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Dedication

Occam’s razor: the principle, attributed to William of Occam, that in explaining a thing, no more assumptions should be made than are necessary.
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Prologue

There was a moment I always loved in the hospital.

It came after your pager had crackled into life to broadcast the disembodied voice of a bored switchboard operator. It came after you had dropped whatever you were doing, rushed down long corridors and pushed your way through minors and into resus. It came after you had pulled on your gloves, drawn up your syringes, and unsheathed your needles. It came, finally, when you and five or six of your colleagues stood silently around the empty trolley and waited for whatever was about to happen.

In that tranquil moment – alone from the time you entered the hospital until you left – there was nowhere more important you should be and nothing else you should be doing. Any second now, this room would be filled with raised voices, blood, electricity, saline, the hissing of gases, perhaps even the splintering of bone. Afterwards, when all was said and done, a human life would have been restored or extinguished. For now, though, like a heart in diastole, we waited in silent expectation for the chamber to be filled.

As I sit down to write this, I have that same feeling for the first time in twenty years: a moment of peaceful anticipation before the doors crash open, and I am once again engulfed in the swirling chaos of blood and life and death and everything else that occurred all those years ago.
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There are many storied hospitals in London, venerated institutions where scientific breakthroughs were made and legendary physicians named unfortunate diseases after themselves. Even the very names of those hospitals – St Thomas’, the Royal London Hospital, the Royal Brompton Heart and Chest Hospital – stir thoughts of centuries of grandeur, prestige, and medical accomplishment.

St Luke’s was not such a place. Built by a tobacco baron in the late 1800s to house the unfashionable lunatics of unfashionable East London, it had stumbled through the next century in the very same style as it had begun: awkward, frowned upon, and teetering perpetually on the verge of bankruptcy. Most of Lord Nicotine’s original buildings somehow remained, but over the years a ramshackle series of extensions had been added, including a twelve-storey tower block that looked exactly like the neighbouring high-rises. Local legend held that this had been constructed by hospital management to encourage the council to purchase the entire hospital and turn the whole place into social housing. The council had not wanted it.

But it would be churlish for me to complain, because I was not the kind of doctor anybody was ever going to name a disease after. I had barely scraped into medical school, and my sole distinction in the entire five years was to have equalled the university’s record for the number of retaken exams. Still, I had graduated, and quickly found that I was better suited to life on the wards than in the university. As a medical student, the consultants expected you to be able to reel off a list of seventeen causes of pancreatitis that included organophosphate poisoning and being stung by a scorpion. As a junior doctor, they merely wanted you to do the weary needful: give the patient oxygen, fluids, and analgesia, and call the intensive care unit if they began to look like they might not survive the night.

Even at that, my medical career had taken an unfortunate turn midway through my third year of practice. A dreary year of hearings and rehabilitation later, I had finally been signed off to return to work with the caveat that I attend drug counselling once a week. After everything I’d done, I had known I would have to leave Scotland and start over, and the Senior House Officer job at St Luke’s that I had seen advertised in the back of the British Medical Journal had seemed a perfect fit. In some ways that even turned out to be true: not many other hospitals would have employed me, and not many other doctors would have willingly worked at St Luke’s.

My telephone interview gave a new meaning to the word ‘cursory’. There were no clinicians on the call, and the exhausted-sounding HR woman asked only two questions: Was I on the medical register, and when could I begin? I would later discover that St Luke’s was simply in an even worse predicament than I was. Six months previously, the medical department’s approval to train junior doctors had been withdrawn by the Department of Health, leaving the hospital short of a dozen junior doctors. As the pool of candidates that might fill these roles comprised solely of doctors willing to work without prospect of meaningful career advancement, they had never managed to fill more than eight of them.

