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Introduction

HOW I CAME TO GOD’S HOTEL

IT WAS MY FIRST AUTOPSY, my first day in the clinical clerkship of medical school called pathology.

Of course, I had seen and even taken apart dead bodies before, in the first months of medical school, but those had been bodies that were clearly ex-bodies. They smelled like the formaldehyde no longer running in their veins, and my hands and fingers were wrinkled from touching them. Except for that smell, they might as well have been made out of plastic.

But when the covers were lifted from this body’s face, I was stunned. It was Mr. Baker! One of my first-ever real patients! A short, stocky, cigarette-smoking “blue bloater,” whose emphysema had destroyed his lungs and given him his barrel chest; thick, short neck; and gravelly voice. Whose arteries and veins had been so difficult to get blood from, and who had been so understanding, so cheerful, so lively. I was sure he’d done well, been discharged, gone home. But apparently not.

As I looked at this body, however, I began to have doubts. I knew that it was Mr. Baker, but, really, it didn’t look like him. Or rather it resembled Mr. Baker the way the figures in a wax museum look like Clark Gable or Winston Churchill—like them, but not them.

I watched as the pathologist set to work with his electric saw. He opened the chest wall and removed the soggy, honeycombed lungs. He weighed them each separately, first the right lung, then the left. Then he took out the large and heavy heart, with its right side hypertrophied from lung disease, and documented its weight in grams. Next he opened the abdomen and ditto the liver, the spleen, the pancreas, the kidneys. Each organ was removed and weighed, and its weight in grams tallied. The blood vessels, large and small, were inspected and commented upon. Then the saw attacked the head. Sure enough, there it was—the brain—looking just like it did in the books, gray, spongy, with a texture kind of like pâté—homogeneous, boring. Then Mr. Baker was done. We were done. Finished. That was it. Nothing more inside.

I found myself strangely disappointed. There was nothing else to see. No hidden place, unexplored and unexplorable, no unopenable, small black box, hidden in all those wiggly intestines. It was undeniable—Mr. Baker had completely disappeared. Autopsied, his body was nothing more than a suit of clothes lying disregarded in the corner.

Something was missing. But what? Mr. Baker’s breathing? His movement? His warmth? What I had expected, I later came to realize, was some sort of thing, some unopenable last nubbin, like what you find at the center of a baseball when you unroll it. I had expected some thing that was, well, ineradicably Mr. Baker, something the pathologist’s saw could not open and destroy. But there was no such thing; I could see for myself.

Much later I learned that medicine had once had a name for this, this something present in the living body but missing from the corpse. Two names, actually. There was spiritus, from which we get the English spirit, although the Latin spiritus was not as insubstantial as “spirit.” Spiritus was the breath, the regular, rhythmic breathing of the live body that is so shockingly absent from the dead. Spiritus is what is exhaled in the last breath.

And there was anima. Usually translated as soul, the Latin is better for conveying the second striking distinction between Mr. Baker’s dead body and Mr. Baker—its lack of movement. Because anima is not really the abstraction, “soul.” Anima is the invisible force that animates the body, that moves it, not only willfully but also unconsciously—all those little movements that the living body makes all the time. The slight tremor of the fingers, the pounding of the heart that shakes the living frame once a second, the gentle rise and fall of the chest. Those movements by which we perceive that someone is alive. Anima, ancient medicine had observed, is just as absent from the dead body as spiritus.

By the time medicine got to me, however, words like spiritus and anima had been banished from the medical vocabulary. I had no concepts for describing what I’d seen. Perhaps it had been autopsy—from the Greek auto-opsia: seeing for oneself—that brought about the disappearance of those words from the Western vocabulary. Perhaps it was the absence of that little black box.

I formed no hypothesis, at the time, about the absence of Mr. Baker’s spiritus or anima at the autopsy of his body. I didn’t even know that such concepts had once existed. But I did tuck away in the back of my mind the image of his dead body as a crumpled suit of clothes, abandoned in the corner of a sterile white room.

When my family learned I was going to medical school, they were shocked. No one in the family—and our family history goes way back—had ever been a doctor, medicine being too physical a profession for our businessmen and intellectuals. Medicine was too physical for me also, but it intrigued me with its possibility of engaging with what Catholics call the last things: death, resurrection, heaven, hell, and purgatory. Also, I liked that medicine would require me to meet with everyone on a kind of equal basis. Anyhow, I reassured them, I was going into medicine through a side door that was not physical at all—the door of psychiatry. The work of Carl Jung fascinated me, and I hoped to imitate his life—seeing brilliant, well-paying patients in the morning in my stone house on Lake Zurich, writing and lecturing in the afternoon.

After the first two years of medical school, which teach the basics of medicine—anatomy, physiology, biochemistry, and pharmacology—there are the two clinical years, when the student gets to apply this learning to real patients. I hadn’t expected to like this part, but I did. There was a lot of psychology to it. I discovered that I loved taking the “history”—the story that the patient tells, within which is hidden the real meaning of his condition. I loved the physical examination of the patient, on whose body was written, if I could only read it, the real diagnosis. And I loved analyzing the facts and reaching a conclusion, which is the diagnosis, the treatment, and the plan.

After medical school I started my psychiatric training. But psychiatry, I soon realized, had changed since Jung. Madness was now located in the brain and caused by a chemical imbalance; its treatment was not analysis but medication, which often worked remarkably well. So instead of becoming a psychiatrist, I went out and practiced medicine in a county clinic, and then in a rural private practice. Eventually I went back for more training and finished the three years of a medical residency. After that I practiced in a community clinic and became its medical director.

During all those years I was ever more impressed by the power of modern medicine—by its logic, its method for arriving at a diagnosis and a treatment. Yet every now and again I had other experiences like that with Mr. Baker—experiences that left me wondering. The moment of birth. The moment of death. A mysterious knowing of just when a patient was about to get ill. All evidence of some subtle but shared world, where beings popped up and disappeared, of invisible connections with visible effects.

Naturally, I assumed that modern medicine had investigated such phenomena, and I began to research what it had learned about them. They had acquired very boring names, I immediately discovered: the “doctor-patient relationship”; the “placebo effect”; “psychosomatism”; the “effect of prayer.” Also, they had been assigned to the realm of psychology, where they had been psychologized—separated, that is, from the body where I’d seen and felt them.

