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Abstract
This comprehensive review examines the psychological, sociological, and clinical dimensions of medical procedure culture, 
focusing on the horror and anxiety experienced by patients in increasingly technologized and depersonalized healthcare 
environments. Drawing on critical voices in medical humanities, sociology, and clinical medicine—including Thomas Szasz, 
Erving Goffman, Michel Foucault, Bruno Latour, as well as physician-scholars Arthur Kleinman, Paul Kalanithi, Atul Gawande, 
Rita Charon, and others—this paper interrogates how institutional medicine produces not only therapeutic outcomes but 
also existential dread and procedural trauma. Through analysis of empirical studies, theoretical frameworks, and clinical 
observations, we examine the power dynamics embedded in clinical rituals and propose evidence-based approaches toward 
a more humane model of medical practice that acknowledges both the healing potential and the symbolic violence inherent 
in contemporary procedural medicine.
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1. Introduction
The sterile corridors of modern hospitals, punctuated by the 
rhythmic beeping of monitors and the fluorescent glare of 
procedure rooms, constitute what might be called the "architecture 
of anxiety" in contemporary medicine. Within this environment, 
medical procedures—from routine blood draws to complex surgical 

interventions—occur within a cultural matrix that frequently 
transforms healing encounters into sources of existential dread. 
This phenomenon extends far beyond simple needle phobia or 
fear of diagnosis; it represents a fundamental tension between the 
technological imperative of modern medicine and the human need 
for dignity, agency, and meaning in moments of vulnerability.

Medical procedure culture encompasses the complex web of 
diagnostic, surgical, and therapeutic acts that define contemporary 
healthcare delivery. This culture operates through institutionalized 
protocols, technological interfaces, and power relationships that, 
while designed to optimize clinical outcomes, often inadvertently 
create conditions of psychological distress, depersonalization, 
and what patients frequently describe as "medical trauma." The 
transformation of the human body into a clinical object—what 
medical anthropologists term "biomedicalization"—occurs 
through ritualized practices that strip away personal identity in 
service of diagnostic clarity and procedural efficiency.

This essay explores the multidisciplinary literature addressing the 
affective dimensions of procedural medicine, centering horror and 
anxiety not as unfortunate side effects but as structural features 
of contemporary healthcare systems. We engage key theorists 
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from sociology, philosophy, and medical humanities, alongside 
physician-scholars who have examined these issues from within 
clinical practice, to develop a comprehensive understanding of 
how medical procedures function as sites of both healing and harm.
The significance of this analysis extends beyond academic inquiry. 
With healthcare costs rising globally and patient satisfaction 
scores increasingly tied to institutional funding, understanding 
the psychological impact of medical procedures has become both 
an ethical imperative and an economic necessity. Moreover, as 
medicine becomes increasingly specialized and technological, 
the risk of losing sight of the human dimensions of care grows 
correspondingly acute.

1.1 Empirical Foundations
Clinical literature consistently documents elevated anxiety levels 
among patients undergoing medical procedures, with prevalence 
rates ranging from 60-92% depending on the intervention type and 
measurement criteria (20). Kain et al. demonstrated that preoperative 
anxiety correlates not only with immediate psychological distress 
but also with emergence delirium and postoperative maladaptive 
behaviors, suggesting that procedural anxiety has lasting clinical 
consequences that extend far beyond the immediate procedural 
encounter (20). Kindler et al. further validated the visual analog 
scale as an effective measurement tool for preoperative anxiety 
and detection of patients' anesthetic concerns (21).

The physiological manifestations of procedural anxiety are well-
documented: elevated cortisol levels, increased sympathetic 
nervous system activity, altered pain perception, and compromised 
immune function. However, these biomarkers capture only the 
surface of a more complex phenomenon. Qualitative studies reveal 
that patients experience procedural anxiety as a form of existential 
threat—not merely fear of pain or adverse outcomes, but terror 
at the prospect of losing bodily autonomy, personal dignity, and 
narrative coherence.

1.2. The Temporal Dimension of Procedural Dread
Dr. Jerome Groopman, in "How Doctors Think," observes that 
medical procedures exist within compressed temporal frameworks 
that often conflict with patients' psychological processing needs 
(13). The efficiency imperative that drives modern healthcare 
delivery creates what he terms "temporal violence"—the systematic 
denial of adequate time for patients to emotionally prepare for, 
cognitively process, and meaningfully consent to interventions.
This temporal compression manifests in several ways: rapid 
pre-procedure consultations that prioritize technical information 
over emotional support; scheduling systems that treat procedures 
as discrete units rather than human encounters; and post-
procedure protocols that emphasize physical monitoring while 
neglecting psychological aftercare. The result is what patients 
frequently describe as feeling "rushed through" experiences that 
fundamentally alter their relationship with their own bodies.

The physical environment of medical procedures plays a crucial 
role in generating anxiety. Dr. Abraham Verghese, in "Cutting for 

Stone" and his clinical writings, describes how hospital architecture 
embodies assumptions about bodies, illness, and healing that often 
conflict with patients' experiential needs (14). Procedure rooms are 
designed for clinical efficiency: easy-to-clean surfaces, optimal 
lighting for visualization, and equipment placement that prioritizes 
medical access over patient comfort.

These design choices create what environmental psychologists 
call "therapeutic landscapes"—spaces that communicate 
meaning about health, illness, and healing through their material 
configuration. However, the message often communicated is one of 
clinical detachment rather than healing presence. The prevalence 
of white surfaces, harsh lighting, and mechanical sounds creates 
an aesthetic that patients frequently associate with sterility in both 
physical and emotional senses.

1.3 The Medicalization of Human Experience
Thomas Szasz's critique of psychiatry in "The Myth of Mental 
Illness" extends to broader questions about medical authority and 
the transformation of human experiences into medical categories 
[1]. For Szasz, medical procedures often serve social control 
functions that extend beyond their ostensible therapeutic purposes. 
The procedural encounter becomes a site where social norms about 
appropriate behavior, acceptable levels of distress, and legitimate 
expressions of suffering are enforced through medical authority.

Szasz's analysis is particularly relevant to understanding how 
procedural anxiety itself becomes medicalized. Rather than 
recognizing anxiety as a reasonable response to loss of autonomy 
and potential harm, medical culture often frames it as a problem 
requiring pharmaceutical intervention. This approach, Szasz 
argues, obscures the rational basis of patient fears and transforms 
reasonable concerns about medical overreach into pathological 
symptoms requiring treatment.

