Worcester District Medical Society, 230th Annual Oration, February 11, 2026
Dr. Rick Sacra
Stories from Healthcare at the Frayed Edge

Good evening everyone!  

My name is Rick Sacra, and I’m a Family Physician. I’m so honored to have been asked to give the WDMS annual oration for 2026, entitled “Stories from Healthcare at the Frayed Edge”. Thank you for this privilege! 

Before we jump into my stories, I want to cover 3 brief topics. First, I’d like to give you a brief timeline of my life and medical career. Second, I need to acknowledge a few people whose contributions have been critical at various stages along the way. And finally, I’d like to give you the principles—the threads—that I’d like us to see emerge from these life experiences. 

October 1962—it all begins. I grew up in Wayland, MA in the metrowest Boston area. 
August 1987— during a gap year between my 3rd and 4th year of medical school here at UMass, my wife Debbie and I traveled to Liberia for 10 months, where I served at ELWA Hospital.
June, 1989—Graduated from UMass, and soon began a 3 year Family Medicine Residency in Bristol Tennessee. 
September 1992—started work at the Family Health Center of Worcester (FHCW)—the only entity I’ve ever worked for in the US. 
April 1995—Moved to Liberia to begin service at the ELWA Hospital, serving with a Christian mission called SIM
April 1996—First evacuation due to civil war
April 1997—Return to West Africa, this time to Cote d’Ivoire to work with Liberian refugees
June 1998—Return to ELWA 
June-August 2003—Civil war reaches Monrovia, and we have our 2nd evacuation to Cote d’Ivoire
2010 to 2013—Leave of absence from SIM, working back at FHCW full time
September 2013—Resumed visits to Liberia under SIM
August 2014—Contracted Ebola while serving on a short-term trip to ELWA Hospital; transported to Omaha, NE for treatment and fully recovered after a long convalescence
July 2017—Liberia’s first Family Medicine Residency Program was founded at the ELWA Hospital
August 2020—First graduating class of 3 Family Medicine Specialists. 
October 2021—Sacras return to the US full-time. 
April 2024—Rick’s first trip to the Quessemba Community Clinic in Lofa County, Liberia

Now a few quick shout-outs. There are many people without whom my journey would not have been possible, especially my parents, and my wife of 40 years, Debbie!. But I specifically want to give a shout out to these physicians who played critical roles along the way: Dr. Steve Befus, my first mentor in Liberia from 1987 to 2000. Dr. Warren Ferguson, who hired me at FHCW in 1992. Dr. Jerry Brown and Dr. John Fankhauser, who literally saved my life when I was sick with Ebola in Liberia, and Dr. Phil Smith and Dr. Angela Hewlett, who treated me in Omaha and got me well. Dr. Olga Valdman and Dr. Trish McQuilkin from here in Worcester, who supported the new Family Medicine residency program and helped us apply for USAID funding at the time. 

Now I’m going to lay out what I see as the salient threads that run through this talk, and in fact through my entire career—the things I’ve learned, what I want to encourage you with tonight. 

#1—the concept that we call the imago Dei. According to Genesis chapter 1, each person bears within them the image of God. That makes each one of us infinitely valuable. That informs every interaction I have. 

#2—Because of my firm belief in the imago Dei, I view healthcare as a calling—the calling to care for others who are of infinite worth. The thought of our profession as a “calling” seems old-fashioned, but I believe that this sense of calling is the bedrock conviction that can get you through all the stress of a modern medical career. 

#3—I’ve learned that we can actually find more meaning in life when we have been brought face to face with death itself. If we will have an eternal perspective, if we’ll recognize that death is not the end, and that there is such a thing as dying well, dying in such a way that one is reconciled with one’s family and one’s God, then we can have true peace. 