Next, I looked at alternative medicine for answers. Chinese and Indian medicine did give me some insights, since the body they described was a body of flows and blockages, balances and imbalances, a body that might explain the borderless energy I’d felt in my patients. But the languages and cultures of Chinese and Indian medicine were just too different; they stood in the way of my integrating their point of view into my own.

It was at this discouraging moment that I stumbled across a book that surprised me. It was the record of a German nun’s medical practice from the Middle Ages, translated from the Latin. Hildegard of Bingen, I learned in its introduction, had been a twelfth-century German mystic, theologian, and, amazingly, medical practitioner, and she had written a book about her medicine. And, although Hildegard of Bingen’s Medicine was not a great book, it was thrilling. Because the world underlying its medicine was just the kind of world in which the observations I had tucked away for so many years had been known and used—in the West.

So I began to study Hildegard’s medicine. I began to realize that our medicine, modern medicine, had not been the first Western system for explaining the body, but the second. Before the reductive modern medicine I’d learned in medical school, there had been a different medical system in the West. This “premodern medicine” had originated with Hippocrates in the fifth century BC, and it had once been how everyone understood the body. Its approach, I realized as I studied Hildegard’s medicine, was not mechanistic: The body was not imagined as a machine nor disease as a mechanical breakdown.

But if the body was not imagined as a machine, I wondered, then how had it been imagined in the 2,500 years that preceded my medical education? Could it be that the West did have explanations for the difference between the dead body and the living, and for the other experiences I’d had in my medical life? And that these explanations had been thrown out with the triumphs of modern medicine? Did premodern medicine and modern medicine perhaps make up a unit—one thing seen from two perspectives, like those drawings that show two different images at the same time?

I didn’t know. But I was intrigued, and I resolved to find out.

To do so, I needed time, however, and time was another concept left out of modern medicine. In the premodern world, medicine had not been a full-time profession but a craft, transmitted through families and learned as an apprentice. Most practitioners, therefore, were not only doctors, but doctors and something else. The elite were doctors and professors; the majority were doctors and farmers, doctors and herbalists, doctors and barbers. This had some advantages. For the patient, it meant that doctors had more than one point of reference; for the doctor, he or she had time to think about other things in other ways.

In the modern world, though, medical training was arduous and costly; physicians were obliged, both professionally and financially, to be available to their patients at every hour of the day and night. Personal time was scarce, and part-time positions unheard of. Today this is no longer the case. Medicine has completed its metamorphosis from craft to profession to commodity, and health-care providers now sell their wares—that is, their time—by the piece on the open marketplace. Back then, however, I spent several months looking for a position that would allow me to practice medicine and also pursue a doctorate in the history of medicine. Without success.

Until I contacted Dr. Major, the medical director of Laguna Honda Hospital in San Francisco. On the telephone, Dr. Major assured me that she could accommodate my requirement for a part-time position; many of the doctors she’d hired did other things with their lives. She had doctor-musicians, doctor-sculptors, doctor-physicists, and doctor-mothers. She knew that time was the special perk she had to offer.

So I drove over, somewhat skeptically, for my interview.

When I saw Laguna Honda for the first time, I was taken aback. During my medical training I’d occasionally had a patient admitted to it, but, like most physicians in the city, I’d never visited. If asked, I would have said that I imagined it as a concrete parking structure where patients were stacked one on top of another, floor by floor, in some dusty, industrial part of the city. Instead, what I saw as I drove in the front gate and past the gatekeeper’s abandoned cottage was an elegant, though somber, riff on a twelfth-century Romanesque monastery. High on a hill, its peach-colored, red-roofed buildings overlooked the ocean. Each of the six wings of the hospital was lined with rows of windows, and at the end of each wing was a turret, with swallows flying in and out of its open arches.

I met Dr. Major in her office and, after our interview, she took me out for the tour. Laguna Honda was an almshouse, she explained as we started, or, as the French called it, an Hôtel-Dieu—God’s Hotel—a kind of hospital from the Middle Ages that evolved as a way of taking care of those who couldn’t take care of themselves. At one time, almost every county in the United States had an almshouse, she told me, as well as a county hospital. They had functioned together. The county hospital took care of the acutely ill, and the almshouse took care of the chronically disabled. In theory. In practice, the almshouse had been a catchall for everyone who didn’t fit someplace else—it was a shelter, a farm for the unemployed, a halfway house, and a rehabilitation center, as well as a hospital. Over the last forty years, though, just about all the almshouses in the United States had closed, except for Laguna Honda. Laguna Honda, Dr. Major said, was probably the last almshouse in America, and with its 1,178 patients, it was as large as a village.

We walked under a delicate, wooden statue of Saint Francis, the patron saint of our city, and then into a wide central hall with floor-to-ceiling windows. There were vending machines and small round tables, and the hall was filled with patients, smoking, drinking coffee, playing poker. Then we turned and walked through heavy doors into a ward. We passed a small working kitchen, a dining room, a doctor’s office, and the nurses’ station, and then we entered the long, open ward.

It was lined with beds, fifteen to a side, and each bed was set next to an open window. By each bed was a bureau for the patient’s belongings, a chair for visitors, and a small table. At the end of the ward was a round room, windowed and sunny, the solarium, designed so that each patient could have access to sunlight and fresh air without leaving the ward. (So that was the purpose of the turrets!) There were thirty-eight wards in the hospital, Dr. Major explained, and they were more or less identical. They’d been designed before the antibiotic era so that, in case of infection, every ward could be quarantined from the rest of the hospital and still function as a separate minihospital.

Then we strolled back through the hall with its vending machines and patients. We passed a 1950s-era beauty salon with steel-helmet hair dryers and Naugahyde swivel chairs, and we peeked in at the barbershop, which had a miniature barber’s pole inside. We went upstairs to see the operating room, with celadon tile and glass cabinets, and the laboratory, with black benches, a microscope, and a centrifuge. Dr. Major showed me the little store that sold candy, batteries, and shaving cream, and a book-lined library with oak tables and newspapers on wooden racks.

We went down more stairs and came to the theater. Its cement floors were painted and polished; there were red velvet curtains drawn across a stage and carved box seats behind us. In the old days, Dr. Major said, the theater had been used for silent movies, hand-cranked by the superintendent’s son; now it was mainly used for the Christmas show and the Valentine’s Day dance. Next to the theater was the chapel. It was not the neutral “Quiet Room” of a modern hospital. No. The chapel of Laguna Honda was more like a small church. Its stained-glass windows were large and real; its pews were made of polished wood; and the Stations of the Cross lined its walls.