The implications of Szasz's critique extend to informed consent 
processes, where patients' expressions of ambivalence or fear 
about procedures are often interpreted as irrationality rather than 
legitimate ethical concerns. This dynamic creates what Szasz 
calls "therapeutic coercion"—pressure to comply with medical 
recommendations not through genuine understanding and 
agreement, but through the medicalization of dissent.

1.4 Dramaturgical Analysis of Medical Encounters
Goffman's concept of "total institutions" from "Asylums" 
provides a framework for understanding how hospitals function 
as environments that systematically strip individuals of their usual 
social identities and subject them to institutional scripts [2]. In the 
medical procedure context, this transformation occurs through what 
Goffman calls "mortification rituals"—practices that symbolically 
kill the social self to create a compliant patient-object.

The hospital gown represents perhaps the most visible symbol 
of this transformation. Designed for clinical access rather than 
patient dignity, it renders the body visible and vulnerable while 
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simultaneously marking the wearer as occupying a diminished 
social status. The requirement to remove personal clothing and 
jewelry further strips away markers of individual identity, creating 
what Goffman terms "role dispossession."

Goffman's dramaturgical analysis reveals how medical procedures 
involve elaborate performances by both patients and providers. 
Patients must learn to "do" being a patient—adopting appropriate 
postures, expressing acceptable levels of distress, and demonstrating 
compliance with institutional expectations. Healthcare providers, 
meanwhile, perform clinical authority through ritualized behaviors: 
the donning of gloves, the sterilization of instruments, and the 
delivery of technical explanations that demonstrate expertise while 
maintaining professional distance.

1.5 The Clinical Gaze and Disciplinary Power
Foucault's analysis in "The Birth of the Clinic" describes how 
modern medicine developed through the emergence of the "clinical 
gaze"—a way of seeing the body that reduces the person to a 
collection of symptoms, signs, and potential pathologies [3]. This 
gaze operates through what Foucault calls "disciplinary power"—
forms of control that work not through overt coercion but through 
the internalization of surveillance and the normalization of expert 
authority.

Medical procedures represent intensive applications of the clinical 
gaze, where the body becomes fully visible and manipulable by 
medical authority. The procedural encounter strips away not only 
clothing but also the social conventions that normally govern 
bodily boundaries, creating what Foucault describes as "docile 
bodies" that submit to medical manipulation without resistance.

Foucault's concept of "biopower" is particularly relevant here—
the idea that modern states govern populations not primarily 
through law and punishment but through the management of 
biological life [4]. Medical procedures function as technologies 
of biopower, creating detailed knowledge about individual bodies 
while simultaneously establishing norms for appropriate responses 
to illness, pain, and medical authority.

The anxiety generated by medical procedures, in Foucauldian 
terms, reflects the violence inherent in these processes of 
objectification and control. Patients intuitively recognize that 
something more than medical treatment is occurring—they are 
being subjected to forms of power that reduce them to biological 
objects while demanding their active participation in the process.

1.6 Actor-Network Theory and Medical Assemblages
Latour's Actor-Network Theory (ANT) offers a different 
perspective on medical procedures by highlighting the agency 
of non-human actors—instruments, protocols, pharmaceutical 
agents, and technological systems—in shaping medical encounters 
[5]. In "The Pasteurization of France" and later works, Latour 
demonstrates how medical knowledge emerges from complex 
networks of human and non-human actors rather than from the 

autonomous expertise of individual practitioners.
From an ANT perspective, medical procedures involve the 
enrollment of patients into technological networks that have their 
own logic and requirements. The MRI scanner, for example, 
demands specific bodily positions, absolute stillness, and tolerance 
for confined spaces and loud noises. These requirements are not 
negotiable—they emerge from the technical specifications of the 
technology rather than from considerations of patient comfort or 
dignity.

Latour's analysis helps explain why patients often feel powerless 
during medical procedures: they are indeed subordinated to the 
requirements of technological networks that treat human agency as 
a potential source of error or interference. The anxiety generated 
by these encounters reflects not just fear of medical outcomes 
but recognition of one's reduced status within technological 
assemblages designed around non-human rather than human 
needs.

This perspective also illuminates how medical procedures create 
new forms of embodiment. Patients must learn to inhabit their 
bodies differently—as objects of technological manipulation rather 
than as subjects of personal experience. This transformation often 
persists beyond the immediate procedural encounter, creating 
lasting changes in how individuals relate to their own embodied 
existence.

1.7 Medical Anthropology and the Illness Experience
Dr. Arthur Kleinman, both physician and anthropologist, provides 
crucial insights into the cultural dimensions of medical procedures 
through his work on "illness narratives" and "explanatory models" 
[6]. In "The Illness Narratives," Kleinman distinguishes between 
"disease" (the biomedical understanding of pathology) and "illness" 
(the lived experience of suffering and meaning-making). Medical 
procedures, he argues, are designed around disease models while 
often ignoring illness experiences.

Kleinman's concept of "explanatory models" reveals how 
patients and providers often operate from fundamentally different 
frameworks for understanding what medical procedures accomplish 
and why they are necessary. Patients' explanatory models typically 
emphasize biographical disruption, threats to personal identity, 
and concerns about future functionality. Medical explanatory 
models focus on diagnostic accuracy, technical proficiency, and 
clinical outcomes.

The anxiety generated by medical procedures often reflects 
conflicts between these different explanatory models rather than 
simple fear of physical harm. When patients express concerns 
about procedures, they are frequently articulating fears about 
biographical disruption that healthcare providers may not recognize 
as clinically relevant. This creates what Kleinman calls "therapeutic 
miscommunication"—interactions where technical information is 
exchanged but existential concerns remain unaddressed.
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Kleinman's ethnographic work demonstrates how different cultural 
groups construct varying meanings around medical procedures, 
challenging assumptions about universal responses to medical 
intervention. His analysis of chronic pain patients reveals how 
procedural anxiety often reflects broader concerns about social 
legitimacy, personal worth, and the meaning of suffering that 
extend far beyond the clinical encounter itself.

1.8 The Dual Perspective of Physician-Patient
Dr. Paul Kalanithi's posthumously published "When Breath 
Becomes Air" offers a unique perspective on medical procedures 
from someone who experienced them as both provider and 
patient [7]. As a neurosurgeon diagnosed with terminal lung 
cancer, Kalanithi provides insights into how professional medical 
training both prepares and fails to prepare physicians for their own 
experiences as patients.

