

Jim Down



LIFE SUPPORT

Diary of an ICU Doctor on the Frontline of the Covid Crisis

[image: Penguin Books]




To Mum and Dad




This book is a work of non-fiction based on the life, experiences and recollections of the author. To maintain patient confidentiality and to protect the privacy of individuals, some names have been changed and certain situations and individuals have been merged to further protect identities. Any similarities are purely coincidental. Many names of staff, patients and relatives have not been changed in line with the wishes of those individuals. All views expressed are the private views of the author and do not represent those of University College London Hospitals NHS Trust.




24 March 2020

‘Jim, they need you in bay 5. The young guy – Adam – in bed 36 has crashed his blood pressure.’

‘Right, OK. Thanks.’ I walked back to the table of personal protective equipment (PPE), dropped my valuables into the tray and picked a new mask from the box.

‘Has his temp gone up again?’

‘Don’t know. I’ll ask.’ Taciana, the staff nurse who’d called me, spoke into her walkie-talkie.

‘Jim’s coming in. What’s his temperature? In bed 36.’

The walkie-talkie crackled.

‘What?’ she asked again. ‘Sorry, can you repeat that?’

‘41.8.’

‘Shit,’ I muttered, adjusting the mask under my chin. I felt sick. I’d seen Adam that morning on the ward round and set up a plan, so why was he so hot again? He was a young man, still in his twenties; his whole life was ahead of him. This was meant to be a disease of the old and frail. His next of kin was his mum. She was probably my age, but I’d not met her. Relatives weren’t allowed in during Covid. He had a six-year-old son too, called Harry. This was not supposed to be happening. His temperature should have settled with the measures we’d put in place. Viruses make you hot, but not this hot. This was like a drug reaction to ecstasy or one of the anaesthetic gases: malignant hyperthermia. He was life-threateningly hot again, and now his blood pressure was crashing.

I took three breaths in and out to check the mask’s seal. Air blew into my eyes, so I adjusted the strap and squeezed the metal band tight around the bridge of my nose.

What next?

I glanced at the laminated PPE donning guide – hat.

As I pushed my arms into the waterproof gown, I tried to think logically. Cool him first then go from there. I pulled a second pair of gloves over the first and taped them to the gown.

‘Taciana, can you tell them to cool him with whatever they’ve got – wet towels, bladder irrigation, ice packs, fluids. And if there’s another consultant around, can you ask them to join me?’

Next came the plastic apron and finally a grey visor from the tray. The black ones gave me a headache within twenty minutes.

My consultant colleague Rik joined me at the donning table and began the laborious process. It was three tables in fact, hastily set up in a row like trestle cake stands at a village fête. They took up most of the corridor outside the ICU bays, each piled high with boxes of masks, aprons, hats, gloves and visors. Underneath were more boxes, and downstairs hundreds more. Short strips of tape created a fringe around the edge of each table, pre-prepared to stick gloves to gowns. At the far end a large plastic tray overflowed with sandwich bags filled with the valuables of staff currently ‘donned’ within the Covid bays.

I patted my chest, mentally checking off the items of PPE.

‘I’ll tie you up.’

Someone I’d never seen before tied the back of my gown and apron.

‘Thanks.’ I mumbled, then raised my voice. ‘Can we get the Doppler and Echo machine into bay 5? And the crash trolley. And … can you keep someone at the door for communication?’

I checked the tapes on my gloves one final time.

‘And can you call his mother?’ I shouted to no one in particular.

‘And say?’

‘Come in.’
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1. Beginning

January – March 2020

I had always assumed I would become a GP. I saw myself as a people person and I had visions of living in a village by the sea with a wife, kids and a dog, working in a small friendly GP practice. I’d have Wednesday afternoons off, watch my kids play sport and in the summer take them dinghy sailing down an estuary, to a pub perhaps. If not a pillar of the local community, I’d certainly be an active member of it. It was usually summer in my imagined future, but the short spells of winter were spent on crisp, cold walks along the beach under a low sun.