I confirmed I was on the medical register – albeit with conditions on my practice – and told the HR woman I could start just as soon as I found somewhere to live in London. She reassured me that St Luke’s had an accommodation block on-site that would be perfectly adequate until I got myself settled, and informed me I would start in two days’ time. She hung up before I could ask any more questions, and I took the train south the next day.
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I got into King’s Cross in the evening. It was still summer then, and the day’s heat radiated back off the Euston Road and mixed with the diesel fumes of the buses to make the air asphyxiatingly thick. I took a crowded underground train, then an empty overground one, and finally dragged my suitcase through an estate to St Luke’s. It looked like an asylum that a distracted child had constructed from a half dozen unmatched Lego sets.

The accommodation block was a dingy row of condemned terraced houses that even the student nurses had long since abandoned. I had been assigned to share one of these houses with a Dr Vogel, a locum consultant haematologist from Germany. Nobody had warned Dr Vogel he was to have a housemate, but he was sporting about it, offering me one of his wheat beers and apologetically informing me that there was no hot water because he had used it all in his bath that morning. I drank his beer, Dr Vogel talked about motorsport and some recent advances in platelet science he inexplicably thought would interest me, and I went to bed at the first opportunity.

My first day was a Saturday. Dr Sudbury, an owlish, fifty-something rheumatologist who doubled as St Luke’s clinical director, was the consultant on call. Rheumatologists are often sticklers for medical tradition – only the truest of believers ever choose that impossibly complex specialty as a career – and Dr Sudbury was no exception. Alone among the senior doctors, she always donned a pressed white laboratory coat to conduct her rounds. I remember thinking on that first morning that it gave her the appearance of a superintendent in an insane asylum; only now do I understand how prescient that impression was.

Every physician has their own theory of hospital medicine, and Dr Sudbury’s seemed to be that any patient not visibly dying should have been sent home an hour ago. After briefly peering over the top of her half-moon glasses at each new specimen, she would turn to the junior doctors on her ward round and ask them only two questions: Why on earth did you admit this patient, and for goodness’ sake will you please now discharge them? She never tired of reminding us of her mantra that ‘a hospital is a dangerous place to be’. This phrase would come back to haunt Dr Sudbury in due course, but her devotion to it meant she invariably got the round done in under two hours. Many of the other consultants took until well into the afternoon, and Professor Wells – an octogenarian research physician who somehow still had an honorary contract for a week of inpatient medicine every six months – had infamously once taken three days.

But even by the time Dr Sudbury had completed her rapid-fire ward round on that first day, the accident and emergency sister had paged me three times to come and see a patient she suspected had malaria. I had refused to leave the ward round early, because I had not believed the nurse’s diagnosis. An old medical axiom holds that if you hear hoofbeats, when you look out the window you will see horses and not zebras. In Scotland, our patients had indeed mostly been knackered old horses, their diseases the inevitable result of a lifetime of smoking, or drinking, or working in the shipyards.

Of course, when I finally got down to St Luke’s accident and emergency department and pulled back the cubicle curtain, it revealed a Ghanaian man with a temperature of forty degrees. He told me he’d arrived in London three days earlier and when I asked him how he felt, he replied, ‘The same as every other time I’ve had malaria.’ It was only when he said this that I realized that if you hear hoofbeats and look out the window in Ghana, you might be more likely to see zebras than horses.

Sure enough, when I examined him, he had the findings I’d read about in textbooks: mild jaundice and an enlarged liver and spleen. I had no idea how to treat malaria and, even worse, would soon have to face the A+E sister and offer her a treatment plan. Fortunately, the patient himself remembered the name of the drug he’d been given the last time he had malaria, and I was able to pass this off as my own knowledge.

The rest of the shift flashed past in a chaos of patients, X-rays, needles, bloods, and cardiac arrest calls. It was busier than I remembered any hospital in Scotland ever being, but I assumed I was just out of practice. When handover finally arrived at half past eight, I was grateful to turn over the pager to Saz, a cheery doctor from the Midlands who congratulated me on surviving my first shift and promised me it was all downhill from here.