Kalanithi describes the disorientation of moving from the position 
of procedural authority to procedural object: "The physician's 
duty is not to stave off death or return patients to their old lives, 
but to take into our arms a patient and family whose lives have 
disintegrated and work until they can stand back up and face, and 
make sense of, their own existence." This recognition of medicine's 
limitations stands in stark contrast to the technological optimism 
that often drives procedural medicine.

His account reveals how medical training creates psychological 
defenses against procedural anxiety that become liabilities when 
physicians find themselves in patient roles. The clinical detachment 
necessary for performing procedures on others becomes a source 
of alienation when one becomes the object of medical intervention. 
Kalanithi's description of undergoing brain scans captures this 
dual consciousness: knowing the technical requirements of the 
procedure while simultaneously experiencing the existential terror 
of potential bad news.

Kalanithi's work illuminates how procedural anxiety reflects deeper 
questions about mortality, meaning, and the limits of medical 
intervention that are typically bracketed out of clinical encounters. 
His advocacy for what he calls "patient-centered dying" challenges 
medical culture to acknowledge these existential dimensions rather 
than treating them as peripheral to "real" medical work.

1.9 Systematic Approaches to Procedural Improvement
Dr. Atul Gawande's extensive writings on medical quality and 
safety provide evidence-based approaches to understanding and 
addressing procedural anxiety [8,9]. In "The Checklist Manifesto" 
and "Being Mortal," Gawande demonstrates how systematic 
attention to procedural details can significantly improve both 
clinical outcomes and patient experiences.

Gawande's research on surgical checklists reveals how simple 
interventions—such as team introductions, verification of patient 
identity, and confirmation of procedure details—can reduce both 
medical errors and patient anxiety [8]. These findings challenge 

assumptions that addressing psychological concerns requires 
additional time or resources; instead, they suggest that better 
attention to procedural communication can simultaneously 
improve safety and reduce anxiety.

In "Being Mortal," Gawande examines how medical culture's 
focus on curative procedures often obscures questions about what 
patients most value in their remaining time [9]. His analysis of 
end-of-life care reveals how procedural anxiety often reflects 
conflicts between medical capabilities and patient priorities that 
are rarely explicitly addressed in clinical encounters.

Gawande's concept of "surgical conscience" emphasizes the moral 
dimensions of procedural medicine that extend beyond technical 
competence. He argues that physicians have ethical obligations 
not only to perform procedures safely but to ensure that patients 
understand both the potential benefits and the existential costs of 
medical intervention.

1.10 Narrative Medicine and Procedural Meaning
Dr. Rita Charon's development of "narrative medicine" provides 
frameworks for understanding how medical procedures disrupt and 
potentially restore patient narratives about their lives and identities 
[10]. In "Narrative Medicine: Honoring the Stories of Illness," 
Charon argues that medical training must include attention to the 
narrative dimensions of illness and healing.

Charon's approach emphasizes how medical procedures function 
as plot points in larger life stories that patients are constructing 
about their experiences of illness, recovery, and mortality. 
Procedural anxiety often reflects concerns about how medical 
interventions will alter these ongoing narratives rather than simply 
fear of immediate physical consequences.

The practice of narrative medicine involves training healthcare 
providers to recognize and respond to the story-telling needs of 
patients undergoing procedures. This might include pre-procedure 
conversations that elicit patient concerns about how interventions 
might affect their ability to maintain important life roles, or post-
procedure debriefing that helps patients integrate their experiences 
into coherent narratives about their healing journey.

Charon's research demonstrates that healthcare providers who 
receive narrative medicine training show improved empathy, 
better communication skills, and greater satisfaction with their 
work. Patients treated by these providers report lower levels 
of procedural anxiety and higher satisfaction with their care, 
suggesting that attention to narrative dimensions has concrete 
clinical benefits.

1.11 The Emotional Landscape of Medical Practice
Dr. Danielle Ofri's writings, including "What Doctors Feel" and 
"Medicine in Translation," examine the emotional dimensions 
of medical practice that are often excluded from professional 
discourse [11,12]. Her work reveals how physicians' own anxieties 
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about procedures—fears of making mistakes, concerns about 
patient outcomes, and struggles with uncertainty—affect their 
ability to address patient anxiety effectively.

Ofri's analysis of medical education reveals how training programs 
often teach emotional detachment as a professional virtue while 
providing little guidance for managing the psychological demands 
of performing procedures on vulnerable patients. This creates 
what she calls "emotional malpractice"—the systematic neglect of 
both provider and patient emotional needs in favor of technical 
proficiency.

Her ethnographic observations of hospital culture demonstrate 
how time pressures, productivity demands, and institutional 
hierarchies create environments where attending to procedural 
anxiety becomes viewed as a luxury rather than a clinical necessity. 
Ofri argues that addressing these structural factors is essential 
for creating conditions where meaningful attention to patient 
psychological needs becomes possible.

Ofri's concept of "medical presence" emphasizes the therapeutic 
value of physician attention to patient emotional states during 
procedures. Her research suggests that simple interventions—
such as maintaining eye contact, explaining what is happening 
during procedures, and acknowledging patient discomfort—can 
significantly reduce anxiety without requiring additional time or 
resources.

1.12 The Machine as Clinical Authority
Dr. Sherry Turkle's analysis of human-machine relationships 
in medical settings reveals how diagnostic technologies often 
become endowed with authority that supersedes clinical 
judgment and patient preferences [13-27]. In healthcare settings, 
the technological imperative—the assumption that available 
technologies should be used regardless of their impact on patient 
experience—creates conditions where procedural anxiety becomes 
an inevitable byproduct of "thorough" medical care.

The phenomenon of "defensive medicine," where procedures are 
ordered primarily to protect against malpractice liability rather 
than to address specific clinical indications, exemplifies how 
technological capabilities can drive medical decision-making 
in ways that increase patient anxiety without corresponding 
improvements in outcomes. CT scans, MRIs, and other diagnostic 
procedures are often ordered not because they are clinically 
necessary but because their availability creates legal and 
professional pressures to use them.

1.13 Telemedicine and the Disembodiment of Care
The rapid expansion of telemedicine, accelerated by the COVID-19 
pandemic, has created new forms of procedural anxiety related 
to the absence of physical presence and embodied care. While 
telemedicine can reduce some forms of anxiety by allowing 
patients to remain in familiar environments, it also creates new 
concerns about the adequacy of remote assessment and the loss 

of therapeutic touch. Dr. Abraham Verghese's concept of the 
"iPatient"—the virtual representation of the patient that exists in 
electronic health records and digital imaging—highlights how 
technological mediation can create distance between providers 
and patients even during in-person encounters [14]. The increasing 
reliance on screen-mediated information during procedures can 
intensify patient feelings of objectification and depersonalization.