And then I did my medical student GP placement and realized that I didn’t have the nerve or the patience. I couldn’t cope with the lack of certainty, the inability to get to the bottom of every problem and the necessity for calculated risks. The fact that you had to send people away knowing that one in a thousand might have cancer was too much for me. I wanted to scan them all from head to foot. It also became apparent that I wasn’t quite the ‘people person’ I’d thought I was. I left the placement with a new level of respect for GPs and a gaping hole of a career plan.

ICU and anaesthesia only really crossed my mind as possibilities when I was a surgical house doctor in Exeter. Less than a year qualified, I was living by the sea, even sailing occasionally, and ever surer that a surgical career was not for me, but the anaesthetists and intensivists intrigued me. They were confident, cheerful and unflappable. They understood physiology and pharmacology in a way other doctors had long forgotten and seemed to approach medicine from first principles rather than by pattern recognition and a dropdown list of possible diagnoses. They could manipulate that physiology in front of your eyes and most impressively they swept up my sickest patients and magically cured them on the ICU. They also seemed to enjoy life. They talked about things outside of medicine and spent what I deemed a healthy amount of time in the sea or on Dartmoor.

Many people choose pure anaesthesia (or pure ICU), but a proportion do both, and the combination appealed to me. The chaos and excitement of ICU would be offset by time in the operating theatre, undisturbed and focused on a single patient. Within a year I was back in Exeter to start my training. Two years later I had finished the first stage of my training, I was single (surrounded by smug marrieds), and my watersports career seemed to consist mainly of breaking other people’s equipment, so with nothing to lose I decided to give London a go. After six tough months in a West London ICU, I got offered higher (registrar) training in North Central London. University College Hospital (UCH) was at the heart of the rotation. I loved the place and I never looked back.

My first ICU consultant meeting at UCH was on 7 July 2005. We sat down in the brand-new ICU seminar room in the brand-new hospital at 9 a.m., but by 9.20 I was back on my Vespa, scooting across town to the Royal London (where I was still officially working) to help deal with casualties of the London bombings. We admitted nine victims to the Royal London ICU that day, eight of whom survived, but many lost limbs and suffered life-changing, long-term injuries. I left that job a few weeks later, thinking and hoping that I’d never see anything so devastating again.

Five years later I gave evidence at the Independent Inquest of the bombings and met the parents of the patient who’d died on our unit. At the end of the day they hugged me and thanked me for setting their minds at rest. Ever since the day he’d died, they’d worried that more could have been done for their son and that they should have fought harder. Now they were convinced that we’d done everything possible and were optimistic they would be able find some sort of peace. It had taken five years, but finally they had closure. I was relieved for them but also left wondering how many other relatives carry around that doubt and guilt for years after the death of a loved one on ICU.

I enjoyed the Royal London ICU. It was chaotic and exciting, because you never knew when the helicopter might land and what poor injured soul it would deliver, but it was also exhausting. By the end of my year there I had begun to dread the thud thud thud of the approaching chopper and, although I missed it when I left, I was pleased to settle into the relative order and calm of life at UCH, where stabbings and traffic accidents were replaced by designer drug overdoses, oncology and tropical diseases. I’ve been there ever since.

I first encountered COVID-19 in January 2020. Our Intensive Care Unit is split over two sites, the main thirty-five-bedded unit at UCH and a nine-bedded satellite unit in Westmoreland Street Hospital in Marylebone. At any one time two intensive care consultants cover the UCH unit and a third is dispatched to Westmoreland Street to care for patients following their major thoracic and urological surgery. I enjoy my weeks at Westmoreland Street. It has its moments, but it’s a small, elective hospital, so the pace is generally slower, and the Marylebone location means access to some excellent coffee shops.

On 3 January 2020 I was sitting in the Westmoreland Street ICU office, contemplating some after-work sales shopping, when Professor Sir Alimuddin Zumla popped in to do his round. Rubbing shoulders with world leaders in their field is a perk of working at UCH. Two of my close colleagues have been on Desert Island Discs (terrible song choices), a third is one of the doctors to the royal family, and Chris Whitty passed through ICU on his ward round just a week or two before taking up his new role as chief medical officer (I’d had no idea). I applied to work at UCH because it was filled with people I both liked and respected, but the fact that I bump into professors, medical policy advisors, journal editors and general movers and shakers at every turn is an unexpected bonus.