Let’s go back to 1996. I had been serving at ELWA for a year. I was beginning to understand Liberian culture and language, and I felt like I had “learned the ropes” medically. And then, suddenly, Liberia’s civil war erupted again and turned the capital, Monrovia into a battlefield. Smoke was rising on the horizon as buildings burned. The airport had been damaged and flights were all canceled. We were evacuated by US Special forces along with hundreds of other expats. SIM sent us back to the US to wait for our future to get clearer. That was a time of reflection and discovering how we would make decisions for our future. Many from our team moved on to different locations. But we felt that God had placed Liberia on our hearts, and so in April 1997 when an opportunity arose to join a small team in Cote d’Ivoire working with Liberian refugees, we accepted that offer. Over a year later, we were able to finally move back to Liberia, but with a team that ranged from 3 to 8 in number over the next decade, compared to over 100 SIM missionaries in Liberia before the civil war started in 1990. 

Let’s fast-forward now to 2014. For family reasons, at that time I was based here in Central Mass, but traveling frequently to Liberia to help out at the hospital. The Ebola epidemic, which had started in December of 2013, was finally identified as Ebola virus at the end of March. I made a visit to Liberia in May; ELWA had set up a 5 bed isolation unit, but there had been no cases of Ebola in Monrovia. The capital city’s first Ebola cases were transported to ELWA by the Ministry of Health for care in the isolation unit in June, and case numbers gradually rose. By July, cases were outpacing the capacity to respond. With help from Samaritan’s Purse, ELWA moved the Ebola Treatment Unit into a larger space with 20 beds. At the same time, MSF (doctors without borders) started work constructing what would eventually become their largest ETU at another site on the ELWA compound. 

On July 26, our colleagues, Kent Brantly and Nancy Writebol were both diagnosed with Ebola virus disease.  Then ELWA Hospital had to close its own doors for complete decontamination. Although I was expecting to travel to Liberia later in August, I was asked to consider traveling a bit sooner, to help reopen the hospital. My main concern was for pregnant women—we were hearing stories about women with complicated labors being unable to find anywhere to get a cesarean section. With staff getting sick or just concerned about the tremendous risk, the health system was collapsing. My wife and I had a good frank conversation about the risks of such a trip, and she released me with her blessing—she knew I couldn’t stay here when there was something I could do to help. 
When I arrived in Monrovia on August 4th, all the hospitals had shut down.  Doctors or nurses had gotten sick with Ebola, and hospitals were closed for decontamination.  Staff were afraid to return to work. Imagine a city of one and a half million people, with NOWHERE to go for health care.  In addition to the challenges for pregnant women, children with severe malaria were dying at home with no treatment.  Appendicitis or a strangulated hernia—normally fairly straightforward surgical emergencies—had suddenly become deadly.  

I went to help our Medical Director, Dr. Jerry Brown, in reopening the hospital. Dr. Brown is a general surgeon, trained in Cameroun, whom I had mentored 15 years earlier when he was a medical student. No widespread Ebola testing was available—only a single national lab could perform the test, and results took 2 to 4 days. We prioritized the need for emergency obstetric care because this seemed most urgent.  During the 1st week we delivered 15 women who had been in labor, some as long as 3 to 10 days.  Many of them arrived at the hospital with intrauterine fetal death, and most needed cesarean sections. This was so discouraging for our midwives—I found myself trying to encourage them again and again “we just have to focus on saving these moms.”  

We had to make a lot of changes at the hospital during August in an effort to improve staff safety.  I spent much of my first weekend driving around Monrovia buying rubber boots so each staff member could have their own. We started a new triage process, bringing all patients into the hospital through a single entrance and performing temperature screening as well as administering a standardized questionnaire for signs and symptoms of Ebola. Of course, these triage protocols are well understood by everyone now—due to the Covid pandemic—but at that time, it was all new. 

August and September were months when there were always more Ebola patients than beds and staff to care for them. Capacity was being ramped up, but the epidemic was growing faster than capacity.  Every morning on ELWA’s campus you could see sick patients waiting around outside the gates at the two ETUs, hoping for a bed to open up.    