The integration of artificial intelligence into medical decision-
making creates new forms of procedural anxiety related to 
algorithmic authority and the potential for dehumanized care. 
Patients report feeling anxious about procedures recommended by 
AI systems, not necessarily because they distrust the technology 
but because they fear that algorithmic recommendations might not 
account for their individual circumstances and preferences.

Dr. Eric Topol's analysis of AI in medicine suggests that while these 
technologies can improve diagnostic accuracy and reduce medical 
errors, they also risk further distancing healthcare providers from 
direct patient engagement [15]. The anxiety generated by AI-
driven recommendations often reflects broader concerns about 
the loss of human judgment and personalized care in medical 
decision-making.

1.14 Cultural and Social Dimensions of Procedural Anxiety
Dr. Dorothy Roberts' work on race and medicine reveals 
how procedural anxiety is shaped by historical and ongoing 
experiences of medical racism and discrimination [16]. African 
American patients, for example, report higher levels of procedural 
anxiety that reflect not only immediate concerns about specific 
interventions but also awareness of documented disparities in pain 
management, informed consent practices, and quality of care.

The Tuskegee syphilis study and other documented cases of 
medical exploitation continue to influence how communities of 
color experience medical procedures, creating what researchers 
call "medical mistrust" that compounds individual anxiety with 
collective historical trauma. Understanding procedural anxiety 
requires attention to these broader social and political contexts 
rather than treating it as an individual psychological phenomenon.
Feminist analyses of medical culture reveal how procedural 
anxiety is shaped by gendered assumptions about pain tolerance, 
emotional expression, and bodily autonomy. Dr. Diane Hoffman's 
research on gender bias in pain management demonstrates that 
women's reports of procedural pain and anxiety are often dismissed 
or minimized, creating additional psychological burdens beyond 
the procedures themselves [26].

The medicalization of reproductive health has created particular 
forms of procedural anxiety for women, where routine 
gynecological procedures often involve intimate examinations 
that can trigger trauma responses, particularly for survivors of 
sexual violence. The lack of trauma-informed approaches in many 
clinical settings compounds these difficulties.
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Pediatric procedural anxiety has received significant research 
attention, revealing how developmental stage affects children's 
understanding of and response to medical procedures. Dr. Zeev 
Kain's extensive research on pediatric anesthesia demonstrates that 
children's procedural anxiety peaks during certain developmental 
periods and can have lasting effects on their relationship with 
healthcare [20].

Elderly patients face different forms of procedural anxiety related 
to cognitive changes, multiple comorbidities, and concerns about 
maintaining independence. The increasing medicalization of aging 
creates situations where older adults undergo multiple procedures 
that may extend life but compromise quality of life in ways that are 
rarely explicitly discussed.

1.15  Healthcare Economics and Time Pressures
The commodification of healthcare creates systematic pressures 
that contribute to procedural anxiety by reducing the time 
available for meaningful patient-provider interaction. Value-based 
payment models, while intended to improve quality, often create 
incentives for efficiency that conflict with the time requirements 
for addressing patient psychological needs.

Dr. Sandeep Jauhar's analysis of physician burnout reveals how 
productivity pressures affect providers' ability to attend to patient 
emotional needs during procedures [22]. When physicians are 
expected to see increasing numbers of patients in shorter time 
periods, activities like pre-procedure counseling and post-
procedure debriefing become luxuries rather than standard care 
components.

The medicalization of informed consent has created procedural 
requirements that often increase rather than reduce patient anxiety. 
The focus on documenting that patients have been informed about 
risks rather than ensuring that they feel prepared and supported 
creates what legal scholars call "bureaucratic consent" that serves 
institutional liability concerns more than patient needs.

Medical malpractice concerns also drive defensive practices that 
can increase procedural anxiety. The ordering of additional tests 
and procedures primarily to create legal documentation rather than 
address clinical needs creates situations where patients undergo 
anxiety-provoking interventions of questionable benefit.

The use of patient satisfaction scores as quality metrics has 
created complex relationships between procedural anxiety and 
institutional incentives. While these measures were intended 
to improve patient-centered care, they can create pressures for 
superficial interventions (such as pharmaceutical sedation) rather 
than addressing underlying causes of procedural anxiety.

Research by Dr. Matthew Press demonstrates that patient 
satisfaction scores often correlate poorly with clinical outcomes 
and may incentivize practices that reduce immediate discomfort 
without improving long-term health [24]. This creates ethical 

dilemmas for providers who must balance institutional expectations 
with their clinical judgment about appropriate care.

1.16 Trauma and Procedural Re-traumatization
Dr. Judith Herman's work on psychological trauma provides 
frameworks for understanding how medical procedures can trigger 
trauma responses in patients with histories of abuse, violence, or 
previous medical trauma [17]. The loss of control inherent in many 
medical procedures can activate neurobiological stress responses 
that are disproportionate to the actual physical threat posed by the 
intervention.

Trauma-informed care models emphasize the importance of 
recognizing these responses as adaptive rather than pathological, 
requiring modifications to standard procedural protocols rather than 
simply increased sedation. This might include allowing patients 
to maintain some control over positioning, providing detailed 
explanations of what will happen and when, and recognizing that 
some patients may need additional time and support to tolerate 
necessary procedures.

Research on attachment styles reveals how early relationship 
experiences affect adult responses to medical procedures. Patients 
with insecure attachment styles may experience procedural anxiety 
as abandonment fears, while those with avoidant attachment may 
struggle with the vulnerability required for medical procedures.

Dr. Peter Fonagy's work on mentalization-based approaches 
suggests that healthcare providers can reduce procedural anxiety 
by helping patients develop clearer understanding of their own 
emotional responses and the intentions of medical staff [25]. This 
requires attention to the relational dynamics of medical encounters 
rather than focusing solely on technical aspects of procedures.

Emerging research on the neurobiology of medical trauma reveals 
how procedural anxiety can create lasting changes in brain structure 
and function that affect future healthcare experiences. Dr. Bessel 
van der Kolk's work on trauma and the brain demonstrates how 
threatening medical procedures can activate primitive survival 
responses that bypass rational cognitive processing [18].

Understanding these neurobiological mechanisms has important 
implications for how healthcare providers approach anxious 
patients. Interventions that activate the parasympathetic nervous 
system—such as breathing exercises, mindfulness techniques, and 
empathetic presence—may be more effective than purely cognitive 
approaches to reducing procedural anxiety
.
1.17 Pharmacological Approaches
While the focus of this analysis has been on structural and relational 
factors contributing to procedural anxiety, pharmacological 
interventions remain an important component of comprehensive 
anxiety management. Research by Dr. Zeev Kain and others 
demonstrates that anxiolytic medications can be effective 
for reducing immediate distress, but they do not address the 
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underlying factors that generate anxiety and may interfere with 
patient learning and adaptation [20].