Quietly spoken and unassuming, Ali Zumla is an international expert in infectious and tropical diseases, but part of his day job is to advise on infection in the Westmoreland Street ICU. We talked through the patients, changed some antibiotics, wished each other a happy new year and were about to part company when he said, ‘There’s a coronavirus outbreak in China, you know.’

‘Uh huh,’ I replied, my mind back on the bargains I might pick up in Selfridges.

‘Wuhan province. Nasty.’

‘Right.’

Looking back, I am slightly ashamed that I didn’t take more interest in the conversation. It was clearly bothering him, but we’d had several coronavirus scares over the years (SARS, MERS, etc.), and they’d all come to nothing as far as the UK was concerned. I remember losing sleep over SARS, and when I did sleep dreaming of a post-apocalyptic world in which we walked the streets in Hazmat suits. I had no desire to revisit those nightmares. Wuhan was a long way away, and I had shirts to buy.

Through most of January my relationship with the virus was very much like everyone else’s. I swung between ‘Oh my God, this is unimaginable,’ and ‘Nah, it’ll probably never happen.’

Then, in the last week of the month, I was away at a medical conference. The Covid news items were becoming more frequent, and it had crept into the dinner-table conversation, although still way behind Brexit, gossip and climate change in the pecking order. There was one delegate, however, who was taking it very seriously. I don’t know if he’d studied it in more depth or was just naturally pessimistic, but he was in no doubt; this was coming and it was going to be devastating.

But life carried on as usual. We took the children to France for the February half term to visit my sister and her family and if we did talk about Covid it was only in abstract terms. We were much more concerned about our childrens’ screen time and our mother’s health. We moaned about Boris Johnson’s Brexit plans and worried how they might affect my sister’s future in France, but it never crossed our minds that Covid might separate us for the next six months. We made a firm arrangement to meet up again for the summer half term.

In the first week of March, however, the ICUs in northern Italy started to fill up with Covid patients, and, despite the UK still being in the ‘containment’ phase of its response, the virus had reached all four corners of the country. On 2 March the UK reported its first Covid death, and while some colleagues were still referring to it as ‘just a nasty flu outbreak’, many of us were starting to get nervous. Once into a community, this virus seemed to spread fast, and it clearly made many people extremely sick.

My personal position shifted significantly when I paused to think seriously about the mortality rate. There was a lot of conflicting information at the time, but the death rate most commonly quoted in the media and around the hospital was 3 per cent. That was thirty times the mortality of seasonal flu, which already put a huge strain on our ICU bed capacity. How on earth would we cope with something potentially as widespread and thirty times as deadly?

And what about the risk to our own health? Doctors tend to split into stoics and hypochondriacs. I think it’s the nature of the job. Seeing so much disease pushes you one way or the other, and sadly I am in the hypochondriac camp. I have developed some techniques to manage this (mainly running around Hampstead Heath at all hours of the day and night), but the only times I felt truly safe at medical school were during my gynaecology and paediatric placements – at last some illnesses that I definitely didn’t have. My default position is that I will probably not only catch, but also be killed by, most potentially fatal diseases, and Covid was no exception. I was male, heading for my fiftieth birthday and pre-diabetic (possibly). It did not look good.

On 3 March the Royal Free Hospital, a teaching hospital less than 2 miles from us, admitted its first Covid patient to ICU. There was no more denying it: the pandemic was coming, and it was time to prepare. We needed to work out not just how we’d cope with the arrival of patients, but also how we’d protect the staff. The Royal Free is a High Consequence Infectious Disease hospital and so had been designated a first receiving hospital for Covid. They already had experience with diseases that present a serious risk to staff, particularly the Ebola virus, so our clinical director, David Howell, telephoned Dan Martin, a Royal Free ICU consultant, and invited him to come and educate us the following Monday.

That weekend I travelled to Dorset to visit my parents. A handful of people with underlying health conditions had by now died of Covid, and reported cases were up to nearly 200, particularly concentrated around London, so I telephoned ahead to ask if they’d rather I didn’t come. My father, also a doctor and a definite stoic, said absolutely not. He wasn’t the slightest bit worried about the virus. My parents were physically fit, but at eighty-one and seventy-nine they were in a high-risk group, and my mother has rapidly progressing dementia.