When I got back to the residence, Dr Vogel was watching a documentary about the history of Formula Three motor racing. He invited me to join him, but I made my excuses and retreated to my room. If you happened to both love the history of motorsport and have leukaemia, Dr Vogel would have been exactly the person you’d want to spend your Saturday evening with. But I did not, and he was not.

I worked the next day too. Sunday shifts in Scotland were always quiet, but if anything St Luke’s seemed even busier than it had the previous day, and I now began to understand that I was not merely out of practice. In a sprawling metropolis like London, patients had diseases I had only ever read about in textbooks, many consultations had to be conducted through a telephone interpreting service, and none of the patients seemed to even have a GP, let alone to have ever seen them.

Each of these things made even simple problems a challenge, and rendered challenging problems fiendishly complex. At lunchtime the Somali interpreter on the Language Line apologized that the highly distressed patient I was seeing spoke a regional dialect called Jiiddu that she herself could not speak, but gave me the number of her cousin who could. When I called the cousin, the cousin’s husband answered and said his wife was out at a birthday party, but he himself also spoke Jiiddu and could translate. When I got them on the phone together, the cousin’s husband and the patient turned out to have been school classmates in Somalia. Unfortunately, it also now transpired that my patient had attended St Luke’s because she believed magicians had poisoned her; to this, the cousin’s husband then added his own diagnosis that my patient was ‘simply a lunatic’ and the further background that ‘she comes from a family of notorious lunatics’. I referred the patient to the psychiatrists, making sure to include the phone number of the Jiiddu-speaking cousin’s husband in my notes.

In the late afternoon, I was paged to accident and emergency for a medical standby. A medical standby meant that the incoming patient was moribund yet still breathing and had a heartbeat, so only a single doctor was called. If you got lucky, an A+E nurse might join you.

The patient the paramedics crashed through the doors was an unconscious woman in her forties. She was wearing a long, flowery dress, and her handbag had been placed atop the trolley. On a sunny Sunday afternoon in late summer, she looked like she should have been entering a pub beer garden rather than a resus room. She still had a pulse and a blood pressure, but little more than that: her eyes were closed, she was tolerating the breathing tube in her throat without any sedation, and she did not so much as flinch when I pressed down on the nerve at the upper edge of her eye socket.

The paramedics told me that the woman’s husband had noticed her become confused during a wedding anniversary lunch, and shortly after that she had collapsed. A waiter had dialled 999, and by the time the paramedics arrived the patient had already been entirely unresponsive.

‘Collapse query cause, Doc,’ concluded one of the paramedics as they finished their handover. ‘Good luck, mate.’

We both knew I was not the one who needed the luck. ‘Collapse query cause’ was a common and often fixable presentation in the elderly, in whom it could be provoked by anything from dehydration to wearing overly tight socks. In a younger patient, the range of potential causes was far smaller and infinitely deadlier. A problem that arrived as abruptly as this woman’s had usually meant a blood vessel had become blocked or ruptured; her coma located that blockage or rupture inside her skull, and her elevated blood pressure was in keeping with such a catastrophe. I scribbled out a request card for a scan of her head, and called a porter to take it to radiology.

Left alone with the patient, I now examined her for any other clues to her sudden collapse. Her heart and lungs sounded perfectly clear, and her abdomen was soft. Her reflexes were intact, but when I used the bottom of the tendon hammer to scratch the soles of her feet, her big toes moved up instead of down. This was an ‘upgoing plantar response’, a sign of serious nervous system dysfunction. I noticed now too that her face was a little red, and when I pulled her eyelids back I saw that her pupils were large. The red face I ascribed to her elevated blood pressure; I didn’t have an explanation for her pupils, but it seemed academic given what was surely happening inside her skull.