The use of pharmacological interventions raises important 
questions about informed consent and patient autonomy. Sedation 
can reduce the immediate experience of anxiety but may also 
compromise patients' ability to participate meaningfully in 
decisions about their care. The routine use of sedation for anxiety 
management may represent a form of chemical restraint that 
addresses institutional needs for compliance more than patient 
needs for understanding and control.

Cognitive-behavioral approaches to procedural anxiety have 
demonstrated effectiveness in randomized controlled trials, 
particularly when implemented as part of comprehensive pre-
procedure preparation programs. These interventions typically 
include education about what to expect, training in relaxation 
techniques, and cognitive restructuring exercises that help patients 
develop more realistic assessments of procedural risks.

Mindfulness-based interventions have shown particular promise 
for reducing procedural anxiety while maintaining patient alertness 
and decision-making capacity. Dr. Jon Kabat-Zinn's work on 
mindfulness-based stress reduction has been adapted for medical 
settings, with studies demonstrating reduced anxiety and improved 
pain tolerance during procedures [19].

Modifications to the physical environment can significantly reduce 
procedural anxiety without requiring additional staff time or 
resources. Research by Dr. Roger Ulrich on healing environments 
demonstrates that factors such as natural lighting, nature views, 
artwork, and music can reduce stress hormones and improve 
patient comfort during procedures [28].

Systematic approaches to procedural communication, such as 
those developed by Dr. Atul Gawande's team, can reduce anxiety 
while improving safety [8]. These interventions typically include 
structured pre-procedure briefings, team introductions, and 
verification processes that help patients feel included in their care 
rather than subjected to it.

1.18 Cultural Competency and Trauma-Informed Care
Training healthcare providers in cultural competency and trauma-
informed care approaches can significantly improve patient 
experiences during procedures. These interventions focus on 
recognizing and responding to the diverse ways that patients 
experience and express anxiety based on their cultural backgrounds 
and previous experiences.

Trauma-informed care models developed by the Substance Abuse 
and Mental Health Services Administration emphasize safety, 
trustworthiness, peer support, collaboration, empowerment, and 
attention to cultural, historical, and gender considerations [29]. 
When applied to procedural settings, these principles can help 
create environments where patients feel respected and supported 
rather than objectified and controlled.

1.19 Reconceptualizing Medical Efficiency
The current healthcare emphasis on efficiency often creates false 
dichotomies between quality care and productivity. Research by 
Dr. Christine Sinsky and others demonstrates that interventions 
that improve patient experience—such as better communication, 
environmental modifications, and attention to psychological 
needs—often also improve workflow efficiency and provider 
satisfaction [23].

Reconceptualizing efficiency to include patient psychological 
outcomes requires moving beyond simple throughput measures 
to more comprehensive assessments of care quality. This might 
include metrics such as patient understanding of procedures, 
confidence in the care team, and absence of procedural trauma 
symptoms.

Dr. Rita Charon's narrative medicine approach provides practical 
tools for helping patients integrate procedural experiences into 
coherent life narratives [10]. This might include pre-procedure 
conversations that explore patient concerns about how interventions 
might affect their ability to maintain important life roles, and 
post-procedure discussions that help patients make sense of their 
experiences.

Creating opportunities for patients to tell their stories about 
procedural experiences—both positive and negative—can help 
identify systematic factors that contribute to anxiety and develop 
targeted interventions. Patient advisory councils and narrative 
medicine programs can provide structured ways to incorporate 
patient perspectives into quality improvement efforts.

Rather than viewing technology as inherently dehumanizing, 
emerging approaches to medical technology emphasize human-
centered design that prioritizes patient experience alongside 
clinical functionality. This might include user interface design that 
allows patients to better understand what diagnostic equipment 
is detecting, or procedural protocols that incorporate patient 
preferences and comfort measures.

The concept of "technological humanism" suggests that medical 
devices and systems can be designed to enhance rather than diminish 
human connection and understanding. Virtual reality applications, 
for example, can provide distraction during procedures while also 
offering educational content that helps patients understand what is 
happening to their bodies.

1.20 Policy and Structural Reform
Addressing procedural anxiety ultimately requires attention to the 
structural factors that create conditions for dehumanizing care. 
This includes healthcare payment models that incentivize time 
spent on patient psychological needs, regulatory frameworks that 
prioritize meaningful consent over bureaucratic documentation, 
and professional education programs that include training in 
empathetic communication and trauma-informed care.

Quality metrics should include patient-reported outcomes related to 
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procedural experience, not just clinical indicators and satisfaction 
scores. This might include measures of patient understanding, 
confidence in the care team, and absence of procedural trauma 
symptoms.

2. Future Directions 
Future research on procedural anxiety would benefit from greater 
collaboration between clinical medicine, medical anthropology, 
psychology, and health services research. Longitudinal studies 
that follow patients across multiple procedural experiences could 
provide insights into how anxiety evolves over time and identify 
critical intervention points.

Mixed-methods research that combines quantitative measures of 
anxiety with qualitative exploration of patient meaning-making 
could provide more comprehensive understanding of the factors 
that contribute to positive and negative procedural experiences. 
This research should include attention to cultural, social, and 
economic factors that shape patient experiences.

Emerging technologies such as virtual reality, augmented reality, 
and artificial intelligence offer new possibilities for reducing 
procedural anxiety while maintaining clinical effectiveness. 
However, research on these technologies should include attention 
to their potential for either enhancing or further diminishing human 
connection during medical procedures.

Development of patient-controlled procedural environments—
where patients can adjust lighting, music, and other environmental 
factors—represents one approach to maintaining patient agency 
during medical procedures. Research on these innovations should 
include attention to their effects on both patient experience and 
clinical outcomes.

Medical education reform that includes greater attention to the 
psychological and social dimensions of procedural medicine could 
help create a generation of healthcare providers better equipped to 
address patient anxiety. This might include simulation exercises 
that help medical students experience procedures from the patient 
perspective, training in empathetic communication, and education 
about the cultural and historical factors that shape patient trust in 
medical institutions.

Continuing education programs that help practicing physicians 
develop skills in anxiety management and trauma-informed 
care could improve patient experiences without requiring major 
structural changes to healthcare delivery systems.