During the month of August, ELWA Hospital took care of women who came from up to 3 or 4 hours away, often in desperate condition, weakened by days of labor. Through God’s help, we were able to save most of these moms. During the 3rd week in August I remember taking care of three different pregnant women who died. One of them had HIV infection; all developed uterine atony after surgery and died of bleeding complications. None of these women had the high fever, vomiting or diarrhea that would be considered the cardinal signs of Ebola infection, but clearly one of them was ill with the Ebola virus.  

Meanwhile, right across from the Hospital, the ELWA II Ebola Treatment Unit was full to capacity. It was expanded by now to hold up to 40 beds but often had 60 to 80 patients squeezed in. Each shift started with prayer for safety and a song to encourage everyone.  These caregivers worked hard and during August began to see some successes—each week another group of survivors would be released from the ETU in a public ceremony attended by representatives of the Ministry of Health, declaring them “Ebola Free.”

I want to tell you a couple of stories about patients that we cared for during the month of August.  On the first full day we were open, we took care of a young lady whom I’ll call Molly. Molly presented with bleeding and a tender, tense, full-term uterus. She had visited 3 other health facilities before reaching ELWA. Fetal heart tones were absent, and she was pale. Her cervix was just open a finger-tip. Blood tests showed she was anemic. We diagnosed her with a placental abruption, and because her cervix was so unfavorable, decided to proceed with a cesarean section even though the baby had already died. The case went according to plan, and she recovered normally, requiring just 1 unit of blood to restore her blood volume. What struck me about Molly was knowing that, if this abruption had happened just 2 or 3 days earlier, there might have been nowhere for her to get a cesarean section and a blood transfusion in the entire city of Monrovia. She could easily have died.

Tasha’s story—(not her real name)—again illustrates the important impact of collateral effects from Ebola on families, children, in fact the entire population. After about 2 weeks in Liberia, I got a phone call from a close friend who told me of a 13-year-old girl in his community who was quite sick. Tasha’s father had come to see if my friend could arrange a consultation for his daughter at the hospital. At this time, all hospitals in Monrovia, including ELWA, were closed for medical or surgical patients, due to the difficulty in screening for Ebola virus infection. Tasha had severe abdominal pain and vomiting; she had not passed a bowel movement in about 3 days, and her abdomen was starting to distend. Initially I explained there was nothing we could do—the hospital was closed to general patients, and only open for obstetrics cases. I told him I would try to check with our Medical Director, Dr. Jerry Brown, who is a general surgeon. Over the next day or two, my friend called me back several times to update me on the girl's condition—she was getting worse—and to request I keep checking on the situation with Dr. Brown. 
Finally on a Saturday I had a chance to talk with Dr. Brown about the case. At this point, Dr. Brown was extremely busy, as he was both in charge of the medical work at ELWA, providing coverage for cesarean sections at the hospital, and also the medical director at the ELWA-2 Ebola Treatment Unit. We reviewed the patient’s symptoms. The lack of any diarrhea after more than 5 days of illness, along with the absence of anyone else sick in the house or neighborhood, made Ebola quite unlikely. He said he would be willing to take a look at this patient on Sunday after finishing his work at the ETU. The girl's father brought her to the hospital, and we ran some basic lab tests and performed an abdominal ultrasound, which showed fluid in the abdomen, which we felt was consistent with peritonitis. The Ebola caseload was very heavy, and Dr. Brown didn’t finish at the ETU until after dark. It was around 8 PM when I got the opportunity to present the case. He agreed that she needed surgery, and that EVD was very unlikely. So Dr. Brown took her to the operating room for an exploratory laparotomy. I performed the role of “circulator” on the case, assisting the technician and anesthetist with needed supplies and instruments. The girl had several perforations in her small bowel caused by typhoid fever. Dr. Brown closed the perforations and washed out the infected fluid in her abdomen, and then closed. She was taken to the pediatric ward to recover, and to receive IV fluids and broad spectrum antibiotics. Over the next few days she seemed to improve, gradually gaining strength. I only learned later, after my own recovery from EVD, that she required three additional surgeries due to recurrent perforations and complications over the next couple months before finally recovering. I did get to see Tasha's grandmother during a visit to Liberia about 18 months after her illness, and she told me that Tasha was doing well, back in school, and behaving like a normal teenager.   

