on the table, pay for a bus ride or, more modernly, an Uber or Lyft? He may have a 

cellphone, but there is the potential that it is not equipped with the capabilities of a 
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smartphone. Though he has children, they are not easily accessible either. As a result, Mr. 

X is forced to exercise his agency in what becomes a cage: a finite amount of mobility 

that seldom expands but more rapidly shrinks with every new policy that negatively 

targets the lower class, every new drug that gets added to his regimen that he is unable to 

afford, and every new order of pizza that serves only to increase his likelihood of 

suffering another stroke.  

This is the problem that we physicians know exists but rarely solve. Granted, it is 

not our direct responsibility to solve this problem as it is much bigger than the physician-

patient relationship. However, as exercising autonomy includes “having the physical 

capacity and environment to fulfill one’s choices,” if we have a duty to respect a patient’s 

autonomy, we then also have a duty to “ensure that a patient not only understands the 

information provided to them, but also appreciates the application of information to their 

condition and circumstances in order to make an informed decision (Engelbrecht, 2014). 

In other words, we have an indirect responsibility to make a patient aware of both their 

options and limitations and their ability to exercise their agency in such an environment. 

Thus, if we can enhance our patient’s agency within their limitations, perhaps we can 

change the trajectory of their health. Perhaps we can give them resources within their 

bounds that help them to take their medications, eat healthier, engage in more physical 

activity, maintain follow-up with their physician, etc. If we can take these measures, or at 

least begin to address them, we are no longer standing idly by. Instead, we are making an 

effort that is much more than is currently being done.  
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In North Philadelphia, this is exactly what our patients deal with on a day to day 

basis. Patients like Mr. X are not the rare patient; the rare patient, sadly enough, is the 

one who has all resources at his or her fingertips, who has no limits to his or her 

autonomy and, as a result, has complete agency to navigate their health care system and 

their environment. As a medical student, I long for a solution to this problem or at least a 

band-aid while we wait for a solution from the macro level. In the meantime, we can only 

offer resources to the problems we see.  
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CHAPTER 6 

RESOURCES  

As previously mentioned, social determinants of health underly health care, 

environmental exposure, and health outcomes. While health care providers manage health 

care as the patient comes into the hospital, resources to improve their health outcomes 

can be taken. Currently, I am only able to speak in terms of the population of North 

Philadelphia and the initiatives that my institution has taken to help our patients live 

healthier lives within the constraints of their socioeconomic status. So far, at the micro 

level with limited resources, we can provide them with more efficient ways to navigate 

the healthcare system, offer pamphlets with resources in the neighborhood, create a list of 

corner markets which accept food stamps, create a list of healthy recipes that they can 

make in their own home with ingredients from the corner markets, hold cooking classes 

for our patients that teach them, and, ultimately, try to understand their life, which can be 

the greatest and most helpful aspect of the physician-patient relationship. Though limited 

in our abilities, by taking these extra measures, we can ensure that our patients are 

receiving care that stems beyond their medical conditions and addressing the factor that 

exacerbates their conditions.  

For patients who have recently suffered a stroke and require follow-up with a 

neurologist after discharge, it can be difficult to follow-up with a new physician in 

addition to a primary care physician. Though short-lived, at my institution, a clinic was 

created that cut down on healthcare visits and, as a result, transportation by enabling 

patients to see both a stroke attending and a pharmacist in one visit. With a format such 
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as this, symptom management can be discussed with the stroke attending and the 

pharmacist can then discuss medical management with the patient, any side effects to 

their medications, any dosage adjustments for risk factor control, and, if necessary, a 

refill of prescriptions. Through this format, a patient does not have to find transportation 

for two different appointments and a visit to their local pharmacy as it can all be handled 

in one place. As a result, they do not have to worry about missing more than one day of 

work and finding and paying for transportation to and from the clinic and/or pharmacy 

multiple times. Though indirect, it also alleviates some income strains.  