Research on procedural anxiety has been conducted primarily 
in Western, developed healthcare systems. Understanding how 
procedural anxiety manifests in different cultural contexts and 
healthcare systems could provide insights into which factors are 
universal versus culturally specific.

Cross-cultural research could also identify innovative approaches to 

anxiety management that have been developed in different medical 
traditions. Traditional healing practices that emphasize ritual, 
community support, and spiritual dimensions of healing might 
offer insights for improving conventional medical procedures.

3. Integrating Theological and Sacred Dimensions 
Our prior work on revisioning of healthcare as fundamentally 
sacred rather than merely technical provides a crucial bridge 
between the critical theoretical frameworks examined in this 
analysis and practical pathways toward more humane medical 
care. 

The concept of "therapeutic orthodoxy"—a methodological 
approach that operates at the boundaries between scientific rigor 
and spiritual humility—offers a practical framework for addressing 
the procedural anxiety and dehumanization that scholars like 
Foucault, Goffman, and Szasz have identified in contemporary 
medical culture.

This framework resonates deeply with Kleinman's distinction 
between disease and illness, extending it through kabbalistic 
concepts of tzimtzum (divine contraction) and Shekhinah (divine 
presence) to understand the therapeutic encounter as a sacred space 
where both healer and patient encounter mystery together [30].  
This approach aligns with Kalanithi's recognition of medicine's 
limitations while maintaining engagement with suffering, and with 
Charon's narrative medicine in its emphasis on the interpretive 
dimensions of clinical encounters. This hermeneutic approach 
to medicine—treating the "patient as sacred text"—provides a 
practical methodology for healthcare providers to move beyond 
Foucault's clinical gaze toward what he terms "dialectical 
presence," where medical authority emerges not from institutional 
power but from shared vulnerability and authentic presence.

Our critique of scientific reductionism in healthcare parallels 
Latour's Actor-Network Theory while adding a theological 
dimension that recognizes healing networks as inherently sacred 
assemblages. By proposing covenantal rather than contractual 
models for physician-patient relationships, Ungar-Sargon offers 
concrete alternatives to the commodified healthcare relationships 
that contribute to procedural anxiety. His integration of ancient 
wisdom with contemporary neuroscience, particularly his work 
on epigenetic trauma healing, demonstrates how theological 
frameworks can enhance rather than compete with evidence-based 
medicine. This synthesis suggests that addressing the architecture 
of medical anxiety requires not only structural reforms but a 
fundamental reconceptualization of healing as sacred work that 
honors both scientific rigor and spiritual dimensions of human 
suffering.

4. Conclusion
The horror of medical procedure culture emerges not simply from 
fear of pain or adverse outcomes, but from structural arrangements 
that systematically prioritize technical efficiency over human 
dignity. The critical voices examined in this analysis—from 
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Szasz's challenge to medical authority to Kalanithi's integration of 
clinical and personal perspectives—reveal that procedural anxiety 
reflects rational responses to systems that often treat patients as 
objects rather than subjects.

The physician-scholars whose work we have examined offer 
pathways toward more humane procedural medicine that 
acknowledges both the healing potential and the existential costs 
of medical intervention. Their insights suggest that addressing 
procedural anxiety requires not simply better sedation or 
distraction techniques, but fundamental reconsideration of how 
medical procedures are conceptualized, organized, and delivered.
The evidence reviewed demonstrates that interventions addressing 
procedural anxiety often improve both patient experience and 
clinical outcomes, challenging assumptions that attention to 
psychological needs requires trade-offs with medical effectiveness. 
Simple modifications to communication practices, environmental 
design, and procedural protocols can significantly reduce anxiety 
while enhancing safety and efficiency.

However, sustainable improvement requires attention to the 
structural factors that create conditions for dehumanizing 
care: payment systems that reward volume over quality, legal 
frameworks that prioritize documentation over understanding, and 
professional cultures that treat emotional detachment as a virtue 
rather than a limitation.

The COVID-19 pandemic has intensified many of the issues 
examined in this analysis, creating new forms of procedural anxiety 
related to infection risk, visitor restrictions, and healthcare system 
strain. It has also demonstrated the possibility of rapid innovation 
in healthcare delivery when circumstances demand it, suggesting 
that many barriers to more humane care are institutional rather 
than technical.

Moving forward, the challenge is to maintain the technical 
capabilities of modern medicine while reclaiming its human 
dimensions. This requires recognition that the anxiety generated 
by medical procedures is not an unfortunate side effect but a signal 
that something essential about human dignity and agency is being 
compromised in service of technical objectives.

The path toward more humane procedural medicine involves not 
abandoning technological capabilities but embedding them within 
relational frameworks that honor both the vulnerability and the 
agency of patients seeking healing. It requires healthcare providers 
who are trained not only in technical proficiency but in empathetic 
presence, and healthcare systems that measure success not only in 
clinical outcomes but in the preservation of human dignity during 
moments of medical vulnerability.

Ultimately, addressing the architecture of medical anxiety requires 
acknowledging that healing involves not only the repair of 
biological dysfunction but the restoration of meaning, agency, and 
hope in the face of illness and mortality. Medical procedures that 

accomplish only the former while undermining the latter represent 
incomplete and potentially harmful interventions, regardless of 
their technical success.

The scholars and practitioners whose work has informed this 
analysis offer resources for imagining and creating forms of 
medical care that honor both the scientific achievements and 
the human aspirations of contemporary medicine. Their insights 
suggest that the horror of medical procedure culture is not 
inevitable but represents a failure of imagination and will rather 
than technical necessity.

As medicine continues to evolve in response to technological 
innovation, demographic change, and economic pressure, the 
opportunity exists to create systems of care that embody the 
highest aspirations of healing professions: the alleviation of 
suffering through interventions that honor rather than diminish 
human dignity. Achieving this vision requires sustained attention 
to the psychological, social, and spiritual dimensions of medical 
procedures alongside their technical aspects.

The future of procedural medicine lies not in choosing 
between technological sophistication and human compassion, 
but in developing forms of care that integrate both within 
coherent frameworks for understanding what healing means in 
contemporary society. This integration represents both a clinical 
and an ethical imperative that will ultimately determine whether 
medical procedures serve human flourishing or contribute to its 
diminishment.