On another occasion during August of 2014, Doris, a former patient of mine arrived to visit with me, along with her husband, Sam. They brought me a chicken, a traditional “thank you” gift, and we got to spend a few minutes together. I was telling them how to stay safe during the Ebola outbreak. Allow me to shift gears now, and share Doris’ story with you. I had first met Doris about 10 years earlier. She was in her mid 30s, and had several children. Doris initially presented with irregular menses and a painful, swollen lower abdomen. Her pregnancy test was positive and the ultrasound showed an empty uterus with a mass stuck to the outside of the uterus—usually signs of an ectopic pregnancy. In our setting, that always required emergency surgery. During the operation we were surprised to find that there was no obvious ectopic pregnancy—no fetal or placental tissue. There was a raw, bleeding mass stuck to the surface of the uterus. I wasn’t totally sure what it was, but with the positive HCG, choriocarcinoma was a strong possibility. I removed a sample from the mass for biopsy and then we closed. We sent the sample to the US with a traveler for pathology analysis, since Liberia had no functioning pathology lab at the time. About 2 weeks later I got the results in an email, confirming choriocarcinoma. Honestly, if there is a cancer to get, this might be the one. In the US, it has a cure rate of over 90%. Over half the time, you can treat with a single agent, methotrexate, which we had access to in Monrovia. Doris responded well—her pain eased, and the mass got smaller on ultrasound. Now we just had to monitor, and see if the pregnancy test became negative. However, in Doris’ case, the pregnancy test remained +, and within about 6 weeks she was having recurrent pain and abdominal swelling—the tumor was growing again. Doris had failed the treatment. For a cure, we would need a modern, multidrug chemo regimen, which was not available in Monrovia. 

I had a discussion with Doris and her husband about what we were up against, and what to do next. We prayed together. We decided to give her another course of methotrexate just to suppress the tumor and control her symptoms to buy us some time while we looked for an alternative. I sent out a prayer request to our mission, SIM, and also to all our friends and family who supported our work. I got a surprise answer by email a few days later from a doctor who was working in our SIM office in the US. A breast cancer survivor herself, she had shared Doris’ story with her oncologist, and he agreed to make available to us a full course of chemotherapy—6 rounds with 3 drugs—for $400, thousands less than we would be paying if we were trying to buy the drugs anywhere else. We used some donated funds to buy the medications, and we found a visitor who would bring us the medications in their luggage on the plane.

Meanwhile, at ELWA, Doris’ family was in doubt. Did the hospital really know what was wrong with her? Her parents and other relatives were asking a lot of questions. Some of them felt that she had been a victim of witchcraft or a curse. 

There was very little cancer treatment happening in Liberia at that time—no oncologists! And so people were not familiar with what we all know about cancer treatment—the terrible side effects: hair loss, losing weight, nausea and vomiting. 

As we prepared to start the chemotherapy, I met with Doris and as many family members as would come.  I knew that we would have to go over the treatment and side effects many times to encourage Doris and her family to stick with it. Finally, they agreed to start the treatment. 

We gave the first round of chemotherapy, and Doris tolerated it well. The anti-nausea drug really worked for her, and she was able to go home right away. We scheduled another round of chemo in 3 weeks. Shortly after the 2nd round, she started losing weight, losing her hair, feeling weak and becoming very anemic, all side effects from the chemo. After the 3rd course, we had to give Doris a blood transfusion. The medications were making her sicker instead of better! The family started to complain—in their minds, this proved to them that Doris had been cursed. Doris herself was starting to lose confidence. 