I checked a quick venous gas, which gave no further clues, and sent some routine bloods to the lab. By the time I had done those things, the porters arrived and took the patient round to the scanner. Twenty minutes later they wheeled her back into the resus room, and I took the notes from her trolley to read the radiologist’s hand-scrawled report. It said simply: CT Head – No abnormality detected.

This was not the good news it might seem, and likely meant that the scan had simply missed an early clot. Realistically, the only other possible cause for the woman’s unexplained collapse was that she had somehow ingested a powerful toxin. That seemed hard to square both with a wedding anniversary lunch and the blood tests that had by now all come back as normal.

Whatever terrible fate had befallen her, my patient was continuing to deteriorate. Her blood pressure had continued to climb, her oxygen saturations had begun to fall, and she had now spiked a fever. A fever often signals infection, but my patient’s collapse and normal blood tests meant a more likely explanation was that the mischief afoot in her brain was now interfering with her body’s ability even to regulate its own temperature. Nonetheless, an infection was a potentially treatable cause, so I had the nurse set up for a lumbar puncture, wrote the patient up for drugs to control her blood pressure, and called the intensive care unit. The duty anaesthetist grumbled that the scan had obviously just missed something and we’d only be delaying the woman’s inevitable demise, but grudgingly agreed to come and assess her.

By now the patient’s husband had arrived, and I went out to speak to him. He mostly seemed relieved his wife’s collapse was not due to an allergic reaction to a banoffee pie he’d insisted they share. It took me some time to communicate how sick she was, and that her problem might not actually be fixable. When I asked if his wife had taken any medicines or other drugs, he shook his head: his wife, he told me, was ‘a real hippy’, and getting her to take even so much as a paracetamol was a challenge.

I took the man in to see his dying wife, and then went and had the switchboard call Dr Sudbury at home. She listened in silence as I told her about the woman’s stupor, upgoing plantars, red face, and dilated pupils. Only when I had finished speaking did Dr Sudbury sigh wearily and say that we could not always save everyone. She at least did not ask me why I had admitted the patient, nor instruct me to discharge her.

I was preparing for the lumbar puncture when my new colleague Amelia passed through resus. Amelia was ostensibly my on-call partner for the weekend, but it had been so busy we had barely seen each other. Amelia asked how I was getting on, and I told her I was going to survive the weekend, but I wasn’t sure my patient would.

‘Her face looks quite red,’ she remarked.

I mumbled about the woman’s blood pressure being up, but instead of reassuring Amelia that I had the situation under control, this information seemed only to intrigue her. She moved closer to the patient, leaned down, and pulled back her eyelids.

‘Pupils are large,’ she said.

‘Yes. Her plantars are upgoing too,’ I replied, irked at the implication that I might have missed those findings. If Amelia caught any shortness in my tone, she ignored it.

‘And she feels warm?’

‘I’m doing a lumber puncture to rule out infection,’ I said, by now actively hoping this would end Amelia’s interest. I had already provided Dr Sudbury all this exact same information, and even she – who had decades more experience than Amelia and I combined – had not been able come up with a unifying diagnosis.

‘So, high blood pressure, red face, dilated pupils,’ Amelia continued. ‘Has she passed urine?’

‘I don’t know,’ I admitted, a little embarrassed I’d not had a nurse catheterize the patient yet. Amelia then leaned over the woman and percussed her lower abdomen. The difference between the dull and the resonant notes she elicited reached me across the room.

‘Her bladder is full,’ Amelia said. ‘Which I suppose means she’s “red as a beet, dry as a bone, blind as a bat, hot as a hare, full as a flask.”’ I’m sure you already thought of this, but do you think there is any chance this could be anticholinergic syndrome?’