On the Sunday of that weekend Mum and I went for a long walk in the hills around where they live, and as we began our final descent towards home she suddenly suggested we run.

‘Run?’

‘Shall we?’ she asked, with a mix of confusion and excitement.

‘Yeah, let’s run.’ I agreed, and so we did. We ran and leaped through the mud and the cowpats for hundreds of yards, like ten-year-olds. A huge grin spread across my mother’s face.

On Monday I was on for the main ICU. Two of us cover the thirty-five ICU beds for a week at a time, in my case one week every month. I anaesthetize for operations and deliver my non-clinical activities during the other weeks, but the ICU weeks are my busiest. The seven days on starts with a telephone handover from the outgoing consultant on Sunday, which always reminds me of Sunday evenings as a child, when the fun stopped and I faced the reality of return to school. The run of seven consecutive days is intentional, to give us the chance to get to know the patients and their relatives properly so that we can make meaningful, shared decisions about ongoing plans, but it is tiring and unpredictable. We are on call every other night through that week and not infrequently called in at 3 a.m. to deal with emergencies. It is a daunting prospect each time, particularly the first couple of days, when we’re still getting to know all the patients, but by day three I am usually into the swing of it and by the weekend, if I’ve slept, enjoying it. That week, however, I couldn’t complain. I was only covering for a colleague until the Tuesday morning.

I arrived just before 8 a.m. on the Monday for our morning team brief, when all the nurses and doctors for the day shift (roughly forty-five people) squeeze into the ICU coffee room to hear ‘highlights’ from an outgoing night shift representative.

The big news of that brief was that we had admitted our first possible Covid patient. He was doing well: alert, chatting, stable on just facemask oxygen and crucially not on my end of the unit. It was, however, a wake-up call, and I was pleased that Dan was coming later that day to tell us all we needed to know. Otherwise the team brief was very much like any other. It had been a busy night, with three other admissions, but there’d been good teamwork (they always say that) and no disasters. There were four hotspots (two my end), and it was all rounded off with an inspirational quote by Maya Angelou: ‘They may forget your name, but they will never forget how you made them feel.’

There is always a message of the week, and that week it was a reminder that everyone must get FFP3 mask (a facemask with a viral filter) fit tested. A good seal around the FFP3 mask was deemed crucial for staff safety, and if the mask didn’t fit you needed to shave off your beard (if you had one) or request a fully sealed hood instead. The hoods were not only terrifying to behold, they were also expensive and needed ordering.

I’d done my fit test the previous week but found it more confusing than I’d expected. The process started with a spray of scent to check that I could smell it without the mask, but I think I inhaled too deeply and was left with stinging nostrils and a lingering after-smell. I then donned my mask and over that a hood. My colleague Jane pumped twenty shots of scent into the hood and asked me whether I could smell them. If I could, the mask’s fit was inadequate, but the problem was I couldn’t tell. The after-smell from the test spray had never really gone away, so I wasn’t sure if I was smelling new scent or old. We repeated the process with a different scent, but by now my nose was dry, and my smell centre completely baffled. I was starting to feel embarrassed and a bit nauseous, but the scent didn’t seem to be getting stronger, and I needed to pick up the kids, so I said it was fine and was ticked off the list.

After a succinct handover from the night doctors, I dispatched them to their beds (they looked exhausted and would be back for another night shift in eleven hours) and set off on my morning ward round. I was on for the north half of the unit, which meant fewer beds (fifteen as opposed to twenty on south) but generally sicker, more complex patients.

ICU is the last truly general ward in the hospital because we admit patients from every specialty, but it doesn’t look like a general ward. To the side of each bed are two large gantries, suspended from the ceiling. Piped oxygen, air and electric cables run through the gantries, and hanging off them are monitors, syringe drivers, a ventilator, suction and a computer terminal. There are often two or three other free-standing machines around the bed such as a 4-foot-high artificial kidney (‘the filter’), a machine to monitor the output from the heart, a warming or cooling blanket and a chest of drawers on wheels stuffed with equipment. Even the beds themselves are impressive feats of engineering, with sophisticated air mattresses to reduce pressure sores and multiple settings to optimize patient care and comfort. It’s a high-tech environment – but there are no TVs, and the wifi signal is awful. I don’t know who designed the ICU, but they obviously felt that the half of our patients who are not sedated and ventilated could jolly well read a book or listen to the wireless.