One day, her father and her uncle came to the hospital and demanded that she be discharged so they could take her out of town, to seek out a traditional healer or “zoe.” The zoe would tell them who had cursed her and what traditional procedures to follow to reverse the curse. I again had a long conversation with Doris’ relatives about the side effects of chemo, but that she would get well at the end. We did an ultrasound to show Doris and her family how the tumor was shrinking. 

Somehow the good relationship we had developed, and the shrinking of the tumor, gave Doris the courage to stand up to her family, to stick with the chemo, despite her complications. Gradually, Doris’ condition stabilized. She at least stopped getting worse. The family eased off in their attempts to carry her away to the bush. By the end of her chemo, her pregnancy tests were negative. The tumor was gone! 

Finally, a few months after finishing chemo, a visiting surgeon was able to help us complete Doris’ treatment by performing a total abdominal hysterectomy. Doris did well through the surgery and recovered. Doris and Sam are good friends now, and occasionally stop by when I’m in Liberia to say “hi”, to catch up, and maybe ask for some medical advice. 

We wound up treating several cancer patients with chemotherapy at ELWA over the years, since there were no other facilities providing affordable cancer treatment at the time. Our British dentist, Simon, had a patient in her 20s with a tumor in the roof of her mouth which was bleeding heavily. He took her to neighboring Guinea to a clinic which offered maxillofacial surgery, and they were able to excise the tumor, which turned out to be an osteosarcoma in the roof of the mouth. It was recommended that she receive 4 rounds of combination chemotherapy, which I was able to provide, and she is now doing well, and studying to be a doctor! Simon has an especially close relationship with her, having gotten to know the entire family in the process. 

Our attempts to provide Cancer care in Liberia were challenging, because the local population had no background or cultural literacy to prepare them for the rigors of cancer treatment; because the idea that medication could make you feel so sick before it would make you better was very foreign to them; and because the side effects of chemo or radiation resembled, to them, symptoms that would indicate that someone had been cursed or bewitched. The extent to which we were successful often depended more on cultural competence, long-term relationships, and trust than our medical prowess. 

But the other side of the coin with cancer patients—palliative care—could be even more challenging. 

I want to share one final story about a cancer patient in Liberia, but this one is a little more personal for me. Bindu, who came to work in our house just a few months after we arrived in Liberia, who taught my wife to cook Liberian food, who helped care for my kids, and who became, along with her husband, our cultural guides and mentors, became ill with a cough in early 2023. Debbie and I were here in the US at the time. Initial empiric treatment at the hospital with antibiotics and cough medications didn’t resolve it, so a chest x-ray was performed, which showed multiple lesions in the chest felt to demonstrate some sort of metastatic cancer with an unknown primary. We decided that we needed to go in person to spend some time with the family and say our goodbyes to Bindu while we could. As a bit of background, let me just mention that another family I was very close to had a similar situation about 12 years ago where my friend, a mom and healthcare worker in her early 50s got uterine cancer and wound up dying despite surgery and chemotherapy. In the aftermath of that, some family members wound up accusing others of being involved in witchcraft against the patient and causing her death, and this has led to a split in the family which remains to this day. So I knew that the stakes were high for Bindu and her family. When we arrived, we reviewed the diagnosis and the poor prognosis with the family. These were tough conversations, as the truth of the situation was very difficult for Bindu’s husband and the rest of the family to accept. We spent hours educating the children about this type of widespread cancer and the prognosis, and making a plan with some local doctors for palliative care. We also had some precious times of fellowship with the entire family. I wouldn’t trade those meaningful times of prayer and consolation for anything. After we came back to the US, she continued to decline, and finally died at home in February of 2024.  

Now, I’d like to return to the end of August, 2014, to my time in Liberia caring for pregnant women in the crucible of the Ebola epidemic. On August 29th, after a busy day at work and dinner with a friend, it was about 10:00 in the evening when I developed chills and a fever.  I checked my temperature and it was 100.8 degrees.  I was immediately concerned about the possibility of Ebola.  I began to check my temperature every hour, and recorded it.  The fever continued, unabated, for the entire weekend.  