Then Dr. Major took me outside.

Laguna Honda covered sixty-two acres, she told me, and this was because it originally had been as much a farm as a hospital. Patients had been expected to work if they could. They grew most of the hospital’s vegetables; they took care of the dairy; they raised pigs, cows, and sheep; ran the laundry; and sewed, mended, and cooked. If they could do nothing else, they gardened. And, as we walked, I could see the remains of old orchards and flower beds now run wild. There were apple trees and quince, olive trees and fig. Scattered among the trees were medicinal herbs: digitalis, rosemary, nasturtium, lavender, geranium, and valerian. Finally, we came to the end of the tour—the greenhouse, the aviary, and the barnyard.

The greenhouse smelled of humus and plants. On Saturdays, Dr. Major explained, the therapists brought patients out to sit at the wooden benches and pot their own plants. Next to the greenhouse was the aviary, with doves, parakeets, pigeons, chickens, and incubators. Later I would discover that the AIDS ward had even had its own incubator and its own chicken, which had hatched on the ward. It roamed the ward and pecked around the patients’ beds until the state found out and had her taken away to a fate unknown but guessed.

Last we looked in at the barnyard. There were wooden coops for the rabbits on the right, for the chickens on the left, and, free to root in the green lawn in the middle, two miniature black pigs. Behind a short fence at the back was a pond for ducks and geese, and hillocks for a turkey and two goats. On certain holidays, Dr. Major told me, the therapists would put the animals in little carts to visit the bedbound patients. They would dress the animals in appropriate holiday attire—the goats with little Pilgrim hats for Thanksgiving, the turkey in dark glasses and a tie for the Fourth of July.

Then we walked back to her office and sat down. It was a plain office—one large desk, bookcases with reports and manuals, a window that gave out onto a parking lot, where ambulances were coming and going.

Dr. Major offered me the position.

I wasn’t sure. Laguna Honda was like no hospital I’d ever seen or even imagined. But it was the only situation where my criterion of time was satisfied. So I accepted, but only temporarily. Two months, I told her. I could make only a two-month commitment. It was a way of hedging my bets. I didn’t think she would accept; two months wasn’t much for the amount of paperwork my employment would entail.

But Dr. Major knew something I didn’t know: Laguna Honda cast a kind of spell. Most everyone came for just a few months, maybe a year or two, and most everyone stayed for decades—thirty, forty, even fifty years. She herself had come to the hospital for only four weeks of consulting, two and a half years before.

Dr. Major was pretty sure I would fall under that spell.

She was right. I would fall under it.

I would stay at Laguna Honda not for two months but for more than twenty years. I would finish a PhD in Hildegard’s medicine; I would go off on a medieval pilgrimage and come back; and I would be present as the old almshouse was transformed, for better and for worse, into a modern health-care facility. Above all, I would take care of 1,686 of its patients, and what they taught me would change me and how I practiced medicine in ways I would never have imagined.

To my surprise, Dr. Major accepted my offer of two months.

I would be assigned to the admitting ward, she told me, where I would be replacing Dr. Judd, who was moving to a different ward. I would start in three weeks. On my first day, I should stop off in personnel to sign the papers, then pick up a white coat in the laundry and meet Dr. Judd on the admitting ward. He would show me around and turn his patients over to me.


One

FIRST YEARS

IT WAS EARLY MORNING ON MY FIRST DAY, and Dr. Judd was waiting for me.

As Dr. Major had instructed, I stopped first at personnel and then at the laundry, where I picked up a white coat—highly starched, neatly pressed, slightly frayed. Then I went up the stairs, down the hallway, through the double doors of the admitting ward, and into the doctors’ office. The doctors’ office was small and narrow, no larger than a single patient’s room. But it was familiar, with the same bareness, plainness, down-to-earthness that I was used to in the kind of medicine I practiced—businesslike, if your business was taking care of the sick poor.

I was taking over the patients of Dr. Judd, who was transferring to another ward. Somber, even a little withdrawn, he handed me his index cards. These were the cards on which he, like all of us at the time, wrote down the basic information about his patients: name and medical number, date of admission, list of diagnoses and medications.

He was anxious to be on his way. Nevertheless, we left the doctors’ office together to go on rounds, so that he could introduce his patients to me and summarize their medical problems. There’s an art to it—in a few sentences to tell the essence of a patient, past, present, and future—and Dr. Judd was good at it.

First on our rounds was Mr. Tarn, who had Parkinson’s disease. He had consequently fallen and broken his hip, and needed daily manipulation of his many medications. Mr. Benturi had been hit by a car and was recovering from head trauma and multiple orthopedic injuries. Mr. Davis also had a fracture and the additional problems of alcoholism and diabetes. There was Fred S., disabled from a brain tumor and on dialysis; Mrs. Lorenz with Alzheimer’s; and Mrs. Roche, rehabilitating after a stroke. We were treating Betty Wilson for fractures of both arms, both legs, and pelvis, and Ms. Devlin for the rare and inexorable disease of spinocerebellar degeneration. Mr. Demmings was at Laguna Honda with terminal alcoholic cirrhosis—bleeding, confusion, and jaundice—although he was improving.

Dr. Judd’s patients were familiar to me, not specifically but in general; they were just like the patients I’d managed throughout my medical training. Complex, fragile, and unstable, in need of close monitoring of medications and laboratory tests. The only thing surprising about my new patients was that they were at Laguna Honda and not in an acute hospital. Although, as we walked around the ward and I thought about the last few years in medicine, having the patients at Laguna Honda and not at an acute hospital did make sense, in a way. What with the changes in medical financing of health maintenance organizations (HMOs) and diagnosis-related groups (DRGs), doctors and hospitals were now paid for “maintaining health,” not for treating disease. Often, to encourage health-care efficiency, doctors simply received a fixed amount per patient per month, and hospitals a fixed amount per disease, regardless of how sick a patient was. Doctors, therefore, tried to retain only their healthy patients, and hospitals tried to ensure the shortest possible stays and the speediest possible workups. But patients like Mr. Tarn, Ms. Devlin, and Mr. Demmings had no health to maintain. They were very ill, and the only way for the acute hospital to be efficient and not lose money taking care of them was to discharge them as soon as possible. Which they did, if they could find a chronic hospital willing to admit such patients. In San Francisco that hospital was Laguna Honda. So while I was surprised by how sick my new patients were for a chronic care hospital, I wasn’t astonished.