If the function of one or more of a patient’s vital organs (heart, lungs, kidneys, brain and liver) has deteriorated to the point that they require support or continuous monitoring and there is a reasonable chance of recovery, then we bring that patient into ICU. Broadly we, the intensivists, then look after the vital organs while their specialist ‘home’ team offer advice about the underlying disease.

Ten of the north beds of our ICU are single side rooms. They are used for a combination of vulnerable people who need protection from infections and those with the infections that we do not want to pass on to other patients (MRSA, Clostridium Difficile, etc.). One of the major specialties at UCH is haematology-oncology (blood cancer), and that Monday six of the ten side rooms contained patients with leukaemia or lymphoma who had recently received chemotherapy or a bone marrow transplant. These treatments are life-saving but also brutal and wreak havoc on the immune system, leaving the patients extremely vulnerable to a plethora of infections and complications. Four of those six were sedated on ventilators, and three were under forty years of age.

Of the other side rooms, one was empty, one was occupied by a man with severe pneumonia and infectious diarrhoea (ventilated via a tracheostomy but awake and impressively focused), another by a woman transferred from another hospital who’d vomited so much that she’d ruptured her gullet (four drains in place and awake with an ever-present fiancé) and the final one by an alcoholic in his fifties with liver failure and MRSA (ventilated and usually surrounded by three friends who smelled strongly of pub).

In my open bay I had a young woman who’d taken an overdose of her antidepressants (ventilated, but hopefully not for long), a man in his sixties with a stroke (breathing for himself, but drowsy with right-sided paralysis and impaired swallowing), a chronic bronchitic with superadded pneumonia (ventilated, but seemingly indestructible) and a forty-two-year-old who’d had an emergency colon resection for inflammatory bowel disease (reading the paper and ready for discharge to a normal ward). It was busy but manageable.

I spent the next three hours reviewing each of these patients in detail. I went over their stories again, examined each in turn, looked at their blood results, x-rays and scans, reviewed the sedation, blood pressure support and ventilator settings, checked the drug charts, talked to the specialists who’d referred them and set up plans for the next twenty-four hours.

Most of the patients were stable, but the woman in side room 5 was deteriorating fast. She was a lawyer in her fifties with a husband and three children in their early twenties. She had a nasty form of leukaemia that had relapsed following a bone marrow transplant and she was now on novel chemotherapy.

I’d met her with her older daughter (a family member was always at the bedside) two weeks previously, shortly after her admission to ICU. Back then she was still breathing for herself, albeit on high flow oxygen, but she was grey and puffy, and every breath looked like hard work.

‘Good morning, Mrs Gooding, I’m Jim Down, one of the ICU consultants,’ I’d ventured gently.

‘Hello, Jim, lovely to meet you. It’s Susan, please.’ Her face lit up as she spoke, and her voice was crisp and precise.

‘How are you?’

‘Not too bad, all things considered.’

She turned to her daughter, squeezed her hand and smiled. Her daughter smiled back and wiped away a tear.

Susan had known from the start that she was in trouble. Her heart had been weakened by one of the chemotherapy agents, her white blood cells (required to fight infection) wiped out by another, and she’d seemed to go from one infection to the next. But despite all this, she’d remained engaged and positive, always keen to explore the next option. Ten days after I had seen her, however, she’d been hit by a particularly nasty bacteria and she’d deteriorated fast.

Now she was sedated and intubated with a tube that passed through her mouth down into her windpipe. A mechanical ventilator was delivering each breath via this tube, she was on the filter for her kidneys and requiring large doses of drugs to drive her heart and support her blood pressure. She was receiving the most powerful antibiotics we had, but still she continued to go downhill. She had no immune system to speak of, and her blood pressure was still falling. She looked awful: pale and sweaty and an angry rash covered her trunk. Added to all that, there were signs that she wasn’t responding to the chemotherapy.