Offering pamphlets in the waiting room in multiple languages is something 

frequently done at multiple hospitals. To make pamphlets more efficient, instead of 

covering diseases and symptoms, it would be helpful to have a pamphlet specific to the 

neighborhood around the hospital instead of a generic print-out from online. In this 

pamphlet can be a list of markets in the area, the distance from the hospital, whether food 

stamps are offered, and, if markets can offer it, perhaps, a coupon for shopping there. Not 

only that, but it can also include organizations that work with lower income families to 

provide produce. With this information, patients are now able to use their agency to 

navigate their environment and make changes to their lifestyle.  

As we are aware that corner store markets carry a limited amount of resources, it 

is important that patients that patients too are made aware of the unhealthy food choices 

offered by corner store markets. Though more limited, it is also possible to create healthy 

options from corner store ingredients. That way, we are providing the patient with a 

healthier alternative to fast food chains. For an example of recipes, see Appendix A. If we 
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desire to take a step further, we can even hold cooking classes for our patients. For 

example, at my institution, one physician held cooking classes for her patients, walking 

them through one recipe. With this, the physician was not only giving the patient food 

options but also teaching them how to create recipes like this in their own home with 

direct input from the patient about their preferences and challenges. Though this is a 

greater time commitment, it speaks to the deliberative model of the physician-patient 

relationship: the physician assumes the role of a friend and gives the patient input on 

what they should eat based on their health profile.  

Though these are just three examples of measures we can take, it is a better 

solution than merely acknowledging social determinants of health. We are enhancing our 

patient’s agency while waiting for policymakers to address their limited autonomy. We 

are acknowledging the patient’s condition in its entirety, i.e. the diagnosis of a stroke that 

we know is not due to patient non-adherence and patient unwillingness but rather patient 

limitations and inaccessibility of resources. We are acknowledging limitations but not 

letting it serve as a hindrance to better care.  
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CHAPTER 7: CONCLUSION 

Mr. X is a 67-year-old Male with a past medical history (PMH) of 

hypercholesterolemia, hypertension, type II diabetes mellitus (T2DM), 

congestive heart failure (CHF), recurrent transient ischemic attack 

(TIAs), and a recent hospital admission for a stroke presenting to the 

clinic for outpatient follow-up and medication review with the 

pharmacist. Regarding his stroke, though not at his baseline, Mr. X 

states that he has had a significant improvement in his weakness. He is 

now able to perform all ADLs without assistance and has no longer 

been using the cane for ambulatory assistance. Mr. X states he is 

adherent to his medication: ‘I don’t miss a single dose.’ Regarding his 

social history, Mr. X tries to incorporate a few healthy recipes a week 

to his regimen and has located a corner store that sells healthy 

ingredients, takes food stamps, and is only a block away. He is also 

trying to cut down on smoking but is having some difficulty to date. 

Currently, smokes ¾ a pack a day instead of the usual one pack a day. 

He receives his exercise in the form of walking to the corner store 

when he can. ROS is negative except for numbness that comes and 

goes on his left side. 

As a fourth-year medical student with encounters similar to Mr. X’s hospital 

admission, it is my hope to make known the challenges patients face when trying to be 

the healthiest versions of themselves. We know that they have limitations to their 

autonomy; and, we know now that the physician-patient relationship necessitates an 

acknowledgement of the fact that we cannot perform our job appropriately if we do not 

recognize these limits to their autonomy. While we wait for institutional changes to lift 

the barriers restraining our patients, we can do more than observe and leave the problem 

to the next team of healthcare professionals that cares for Mr. X. Whether it is something 
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as simple as a pamphlet or something more organized as a clinic, we can only begin to 

improve our patient’s agency if we recognize it as our problem in addition to theirs. 

Advocating for a patient does not end after the fifteen-minute encounter; it only begins. 
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APPENDIX A: COOKBOOK 
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White cannellini beans will give 

this recipe a slightly different 

texture with a similar taste.  
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