Until we came to Mr. Hickman.

Mr. Hickman was thirty-nine years old, Dr. Judd told me, and he was odd. He lived, no one knew quite how, on the streets. He rarely spoke. He’d been sent to Laguna Honda because he’d failed the usual treatment for his disease, which was tuberculosis. He hadn’t taken the four daily medications necessary to kill the tuberculous bacteria, which, consequently, had multiplied in his lungs, forming pockets of pus that were inaccessible to medication. He’d been taken to surgery, therefore, and his infected lung was removed, along with much of his chest wall—ribs, sternum, and skin—so that he could heal from the inside out. It was an old-fashioned treatment, Dr. Judd explained to me, an “Eloesser flap,” developed before there’d been medications for tuberculosis. Our job was to dress the open wound twice a day, and make sure Mr. Hickman took his medicines.

With this, Dr. Judd introduced me to Mr. Hickman, who was skinny and taciturn, and lying in bed, staring up at the ceiling. He did not shake my hand or turn his head to look at me. I went over to the left side of the bed and Dr. Judd went over to the right, and he turned back the covers. Mr. Hickman’s chest was heavily bandaged. One by one, carefully, Dr. Judd removed the bandages and dressings and placed them on the nearby table. Then I looked into Mr. Hickman’s open wound and saw that, exposed and vulnerable, nestled in the hollow that the surgeons had created, was Mr. Hickman’s beating heart.

It was extraordinary.

I could see the fine, delicate film of the pericardial sac glisten as it pulsed and caught the light. Woven through it—I could just make out—were tiny veins and arteries. It was so alive, that beating heart! It was as alive as Mr. Baker’s body at my first autopsy had been dead. For a minute or so Dr. Judd and I stood there and watched the heart beat, pink and oblivious to us, while Mr. Hickman stared up at the ceiling. Then Dr. Judd repacked the lung cavity with fresh, white four-by-fours. He covered up the heart with a new dressing, taped the chest closed, and pulled the sheet back around Mr. Hickman’s neck. We walked back together to the doctors’ office at the front of the ward, and he left me with my index cards and my patients.

It was Dr. Rachman who showed me the ropes, which were refreshingly few.

Dr. Rachman was Italian from New York, and she was quick, funny, warm, and talkative. I was to have the rickety wooden desk in the corner next to the window. It looked out onto the green hill across the parking lot, and, hence, onto all the comings and goings of patients, staff, and ambulances. Crammed into the room were also a computer, Dr. Rachman’s desk, Dr. Romero’s desk, a hat rack, and extra chairs for family and visiting doctors.

Dr. Romero and Dr. Fintner were the other two doctors on the admitting ward, Dr. Rachman explained, and they were job-sharing; that is, they shared a desk and shared their patients. I would get to know them both very well. Dr. Romero was from Cuba but grew up in Florida; and she’d been the first in her family to go to college. She’d gone to Ivy League schools, trained in the best medical program in the country, and married well. She was ambitious and incisive, Dr. Rachman said, but her two upbringings—first as younger Cuban daughter and then as brilliant American student—were not perfectly melded together. So she was a little like those plastic figures whose left and right sides do not quite match up. Outside our tiny office, Dr. Romero was sweet and patient; inside it, she was sardonic and witty, and did not tolerate fools gladly.

Dr. Fintner, on the other hand, was melded together perfectly well. The daughter of a doctor, she was gentle and kind, both inside and outside the office; and, though she laughed at jokes, she did not make them. Dr. Fintner knew almost everything there was to know about medicine, Dr. Rachman went on, but she was modest and I would have to ask, because she never volunteered. It was a good thing that Dr. Fintner knew everything, since she could never find anything in the desk she shared with Dr. Romero. Everything that came into her mailbox, Dr. Fintner saved, piling it in a corner of the desk, not wanting to hurt anyone’s—not even mass-marketers’—feelings.

The four of us were responsible for the daily admissions to the hospital, which were limited to three or four. So I could expect a new patient every morning. There was a waiting list of more than two hundred patients, and patients were admitted based on their needs and the hospital’s capabilities. They came from hospitals throughout the city, from their homes if they had them, or from the streets. The doctors took the admissions one after another in an ongoing queue that was strictly followed—a queue of destiny, as I would learn.

After rounds, I would spend the rest of the morning on my new admission. It took that long, Dr. Rachman said, to perform a full examination; contact family, friends, and former physicians; review the records and medications; and formulate a plan. She showed me a sample of her previous day’s admission. Handwritten, with every T precisely crossed and every I precisely dotted, her five-page workup was inspiring. She’d combined the knowledge we’d accumulated in medical school, the arduous experience of our residencies, and added her own common sense to produce a thing of beauty and of art. As she flipped through the sections of the chart with me, went over the forms for each test and X-ray, showed me the computer and the dictating system, she also continued to chat about the doctors and nurses I’d soon be meeting.

Then she took me upstairs to the X-ray department and the laboratory. I would read my own X-rays, Dr. Rachman told me. True, we had radiologists from the County Hospital who came in the morning, but any X-rays taken after that I’d have to look at myself.

Like the doctors’ office, the two rooms of the X-ray department were old-fashioned and plain. In the first room sat the X-ray machine, and in a corner, the film developer and darkroom. This meant that we did not have to be satisfied with standard X-ray views, Dr. Rachman pointed out, as we had to be at modern hospitals, where the X-ray machines were off-limits to everyone but registered technicians. Instead, we could participate in our patients’ X-rays, and even suggest the positions and views we wanted to see.

The second room was where I would read my X-rays. Its windows were covered by blackout shades from the 1940s, and its bookshelves held dusty, ancient, but, of course, still-relevant examples of the X-rays I’d be reading. On one wall were the light boxes. On the opposite wall were the files of X-rays for all 1,178 of the hospital’s patients. Once I’d learned the filing system, I would have access to all of the patients’ X-rays—no filing clerk or computer system to go through.

Also, Dr. Rachman said, I could examine my patient’s blood, urine, sputum, or skin in the laboratory across from the X-ray department. She opened its door, and I saw the three rooms of the laboratory, lined with black-topped counters. There was a Bunsen burner, a centrifuge, and, best of all, a microscope, with boxes of slides and delicate slide covers, lens papers, and little bottles of chemicals. Then she closed the doors of the laboratory and the X-ray department, and we walked back together to the doctors’ office.