There I was, in my little apartment, overlooking the ocean, monitoring my fever….  and thinking, suspecting this is Ebola.  What was going through my mind? Of course, I was worried what impact this would have on my family, and even on the work at the hospital.  I was wondering if any other staff had been exposed.  But frankly, for myself, I was very calm and at peace.  I knew that God was right by my side.  I knew that I had been doing what I had been called to do….  I had been given the privilege of serving alongside amazing, courageous colleagues and caring for those who otherwise might not have access to healthcare. Whether I survived Ebola or not, I could honestly say that, through God’s grace, I was content and at peace.

On the morning of the 4th day of my illness, an Ebola test confirmed our suspicions.  I was admitted to the ELWA 2 treatment facility, and there my former mentee, Dr. Brown, inserted an IV in my hand. The next day, I started to experience additional symptoms—diarrhea, loss of appetite, and nausea.  At that point, I was still with it, and was even using email and the phone. I remember reading the psalms and spending a lot of time praying.  The ETU in Liberia is a lonely place. The team only makes rounds every 4 hours, and in between the rounds I was alone. I was sipping oral rehydration fluid when I could. On day 6 of my illness, I got the good news that I would be evacuated by air ambulance. I was also informed that my colleague, Dr. John Fankhauser, was on his way from the US, to take my place at ELWA.  On day 7 of my illness, Thursday, Sept 4th, Dr. John took me to the airport, in a LandCruiser borrowed from MSF. I was taken on board the air ambulance run by Phoenix air, which had been arranged by the US State Dept.  The flight had a crew of 4 –two medical personnel and two flight crew.  I was strapped to an uncomfortable gurney in a small zippered plastic “pod” in the back of the plane. The flight is about 15 hours long, with 2 stops for refueling.  I learned only later that apparently about ½ way through the flight I became restless and confused and got off the gurney and apparently started to unzip the entrance zipper to the pod.  Needless to say, when the team became aware of what I was doing, they took quick action and I was “snowed” for the rest of the flight with good stiff doses of dilaudid, haldol, and ativan.  

My next memories are of the medical team at Omaha taking care of me, starting a central line in my neck, and asking me to sign papers permitting them to give me the experimental drug, TKM-Ebola.  I also remember receiving a large infusion of plasma which had been donated by my colleague who had recently recovered from Ebola, Dr. Kent Brantly.  

When Debbie arrived at the hospital the staff set up a video monitor connection for us so that we could talk.  That was such a blessing, having a way to communicate and to see my family.  The first time I spoke with Deb, when she asked how I was, I reportedly answered “Well, honey, this is not my favorite case of Ebola….”.    As the fog gradually cleared I got to know my medical team—Dr. Phil Smith, who generally came in the room to see me, and Dr. Angela Hewlett, who stayed out in the nurses’ station and wrote the notes.  

Later, when I received a copy of my medical records, I got to know just how sick I was.  My platelets were down to 32,000.  My Liver Transaminases were over 1000.  But almost immediately these numbers started to improve.  They wound up giving me TPN for about a week. Finally as my viral load started dropping and my fever came down, I was able to start taking in some food. Insomnia, muscle aches, and some night-time confusion remained challenges for me, but I steadily improved.  Finally, 20 days after my arrival, I was ready to be discharged.   

Since then, I’ve had the privilege of helping to start a Family Medicine Residency Program in Liberia, with great support from UMass Medical School, and I’m now helping some colleagues open a little clinic in a town of 600 people that previously had no access to healthcare. 

I just want to wrap up by reminding us of the threads, the salient ideas, that we started with. 

The imago Dei—that each person I interact with has a spark of divine within them, and is worthy of my best effort. 

The calling to be a physician—that our work is special, not just a job, and that being true to my ideals is what will keep me anchored and give me strength. 

And finally, that even when I’m faced with the end of my life, or with the end of my career, the things that will be give me contentment and peace are found in my faith and my connection to the irreplaceable, foundational things, not material things. 

Thanks so much! 



  