I fiddled with the ventilator, altered her blood pressure medication and arranged to meet with her family and the haematologist at 2.30 that afternoon. There was no way back for her now.

At 10.30 our microbiologist arrived, so I broke off the ward round again to sit down with him and go through the patients’ infections and antibiotics.

There were also two minor emergencies (a partially blocked breathing tube and a sudden drop in blood pressure), but they were quickly resolved, and by 12.15 p.m. I had seen everyone (except the man with severe pneumonia, who’d been on the commode when I arrived, and the post-op patient who’d already escaped to the ward), so I ran to Pret a Manger and back in time for the 12.30 multi-disciplinary team (MDT) meeting in the seminar room.

The daily MDT is the chance for all groups (physiotherapists, pharmacists, dieticians, nurses and doctors) to say their piece. Each group individually plays a crucial role for the patients on ICU, and the chance for them to sit down and discuss things is vital. It should be focused and rapid fire and is scheduled to last forty-five minutes. Unfortunately, it is vulnerable to sabotage by professorial anecdote and can stretch well into the afternoon, but not on my weeks. At 1.14 p.m. precisely we wrapped up and welcomed Dan Martin and his nursing colleague from the Royal Free Hospital to tell us all they knew about Covid.

The ICU seminar room is small and seats twenty comfortably, twenty-five at a push, but that lunchtime there must have been forty of us crammed into the room and more spilling out into the corridor. It was the most popular meeting we’d held all year. Dan’s primary brief was to demonstrate how to don and doff the personal protective equipment safely, but we planned to squeeze him for as much information as we could. He and his colleague beautifully demonstrated how to put on the layers of protection and then more importantly how to remove them without contaminating themselves. It was smooth, methodical and meticulous, but as soon as they’d finished we bombarded them with questions.

‘Can you do it on your own?’

‘What if you touch your face when doffing?’

‘Can we keep valuables in our pockets?’

They suggested we have ‘buddies’ at the donning stations to check each stage of both processes, that we practise ahead of time and that valuables be left outside Covid areas. We should try not to touch our face, but if we did, we just needed to wash with soap and water.

Everything they said made sense and was almost exactly in line with our policy, except for one thing – shoes. The Royal Free used communal boots as part of their PPE. They had stocks on ICU and after each use the boots were decontaminated, but we were going to wear our own shoes. I wasn’t happy about that. The process was all so careful and precise and yet we weren’t going to change our shoes – why not? Did the virus not like smelly feet? I was informed that it was impractical to have so many communal boots (we’d never have the right sizes or be able clean them all) and that I should wipe down my shoes after each shift and keep a pair for hospital use only, but it all seemed a bit slapdash to me.

Over the next fifteen minutes I became obsessed with the shoe issue. People weren’t giving me a satisfactory explanation, and I felt fobbed off. Months later I’m embarrassed, it seems ridiculous now, but it reflected my state of mind at the time. I was trying to rationalize the personal risk. As long as we were doing all we could to minimize the danger, then fine, let’s get on with it, but this policy seemed illogical and foolhardy. If we were putting ourselves in harm’s way then at the very least our protocols should be rigorous and watertight.

Dan also talked to us about the learning from the Royal Free Ebola experience. The threats to staff of Ebola and Covid were different: a few cases of an extremely deadly virus transmitted by direct contact, versus many cases of a less deadly virus transmitted via droplets and surfaces, but the lessons were nevertheless relevant. Staff safety must always be paramount, stethoscopes should not be used because of the risk of spreading the infection, and periods spent in PPE should be no longer than two hours, three at the absolute maximum. Dan has been to the top of Everest, he’s made of stern stuff, but even he couldn’t deal with the heat and discomfort of full PPE for more than three hours. Teams of staff would be needed outside ‘dirty’ Covid areas to replenish the PPE, fetch and carry, clean visors and help people to ‘don’ and ‘doff’ safely. Everything would be labour-intensive and time-consuming.