I marveled, and I was thankful. Laguna Honda was off the radar screen. Tucked away in that tiny office, over the hill and far away from HMOs and insurance companies, I was going to be able to practice medicine the way I’d been taught, the way I’d learned, and the way I wanted.

Quickly my habits were set.

In the early morning I’d make rounds on my patients on the ward; in the late morning I’d receive my new patient; in the afternoon I’d review lab tests, talk to families, and do procedures. In the late afternoon, doctors from the rest of the hospital would visit us on the admitting ward to talk over puzzling cases. We’d look at X-rays together, examine patients, and discuss diagnoses. Before going home, I’d round again on my patients. This was the time, as the sun got low in the sky, that I’d sit on their beds and listen to their stories.

For my first years, until I started working on my PhD, I was at the hospital full time, eight to five, five days a week; only after hours did I pursue my scholarly investigation of premodern medicine. The patients were always very sick, but on Mondays and Fridays they were even sicker. Mondays, because over the weekend they didn’t have the concentrated doctor time they had during the week and were seen only for emergencies by the house physician. Fridays, because the sickest patients arrived on Friday afternoons—rejects from acute hospitals all over the city, who were clearing their decks for their weekends.

But the patients were very sick during the week, too. Since there were three of us (Drs. Romero and Fintner counting as one), we divided the thirty-six patients of the admitting ward into thirds. So I usually had about twelve patients, the same number I’d had as an intern in the acute hospital. And most were about as sick as the patients I’d had as an intern, as I’d learned from Dr. Judd on my first day.

So the admitting ward was comfortable, and it was also collegial and satisfying. It was comfortable because it was so familiar physically—the small office, the wooden desks, the open window, and the books. And mentally—the number of patients, the morning excitement, the resolution of that excitement during the afternoon, and the peaceful, social ending of the day.

It was collegial in the Latin sense of the word. The admitting ward had collected together a group of experienced doctors in a small space; we got along well and helped one another out. Put together, the four of us had more than sixty years of medical experience, and it was a very rare disease that one of us didn’t recognize. But the patients did have very rare diseases. Instead of the usual medical adage that “common things occur commonly,” at Laguna Honda the adage was “uncommon things occur commonly.”

Above all, the admitting ward was satisfying. Without utilization-review managers hovering over us in their immaculate white coats, we could do a proper physician’s job—that is, discover what was wrong with a patient and begin appropriate therapy. Often all it took was having enough time to do a thorough workup.

The workup, we’d been taught in medical school, was the rock upon which the diagnosis should be built. It had three parts. The first part was the “history.” This was the patient’s story, as told by the patient, and as elicited by the physician, with hundreds of potential queries regarding every possible symptom, from head (neurologic) to toe (orthopedic).

The second part of the workup was the physical examination: the methodical examination of the patient, also from head to toe. Over the centuries physicians had observed that it was possible to diagnose many diseases simply by observing the signs they left on the body. There were thousands of such signs—small and subtle, or striking and obvious—that could point to or even reveal particular diseases. In the mid-1960s they had been brought together in DeGowin & DeGowin’s Bedside Diagnostic Examination, which was, therefore, a kind of bible of the physical examination. Each of us—Dr. Romero, Dr. Fintner, Dr. Rachman, and myself—had one; and it looked like a Bible, too, with a red leather cover and crepe pages.

The third part of the workup consisted of the results of blood tests and X-rays. Originally, it had been the shortest part, almost an afterthought, but as medical technology invented more and more blood tests, and more and more ways to visualize the inside of the body, this third part gradually superseded the physical examination. Which was understandable. Most patients seen in most settings are early in their illness, before the physical signs appear on the body, and most physicians do not have the hour it takes to perform a complete physical examination. But at Laguna Honda it was different. Patients were far along in their diseases, and we did have the time—lots and lots of time—to examine them carefully. And, although I’d always respected the art of the physical examination, now I learned just how often the physical examination, or its neglect, could lead to, or miss, the diagnosis.

It was late afternoon, and I was up in the X-ray department when Dr. Romero came in to look at the X-ray of her newly admitted patient. She hadn’t examined him yet, but had rushed to get the X-ray taken before the department closed at four pm.

Did I want to look at it with her?

Sure.

She snapped the film up on the light box, and we both stepped back and scanned it. It was an X-ray of a chest—lungs, heart, ribs. The lungs looked normal, and the heart looked normal, but coming out of the ribs on the left was some huge thing that seemed to be a mass of bone fragments and tissue.

“Wow. That’s not good,” I said. “What is it?”

“I don’t know. I haven’t seen the patient yet.”

“Well, what does it say in the records?”

“It doesn’t say anything about a mass. All I know is that he’s been at the County Hospital for two months because he was weak and losing weight. They never figured out what was wrong with him, but since he was homeless, they sent him here.”

So we went downstairs to find the patient and take a look. We found Mr. Jackson in bed, pale, thin, and surprisingly scruffy, given how long he’d been at the County Hospital. Dr. Romero introduced herself and me and then pulled back the sheets. Mr. Jackson’s chest was thin, unwashed, and bony, and neither of us could see a mass. But then Dr. Romero rolled him onto his right side. And there it was, a stony lump as big as a clenched fist, growing right out of his back. It was obvious. Mr. Jackson had cancer, probably lung or kidney cancer. That was the reason for his unexplained weight loss and weakness.

Dr. Romero sighed. “The nurses must hate the interns at the County,” she said.

And what she meant was that, even if the interns and residents and attending physicians had never rolled Mr. Jackson onto his right side as we just had, the nurses must have done so, many times. They must have seen that lump. Did they never tell the interns about it, because they were angry, sullen, and felt abused? Or did they tell the interns—many times and many interns—but in the new system that protected the interns from sleep-deprivation by assigning them shifts instead of patients, did each intern just pass along the news of the lump to the next?

That same afternoon, Dr. Romero sent Mr. Jackson back to the County Hospital, and he never returned. Most likely that was a good thing. Probably the surgeons biopsied or even removed the lump, and the oncologists, with the marvelous miracles of modern medicine, successfully treated his cancer with chemotherapy and radiation. Mr. Jackson was probably discharged from the County Hospital, improved or even cured.