References
1.	 Szasz, T. S. (1961). The myth of mental illness: Foundations 

of a theory of personal conduct. Harper & Row. 
2.	 Goffman, E. (1961). Asylums: Essays on the social situation 

of mental patients and other inmates. Anchor Books. 
3.	 Foucault, M. (1976). The birth of the clinic: An archaeology 

of medical perception (A. M. Sheridan Smith, Trans.). 
Routledge. (Original work published 1963) 

4.	 Foucault, M. (1977). Discipline and punish: The birth of the 
prison. Pantheon Books. 

5.	 Latour, B. (1988). The Pasteurization of France. Harvard 
University Press.

6.	 Kleinman, A. (1988). The illness narratives: Suffering, 
healing, and the human condition. Basic Books. 

7.	 Kalanithi, P. (2016). When breath becomes air. Random 
House. 

8.	 Gawande, A. (2009). The checklist manifesto: How to get 
things right. Metropolitan Books. 

9.	 Gawande, A. (2014). Being mortal: Medicine and what 
matters in the end. Metropolitan Books. 

10.	 Charon, R. (2006). Narrative medicine: Honoring the stories 
of illness. Oxford University Press. 

11.	 Ofri, D. (2013). What doctors feel: How emotions affect the 
practice of medicine. Beacon Press.

12.	 Ofri, D. (2010). Medicine in translation: Journeys with my 

https://www.medclinrese.org/
https://doi.org/10.1037/h0046535
https://doi.org/10.1037/h0046535
https://doi.org/10.1192/bjp.bp.109.077172
https://doi.org/10.1192/bjp.bp.109.077172
https://doi.org/10.4324/9780203406373
https://doi.org/10.4324/9780203406373
https://doi.org/10.4324/9780203406373
https://www.jstor.org/stable/2737970
https://www.jstor.org/stable/2737970
https://www.hup.harvard.edu/books/9780674657618
https://www.hup.harvard.edu/books/9780674657618
https://books.google.com/books?hl=en&lr=&id=mvbNDwAAQBAJ&oi=fnd&pg=PT9&dq=The+illness+narratives:+Suffering,+healing,+and+the+human+condition.+Basic+Books&ots=4CRbhepawa&sig=NL_WEdqbe-5QTW76Dxaeyo2hJBE
https://books.google.com/books?hl=en&lr=&id=mvbNDwAAQBAJ&oi=fnd&pg=PT9&dq=The+illness+narratives:+Suffering,+healing,+and+the+human+condition.+Basic+Books&ots=4CRbhepawa&sig=NL_WEdqbe-5QTW76Dxaeyo2hJBE
https://www.randomhousebooks.com/books/258507/
https://www.randomhousebooks.com/books/258507/
https://psycnet.apa.org/fulltext/2010-15320-015.pdf
https://psycnet.apa.org/fulltext/2010-15320-015.pdf
https://link.springer.com/article/10.1007/s12115-016-0050-4
https://link.springer.com/article/10.1007/s12115-016-0050-4
https://books.google.com/books?hl=en&lr=&id=vq3mCwAAQBAJ&oi=fnd&pg=PR17&dq=Narrative+medicine:+Honoring+the+stories+of+illness&ots=ecc_EA5n8c&sig=LR2IlESF-SJYExuE2FbFipu7Gy4
https://books.google.com/books?hl=en&lr=&id=vq3mCwAAQBAJ&oi=fnd&pg=PR17&dq=Narrative+medicine:+Honoring+the+stories+of+illness&ots=ecc_EA5n8c&sig=LR2IlESF-SJYExuE2FbFipu7Gy4
https://books.google.com/books?hl=en&lr=&id=9YuHgers_BQC&oi=fnd&pg=PT6&dq=What+doctors+feel:+How+emotions+affect+the+practice+of+medicine.+Beacon+Press.&ots=H4PagvUFmK&sig=kg3wi-Kmg1XJZJS4cHAOxhmlHN0
https://books.google.com/books?hl=en&lr=&id=9YuHgers_BQC&oi=fnd&pg=PT6&dq=What+doctors+feel:+How+emotions+affect+the+practice+of+medicine.+Beacon+Press.&ots=H4PagvUFmK&sig=kg3wi-Kmg1XJZJS4cHAOxhmlHN0
https://books.google.com/books?hl=en&lr=&id=zYkDAQAAQBAJ&oi=fnd&pg=PT7&dq=Medicine+in+translation:+Journeys+with+my+patients&ots=FPMN4SP0f2&sig=pz2-abEcpwy3IEKhddQTmeZh494


       Volume 10 | Issue 8 | 10https://www.medclinrese.org/Med Clin Res, 2025

Copyright: ©2025 Julian Ungar-Sargon. This is an open-access article 
distributed under the terms of the Creative Commons Attribution License, 
which permits unrestricted use, distribution, and reproduction in any 
medium, provided the original author and source are credited.                                                               

patients. Beacon Pres 
13.	 Groopman, J. (2007). How doctors think. Houghton Mifflin.
14.	 Verghese, A. (2009). Cutting for Stone. Knopf. 
15.	 Topol, E. (2019). Deep medicine: How artificial intelligence 

can make healthcare human again. Basic Books. 
16.	 Roberts, D. (2011). Fatal invention: How science, politics, 

and big business re create race in the twenty first century. 
New Press. 

17.	 Herman, J. (1992). Trauma and recovery: The aftermath 
of violence—from domestic abuse to political terror. Basic 
Books.

18.	 Van der Kolk, B. (2014). The body keeps the score: Brain, 
mind, and body in the healing of trauma. Viking. 

19.	 Kabat Zinn, J. (1990). Full catastrophe living: Using the 
wisdom of your body and mind to face stress, pain, and illness. 
Bantam Books.

20.	 Kain, Z. N., Sevarino, F., Pincus, S., Alexander, G. M., 
Wang, S. M., & Ayoub, C. (2000). Preoperative anxiety and 
emergence delirium and postoperative maladaptive behaviors. 
Anesthesia & Analgesia, 90(3), 704–709. 

21.	 Kindler, C. H., Harms, C., Amsler, F., Ihde-Scholl, T., & 
Scheidegger, D. (2000). The visual analog scale allows 
effective measurement of preoperative anxiety and detection 
of patients’ anesthetic concerns. Anesthesia & Analgesia, 
90(3), 706-712.

22.	 Jauhar, S. (2014). Doctored: The disillusionment of an 
American physician.

23.	 Sinsky, C. A., Willard Grace, R., Schutzbank, A. M., et al. 
(2013). In search of joy in practice: A report of 23 high-
functioning primary care practices. Annals of Family 
Medicine, 11(3), 272–278.

24.	 Press, M. J., Bellows, J., Chen, Y., et al. (2018). Provider 
specific ratings and the association between clinical quality 
and patient experience. American Journal of Medical Quality, 
33(2), 167–175. 