It was a sobering meeting. They suggested that we had a week before it hit us in earnest. Based on the expected number of hospital admissions, the estimation that 20 per cent of those would need ICU and a predicted five-day doubling rate we could expect to have a trickle of ICU cases that week, ten patients by the middle of the next week and twenty at the beginning of the week after. We listened, we nodded and we took notes, but still it was surreal. The week before we’d been arguing about the cost of new bins.

I walked out of the meeting behind my ICU consultant colleague, Rik.

‘You all right?’

‘Yeah.’ Rik was miles away, deep in thought.

‘Maybe it won’t be as bad, as they think,’ I said, trying to convince myself as much as him.

‘Hmm.’

Rik is forty-one, mildly geeky and very clever. He could have made millions in Silicon Valley. He sees a problem, mulls it over in his head, comes up with a solution and then waits for everyone to catch up. In 2019 he was instrumental in installing the UCH electronic health record and wrote an app that now runs our working lives. Three years prior to that, in a week’s ‘holiday’, he delivered twenty-four-hour electricity to a bush hospital in Kenya by taking out solar panels and an inverter and installing them on the roof. I went to Cornwall and put my head through the sail of someone else’s windsurfer.

‘Are you around Wednesday?’ he asked.

‘Yeah, sure.’

‘We’re gonna run some simulated scenarios. Can you come?’

‘Of course.’ Rik’s mind was clearly on something else. ‘Are you sure you’re OK?’

‘Yeah, yeah I’m just …’ He paused. ‘I’ll see you Wednesday.’

That afternoon, still slightly shell-shocked, I returned to work as normal. At 2.30 p.m. the haematologist, bedside nurse and I sat down in the relatives’ room to talk to Susan’s family. Her haematologist recapped on the state of her disease and the lack of therapeutic options, and I went through all her vital systems that were failing,

‘We’ve been doing all we can,’ I explained, ‘but she is still deteriorating and I think we have to accept that we have come to the end of the line. I am so sorry.’

They looked exhausted and devastated, but not surprised by anything we’d said. They’d always known that the chances of her getting out of ICU were slim, but she’d been determined to give it a go.

Once we’d finished, we paused and then asked if they had any questions. For a moment they looked silently at the floor, but then her husband looked up and cleared his throat.

‘So what happens now?’

‘First of all,’ I began, ‘we will make absolutely sure that she doesn’t suffer.’

‘Thank you.’

‘And then we have a couple of options. We can leave things as they are or we can gently reduce some of the artificial support and let nature take its course.’

‘Take the breathing tube out?’

‘Not necessarily.’

‘Can we spend some time with her?’ Her daughter asked, ‘before …’

‘Of course. There’s no rush, take as much time as you want.’

My next port of call was ‘Resus’ (short for Resuscitation) in the Emergency Department (ED) which was previously called Accident and Emergency and before that Casualty. (I don’t know why they can’t stick with a name, although my own department has been called, variously, the Intensive Care Unit, the Critical Care Unit and the Intensive Therapy Unit, so who am I to judge?) There was a possible ICU admission that I needed to review.

Resus is a five-bedded area for the sickest patients in the ED. It is a vibrant, noisy, messy place that sees all of life from six-month-olds with croup struggling to breathe, right through to ninety-year-olds who have been found unconscious on the floor of their homes. It’s crowded, chaotic and stressful. Quite often all five patients look sick enough to warrant ICU admission.

Awaiting me that day was a seventy-five-year-old man with a viral exacerbation of his chronic obstructive pulmonary disease (he’d tested negative for Covid). He was extremely breathless, but the question was: should this man be admitted to ICU and ventilated?’ He was certainly sick enough, he looked awful, but would it do him any good? He was already receiving support for each breath via a tight mask strapped to his face, but it wasn’t enough. Should we limit the support there or should we put him to sleep, put a tube down his trachea and fully ventilate him? If we did, would we ever get him off the ventilator again, and even if we did, would we get him home to a quality of life he’d be happy with? He was still smoking, rarely left his home, breathless after ten yards walking on the flat and reliant on his family for shopping and most cooking. His function was already extremely limited, and weeks on ICU would only make him weaker. On the other hand, he enjoyed the racing on TV and visits from his mates, he just about looked after himself and he had never required ICU admission before. He was borderline, and the longer I do the job the more difficult I find these
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