Regardless, Mr. Jackson had taught me something important. It was not that all patients should have X-rays, and that the X-rays should be personally looked at by the physician, although that was one lesson to be learned from his story. Nor was it that communication between nursing assistant and intern, doctor and nurse, was crucial for patient care, although that, too, was a lesson. What I took away from Mr. Jackson was: The diagnosis is written on the body—look for it. Turn the patient on his side; examine him thoroughly. Don’t miss the obvious.

This lesson proved its value to me many times. At Laguna Honda I would admit hundreds of patients for whom the key to diagnosis, and often to effective treatment, was just as easy to find as it had been with Mr. Jackson, if you knew where to look for it and did look for it. All those details of the physical examination in DeGowin & DeGowin: all those shadings of color; those patterns; those subtle sounds; the presence of abnormality; the absence of normality; and sometimes even the presence of normality, could, I learned in those first few years, save a life. Which is the most satisfying, doctorly thing of all.

There was the case of Mr. Grenz, for instance.

Lev Grenz was a young Polish man from Gdansk who’d taken to drink. And I mean taken—quarts and quarts of vodka every day. He was lonely; his girlfriend left him; he lost his job; he had no family—for whatever reason, he drank a good deal. During one exceptionally lonely time, he drank so much that the alcohol ate through his pancreas. This is often fatal, because the pancreas then spills its digestive enzymes into the belly, where they begin to digest the other organs—liver, spleen, intestines.

Mr. Grenz spent many weeks near death in the intensive care unit at the County Hospital. He had hundreds of blood tests, scores of X-rays and CT scans, and numerous tubes inserted not only into his natural orifices but into artificial orifices as well. A tube was inserted into his belly to drain it of its poisons. Another tube was put in to feed him. A tube was put into his arm, so that he could be given blood and antibiotics; and still another tube was placed inside his heart, so that the doctors could continuously measure its pressures. During that particular procedure, the tube punctured the great vein going into the heart, and there was bleeding into Mr. Grenz’s lung, and so another tube had to be inserted, this one into his chest to drain the blood and reexpand his lung.

But, finally, he stabilized. Modern medical technology had saved him, and, though he was still quite ill, he was no longer ICU material; he was Laguna Honda material. Or so the doctors at County believed. And here he was, my new patient for the day, for rest, recuperation, and rehabilitation.

When I went over to meet and examine him, however, Mr. Grenz surprised me. What surprised me was his tongue. His tongue had not been mentioned in his records.

Mr. Grenz’s tongue was very large. It was so large that it stuck halfway out of his mouth. It was beefy-red and dry, thick as well as long, and no matter how he tried, it would not, could not be fit back into his mouth.

Otherwise, Mr. Lev Grenz looked pretty good, all considered. He was only twenty-eight, but balding, with pale blue eyes and a short Polish nose. His neck was thick with many healed scars, and his body was flabby, an ex-muscular workman’s body. His face did seem rather too large for his body, and it was a bit dusky. But it was the tongue that took me aback.

“How long has your tongue been like that?” I asked him.

It was hard to understand his response.

“Ip peen dike dat por a monpth,” he replied, in a Polish accent mixed with tongue.

It had been like that for a month? That was strange. I’d never seen anything like it before. Did they miss it at the County? Had the team of doctors changed so frequently that no one realized that this appearance was not the appearance that belonged to young Mr. Grenz? Did no one in the ICU step back and look at their patient as they were inserting those lifesaving tubes and monitors? Or did they know Mr. Grenz’s unusual tongue very well and simply leave it out of their records?

The large and dusky face, swollen tongue, and thick neck jogged something in my mind—a rare syndrome I’d learned about in medical school, called the “superior vena cava syndrome.” The superior vena cava is the large vein that brings venous blood, dusky and depleted of oxygen, from the upper part of the body—arms, neck, head, face—back to the heart. If it gets blocked by a tumor or an abscess or even by scarring, then the depleted blood builds up, and the face and upper part of the body get dusky and swollen. I wasn’t sure whether that would cause a tongue to swell, but it would certainly explain his swollen and dusky face.

I’d learned to put away such thoughts while I examined a patient, however; and so I continued to go over Mr. Grenz’s body. He still had the hole in his neck from the breathing tube that had kept him alive for weeks; and there was the scar on his chest from the tube that had drained his lungs of blood. The sounds of his heart were muffled. His belly was swollen and also scarred, with a feeding tube still in place. His skin was doughy, and his life force diminished; he was pretty sick, I concluded, but definitely alive.

Still the swollen, dusky face and the large tongue bothered me. Why would a tongue swell that much and stay swollen? I felt the tongue. It was thick, muscular, and firm, not doughy; it was a physiologic swelling, and not an allergic reaction.

It had to be the superior vena cava syndrome. If so, what was the cause? Scar tissue from one of his many procedures? An abscess? A tumor? Laguna Honda was not fancy; we had no CT scan and no emergency room, but I wondered if I might see something helpful with a simple X-ray. So I sent Mr. Grenz upstairs and followed right away to take a look myself.

Now, an X-ray is pretty limiting as to what you can see, which is why CT scans were invented. An X-ray only shows shadows. The shadows of Mr. Grenz’s lungs, I saw, were small; he wasn’t taking much of a breath, but his lungs were clear of infection, abscess, and tumor. The shadow of his superior vena cava did seem wider than it should have been; but it was the shadow of his heart that I didn’t expect. Mr. Grenz’s heart was very large, and it was oddly shaped—globular, kind of like an old-fashioned hot-water bottle.

It was one of those times that I didn’t know what I was seeing, but I knew that what I was seeing wasn’t normal. So I went downstairs to the doctors’ office to get some help.

Dr. Fintner was sitting at the little desk she shared with Dr. Romero. She was sorting through the patients’ records she’d piled on top of all the mail she saved, and she looked a bit frayed.

“Hey, Julie, come up and look at an X-ray with me. I don’t know what it is, but it’s something.”

She jumped at the chance.

On the way upstairs I told her about Mr. Grenz’s face and tongue, and she studied his X-ray for quite a while. Finally she said, “Victoria, it’s a pericardial effusion.”

Ah. Yes. Of course.

Now, a pericardial effusion means that there is fluid between the heart and the pericardial sac, which is that shiny cellophane I’d seen around Mr. Hickman’s heart. Normally there is only a small amount of fluid between them, just enough to lubricate the heart as it expands and contracts. A pericardial effusion means there is a lot of fluid in the sac; for a heart to be as large as it was on Mr. Grenz’s X-ray, there had to be a huge amount of fluid.