25.	 Fonagy, P., Luyten, P., Allison, E., & Campbell, C. (2017). 
What we have changed our minds about: Part 1. Borderline 
personality disorder as a limitation of resilience. Borderline 
personality disorder and emotion dysregulation, 4(1), 11.

26.	 Hoffmann, D. E., & Tarzian, A. J. (2001). The girl who cried 
pain: a bias against women in the treatment of pain. The 
Journal of Law, Medicine & Ethics, 28(4_suppl), 13-27.

27.	 Arnd-Caddigan, M. (2015). Sherry Turkle: Alone Together: 
Why We Expect More from Technology and Less from Each 
Other: Basic Books, New York, 2011, 348 pp, ISBN 978-
0465031467 (pbk).

28.	 Ulrich, R. S. (1984). View through a window may influence 
recovery from surgery. science, 224(4647), 420-421.

29.	 Substance Abuse and Mental Health Services Administration. 
Trauma-Informed Care in Behavioral Services. Treatment 
Improvement Protocol (TIP) Series 57. HHS Publication No. 
(SMA) 13-4801. Rockville, MD: SAMHSA; 2014.

30.	 Ungar‑Sargon, J. (2024). Revisioning healthcare in a different 
key. Archives in Case Reports & Open, 1(1), 01–07.

https://www.medclinrese.org/
https://books.google.com/books?hl=en&lr=&id=zYkDAQAAQBAJ&oi=fnd&pg=PT7&dq=Medicine+in+translation:+Journeys+with+my+patients&ots=FPMN4SP0f2&sig=pz2-abEcpwy3IEKhddQTmeZh494
https://www.academia.edu/download/54063636/How_Doctors_Think_review20170805-14754-bjyc9b.pdf
https://en.wikipedia.org/wiki/Cutting_for_Stone
https://books.google.com/books?hl=en&lr=&id=_EFlDwAAQBAJ&oi=fnd&pg=PT8&dq=Deep+medicine:+How+artificial+intelligence+can+make+healthcare+human+again.+Basic+Books.+&ots=BJ5xtW-x7W&sig=L3FgAL895dDSZ9Zlca7EiYAPk6E
https://books.google.com/books?hl=en&lr=&id=_EFlDwAAQBAJ&oi=fnd&pg=PT8&dq=Deep+medicine:+How+artificial+intelligence+can+make+healthcare+human+again.+Basic+Books.+&ots=BJ5xtW-x7W&sig=L3FgAL895dDSZ9Zlca7EiYAPk6E
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://books.google.com/books?hl=en&lr=&id=TVw4DgAAQBAJ&oi=fnd&pg=PT8&dq=Trauma+and+recovery:+The+aftermath+of+violence%E2%80%94from+domestic+abuse+to+political+terror.+Basic+Books.&ots=AX-qcFhnlv&sig=DTqrEuMpG6nkPiCFHbjtaU91srE
https://books.google.com/books?hl=en&lr=&id=TVw4DgAAQBAJ&oi=fnd&pg=PT8&dq=Trauma+and+recovery:+The+aftermath+of+violence%E2%80%94from+domestic+abuse+to+political+terror.+Basic+Books.&ots=AX-qcFhnlv&sig=DTqrEuMpG6nkPiCFHbjtaU91srE
https://books.google.com/books?hl=en&lr=&id=TVw4DgAAQBAJ&oi=fnd&pg=PT8&dq=Trauma+and+recovery:+The+aftermath+of+violence%E2%80%94from+domestic+abuse+to+political+terror.+Basic+Books.&ots=AX-qcFhnlv&sig=DTqrEuMpG6nkPiCFHbjtaU91srE
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://psycnet.apa.org/record/2006-04192-000
https://psycnet.apa.org/record/2006-04192-000
https://psycnet.apa.org/record/2006-04192-000
https://journals.lww.com/anesthesia-analgesia/fulltext/2004/12000/preoperative_anxiety_and_emergence_delirium_and.14.aspx
https://journals.lww.com/anesthesia-analgesia/fulltext/2004/12000/preoperative_anxiety_and_emergence_delirium_and.14.aspx
https://journals.lww.com/anesthesia-analgesia/fulltext/2004/12000/preoperative_anxiety_and_emergence_delirium_and.14.aspx
https://journals.lww.com/anesthesia-analgesia/fulltext/2004/12000/preoperative_anxiety_and_emergence_delirium_and.14.aspx
https://journals.lww.com/anesthesia-analgesia/fulltext/2000/03000/The_Visual_Analog_Scale_Allows_Effective.36.aspx
https://journals.lww.com/anesthesia-analgesia/fulltext/2000/03000/The_Visual_Analog_Scale_Allows_Effective.36.aspx
https://journals.lww.com/anesthesia-analgesia/fulltext/2000/03000/The_Visual_Analog_Scale_Allows_Effective.36.aspx
https://journals.lww.com/anesthesia-analgesia/fulltext/2000/03000/The_Visual_Analog_Scale_Allows_Effective.36.aspx
https://journals.lww.com/anesthesia-analgesia/fulltext/2000/03000/The_Visual_Analog_Scale_Allows_Effective.36.aspx
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://www.annfammed.org/content/11/3/272.short
https://www.annfammed.org/content/11/3/272.short
https://www.annfammed.org/content/11/3/272.short
https://www.annfammed.org/content/11/3/272.short
https://link.springer.com/article/10.1186/s40479-017-0061-9
https://link.springer.com/article/10.1186/s40479-017-0061-9
https://link.springer.com/article/10.1186/s40479-017-0061-9
https://link.springer.com/article/10.1186/s40479-017-0061-9
https://journals.sagepub.com/doi/abs/10.1111/j.1748-720x.2001.tb00037.x
https://journals.sagepub.com/doi/abs/10.1111/j.1748-720x.2001.tb00037.x
https://journals.sagepub.com/doi/abs/10.1111/j.1748-720x.2001.tb00037.x
https://link.springer.com/article/10.1007/s10615-014-0511-4
https://link.springer.com/article/10.1007/s10615-014-0511-4
https://link.springer.com/article/10.1007/s10615-014-0511-4
https://link.springer.com/article/10.1007/s10615-014-0511-4
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://d.docs.live.net/3bae76351ace319a/Desktop/MCR/2025/Article_Zero dose_MCHW_Bertinho.docx
https://www.opastpublishers.com/open-access-articles/revisioning-healthcare-in-a-different-key.pdf
https://www.opastpublishers.com/open-access-articles/revisioning-healthcare-in-a-different-key.pdf