That extra fluid would put pressure against the heart and, in turn, on the superior vena cava, causing blood to back up into Mr. Grenz’s neck, face, and tongue. This would explain, perhaps, his superior vena cava obstruction. If so, I was possibly looking at an emergency, because whatever was filling up the pericardial sac might keep on filling it up until it put so much pressure on the heart that the heart could no longer beat. This is called “cardiac tamponade,” and it can be fatal.

The key question was: How fast was this happening? How long had Mr. Grenz’s heart been this big? A week, a month? Or a day?

It was never easy to track down a discharging doctor, and it took me a while, but, eventually, I did get hold of Mr. Grenz’s doctor. He was pretty sure that Mr. Grenz’s heart had been that big for some time.

How sure?

Pretty sure.

And the tongue?

“Oh, he’s had that large tongue for a month.”

That was reassuring. That made it less likely that I was looking at an emergent pericardial effusion, though it didn’t negate the possibility. It did, however, make it harder to rationalize sending Mr. Grenz back to the County for a large tongue and big heart that he’d had for a month. On the other hand, if I ignored those signs while Mr. Grenz’s pericardial effusion continued to increase ….

Suddenly I remembered. There was a way to tell how much of an emergency Mr. Grenz was. It wasn’t fancy, either. It was simple and nontechnical, and described in DeGowin & DeGowin. Because of the relationship between the beating heart and the expanding and contracting lungs, the blood pressure is not the simple measurement it has become. Before the steady beat called “systole,” there is a higher pressure at which a few beats first get through the inflated blood pressure cuff. The difference between that higher pressure and the pressure of systole is called the “paradoxical pulse.” It is easy to measure; all you have to do is take a blood pressure and listen for those first few beats. According to DeGowin & DeGowin, the normal paradoxical pulse was less than ten points. The higher over ten it was, the more likely that the heart was about to stop.

Now, it used to be that doctors themselves took the blood pressure of their patients. The first thing a physician would do when he saw a patient was take the “vital signs”—the blood pressure and pulse, the temperature and the respiratory rate. In fact, the vital signs were considered to be the most important, the most vital body signs of all. They measured vita—life—and taking them provided numbers for the beating of the heart, the heat of the body, and the vivifying breath. But by the late twentieth century, the prestige of the vital signs had tumbled down the slope, from doctor to nurse, to nursing assistant, to machine, and today they are rarely taken by a human. Instead, when a patient first arrives, a nursing assistant wheels the vital-sign machine out, attaches a plastic pincer to the patient’s finger, and reads off its face precise numbers for the blood pressure, pulse, temperature, and respiratory rate. The machine readings are instant and repeatable. But the machine is not programmed to take the paradoxical pulse. So the paradoxical pulse is never taken.

Dr. Fintner and I left the X-ray department and went back to the admitting ward. I found a blood pressure cuff and went over to Mr. Grenz, who was back in bed, looking exhausted and wan. I took his blood pressure. At 170 I heard the first few beats—that was the first measurement. At 140 I heard the rest of the beats of systole. Mr. Grenz had a paradoxical pulse of thirty points. His pericardial sac was filling up rapidly. It would soon cause cardiac tamponade, and his heart would stop.

When I told Mr. Grenz he was going back to the County Hospital, he was not happy. Neither was the County. Nevertheless, two hours later he was in the cardiac catheterization laboratory, where, under video monitoring and with the full luxury of modern medical technology, two quarts of blood were drained from his pericardial sac. This freed up his heart and allowed it to start beating normally.

As a matter of fact, it saved his life.

What the surgeon later speculated was that Mr. Grenz must have had a slow leak of blood into his pericardial sac for weeks, probably because of the procedure that had punctured and collapsed his lung. That slow buildup of pressure gradually obstructed his superior vena cava and caused his face and tongue to swell. Now that the blood was removed, the surgeon thought that the pericardial sac would stick to the heart and not bleed again. Mr. Grenz’s face would return to normal, though he couldn’t say about the tongue.

Two days later, Mr. Grenz came back to me. He did look better. His color was pinker; his face not quite so big, although his tongue was about the same. He still had the open hole from his breathing tube and the tube in his stomach for feeding; and he still had that shocked look in his eyes that said: What happened to me? What is all this?

But he was young. Gradually his body reconstituted and repaired itself. The hole in his neck scarred down and closed. Then he was able to talk a bit around the tongue and eat. So his feeding tube could be removed. His strength returned, and he was able first to sit in a chair and then to walk. His eyes brightened, and his movements quickened. His tongue shrank, though never did it fit entirely back in his mouth. His girlfriend came back, and, after several months, I wrote Mr. Grenz’s discharge order.

I can’t say that he thanked us when he left. He was still angry and stunned; and he put the few possessions he’d acquired—a couple of folded shirts and slacks—into a paper bag and left without saying anything at all. He was still, I believe, angry about the tongue. Later I heard he’d found himself a lawyer and was suing the County for malpractice, though I don’t know whether he won his suit or lost, or whatever happened to his tongue.

He did leave me with something, however. What I’ve always kept in mind since Mr. Grenz is that even the most subtle physical finding—something as minor, as simple, and as rare as the paradoxical pulse—can save a life.

Meanwhile I was learning Latin.

It used to be that all doctors knew Latin. For centuries, medical books were written in Latin; medical terms were derived from Latin; and, most important, in the days before science, the knowledge of Latin differentiated the physician from the traditional healer. Even at Laguna Honda, all the doctors on the admitting ward, except for me, knew Latin, although each for a different reason. Dr. Fintner knew Latin because she went to medical school when Latin was still required. Dr. Rachman knew Latin because she’d been educated by nuns; and Dr. Romero knew Latin because she went, on scholarship, to elite Eastern private schools. But I had never learned it, Latin having been replaced by the time I went to medical school with physics, calculus, and biochemistry.

But Hildegard wrote in Latin, and I knew that reading her own words in her own language would be crucial for understanding her medicine. Finding a way to learn Latin, however, was not easy. The community colleges did not offer it, and even at the university the operator connected me through to Latin American Studies. So I got a tutor, and in the evenings after I’d taken care of my patients, I studied Latin. It was a provocative and rich study—not so much the military exploits of Caesar or the rhetoric of Cicero, but the language, the words themselves.

Next I went looking for a way to learn Hildegard’s Latin in particular. Because it turned out that Hildegard wrote Medieval Latin, not Classical Latin, and they differed. Medieval Latin was more colloquial than Classical; it was the language that the Middle Ages spoke, as well as wrote. It was also even more obscure a subject than Classical Latin. It took me a while, but, eventually, I found that the university near where I lived offered a seminar in Medieval Latin.

Dr. Major allowed me one morning a week at the university, and there I met and was mentored by that quintessential medieval scholar George Brown.

Professor Brown had not one but two PhDs, and before he’d become a professor, he’d been in a Jesuit seminary. Naturally tonsured by hair loss, he wore a beard, and looked surprisingly like the subject of his many monographs, the Venerable Bede. Small and fit, Professor Brown set the standard for medieval scholarship as much by the pressed shirt, precisely tied cravat, and wool blazer he wore, no matter how hot the day, as he did by his careful studies. He was as soft-spoken, modest, and quietly intelligent a scholar as Dr. Fintner was a doctor.

Classes were held in one of the tawny stone and red-roofed buildings of the university. It gave me a start, sometimes, as I walked past the fountains, the Romanesque church, and down the cloistered walk to class, to realize how similar were the institutions of university and hospital. Both had come into their own during the twelfth century. Both expressed the nonmonetary values that the West placed on learning and healing. Both professor and doctor were in service to ideals that went beyond themselves.

There were also profound differences. Around me, as I walked to class were youth and wealth. Society was spending its resources on its future—a long, productive life lay ahead of those students, not like the patients at my hospital. Also, education, unlike medicine, had not yet been commodified. The university was not yet an “information provider,” and Professor Brown not only looked and acted but was treated like the scholarly knight he was.

I learned not only Medieval Latin from him but also paleography—that is, how to read the handwriting of the preprint Middle Ages. I learned about glosses—the notes written next to or between the lines of a manuscript that commented on the text. And I learned about palimpsest, shadow texts that could sometimes be discerned beneath another text. Parchment—the sheepskin on which everyone wrote during the Middle Ages—had been expensive, and it was sometimes reused by scraping ink off old pages. This wiped the page clean, but not completely. The erased text could still be seen as a faint shadow beneath the new.

Palimpsest seemed to be a perfect way of describing what I was beginning to learn at Laguna Honda: That underneath our scientific modern medicine was an earlier way of understanding the body—erased, to be sure, just a faint shadow on our consciousness, but active in our thoughts and desires, nonetheless.

The two months I’d promised Dr. Major were long gone, and she had not queried me about my plans. I was comfortable on the admitting ward, seeing patients with Dr. Rachman, Dr. Romero, and Dr. Fintner, and I was more and more intrigued by the hospital. I was beginning to learn something special from my patients, something that would take me all my years at Laguna Honda to grasp, and that was the experience of being a patient.

It happened because I saw my patients twice or even three times a day, usually for months; I got to know them, and they, of course, me. Toward the end of those first years, there was one patient in particular, a terrible patient. She wasn’t even my patient. She was Dr. Romero’s patient, but her bed was between two of my patients, and I passed her every day. She had a horrible disease, and a horrible disease at Laguna Honda was really horrible.

Miss Tod was thirty-five years old. She had cancer. Her cancer was brain cancer, and what made it horrible was that it was just behind her right eye, and it had grown, in spite of surgery and radiation, right out of her eye. The surgeon had removed the eye and sewn the eyelid down over the cancer, but the cancer was still growing.

Miss Tod had never been beautiful, but, what with the radiation, which had caused her hair to fall out; the steroids, which had caused her face to balloon; and the sewn eyelid, which had started to bulge, she was now very hard to look at. Yet she was pleasant and quiet. She always smiled as I passed her by. Eventually we were on speaking terms, with a quick hello and a how-are-you from me to her, and from her to me. I got used to her deformity, although only by blocking out, in some way, my experience of her experience.

One day I finally braved my reluctance and stopped by her bed. Full stop. We looked at each other. She at me, white-coated, rushed, a bit disheveled. I looked only at her left eye.

“Is there anything I can do for you?” I asked her, after we talked a bit.

“Yes,” she replied, “there is. I really don’t like the food they’re giving me. It’s all cut up and bland. Do you think it could be changed? And another thing. Could you arrange for me to visit the eye doctor? I need a new pair of glasses.”

I was, and am to this day, floored by her response. I was, and am, awestruck by such equanimity. She wanted—not euthanasia or a miraculous cure, stronger pain medications or a second opinion but—different food. A pair of glasses. She said nothing about her terrible misfortune. She was calm, matter-of-fact. Somehow she’d accepted her fate, and it was the small things, the little daily things, that were important to her.

We did change her diet, and we did get her new glasses. Not long after, she moved to another ward, and there she died peacefully, eighteen months later. But her lesson, which I was taught over and over again by so many patients, took me much longer to assimilate. Bravery. A core, a rock of self, radiating courage.

It’s a quality that most young doctors, even most middle-aged doctors, can’t understand, having had the good fortune to never have been a patient, at least not a patient like Miss Tod. Doctors, after all, start out as young students, healthy, curious, hardworking. What do we know of misfortune and the hand of God?

One medical school tried to remedy this lack with a preadmittance program: Medical students were required to check themselves in as patients, incognito, to the hospital where they’d be working in the near future. This was so that they could gain some idea of what it felt like to be a patient—your watch and belt given over, and a backless gown put on, to wait exposed and vulnerable on a gurney in the hall, a luckless anonymity. It was a good idea, but it didn’t work too well. Long about June, when those young and handsome men checked into area hospitals, hair and face and eyes intact, the nurses and doctors knew who they were, of course. They winked; they smiled and even flirted with these “patients” admitted for “abdominal pain.”

Still, it was a good idea, a good thought.

Miss Tod capped my experience of those first years at Laguna Honda. She summarized it and hinted at what I would be learning later. Even when there is nothing to do for a patient—no cancer to discover, no paradoxical pulse to take—there is still something to do. It doesn’t have to be lifesaving, grandiose, and heroic. It can be as simple as a pair of glasses or a different diet. In fact, it usually is.

She taught me that I didn’t have to be afraid of the possibly contagious bad luck of my patients. That they would manage by
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