I stopped and looked at Amelia then. She was about the same age as me, and was dressed in a blouse and a skirt that stopped a little above her knees. Her eyes were hazel beneath the thick black-rimmed glasses that were inexplicably fashionable in those days, and her shoulder-length brown hair was held back with an Alice band. A stethoscope hung around her neck in a mirror image of the one around mine, and a reusable torniquet likewise dangled from one of her belt loops. Put another way: Amelia looked just like every other junior doctor working the weekend shift up and down the country, and really had no business presuming to offer such an obscure diagnosis on an equally junior colleague’s patient.

Still, I had not considered anticholinergic syndrome and nor, apparently, had Dr Sudbury. It was a vanishingly rare diagnosis, but the phrase Amelia had just recited was one I too had learned by rote back in medical school, and my patient certainly had all the symptoms. Fortunately, anticholinergic syndrome is caused by overdose, so I had inadvertently already covered myself.

‘Her husband says she won’t even take paracetamol,’ I told Amelia, failing to entirely hide my pleasure at disproving her theory.

‘Did you speak to him yourself?’ she asked.

‘Of course I did,’ I said. ‘Poor bastard is in the waiting room.’

Amelia nodded and left. I assumed she had gone to get on with her own work, but five minutes later she returned to resus, picked up my patient’s handbag, and emptied its contents onto the counter: lipstick, tissues, coins, a purse, and a small glass vial labelled ‘Flower Power’. Amelia held the bottle out to me and pointed to the small print words ‘Active Ingredient – Atropa Belladonna’. My patient, who would not even take paracetamol, had inadvertently poisoned herself with belladonna, one of the most powerful anticholinergic drugs on planet Earth.

‘Thank you’ I said, and actually meant it.

‘Just a lucky guess,’ replied Amelia. ‘It’s always easier to be the second pair of eyes.’

Now that Amelia had made the diagnosis, the duty anaesthetist was only too happy to take the patient to the intensive care unit. He commenced her on a physostigmine infusion and she woke up two hours later, entirely intact but furious at what she called the ‘unwanted imposition of conventional Western medicine.’

After handover that night, I did not return to the residence, but took a bus through the East End to attend the first of my weekly counselling sessions with the Reverend Murdo McKendrick. That he was Scottish like me was merely coincidence, as he had simply been the only counsellor on the General Medical Council’s approved list who had immediate availability and had been willing to see me in the evening. I soon found out why.

The Reverend McKendrick was in at least his late seventies, had pure white hair and a bright red face, and conducted his business from a one-bedroom flat above a kebab shop in Bethnal Green. He seemed to want me to think this place was merely his ‘consulting rooms’ – he kept referring to it as such – but it was obviously also his home. I had to use the bathroom to provide my urine sample, and his denture-cleaning supplies alone told that story. His rosaceous nose, the spider naevi on his face and the half-drunk bottle of whisky in the bathroom cabinet told another. Much later, I would discover that the Reverend McKendrick had long since been defrocked, and the sessions in which we addressed my previous addiction were his sole means of financing his own current one.

The good news was that he seemed to have even less interest in counselling me than I had in being counselled. That first week – and every week thereafter – he began by making a lot of small talk about the Scottish football I still vaguely followed. I swiftly learned that if I remained perfectly still and silent, the Reverend McKendrick would eventually talk himself into a slumber, his voice slowly quietening like a radio whose batteries were running flat. I would then sit motionless until I could wake him to inform him that our hour was over and thank him for another life-saving session. He got paid enough to keep him in Whyte and Mackay, and I got to remain on the medical register, so the arrangement suited us both.
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Rickets. Tuberculosis. Dengue fever. During my first few weeks at St Luke’s, I saw more unusual diseases than I had in my entire career in Scotland. I even diagnosed scurvy, a condition so rare that even Dr Sudbury briefly seemed impressed, but before I’d finished explaining how I had made my leap of deductive brilliance she was already discharging the next patient.

I could not blame her. The reason the junior doctors had been withdrawn from St Luke’s was that the consultants had simply been far too overworked themselves to ever take much notice of them, and having fewer doctors around had only exacerbated the primary problem. As long as the patients were clerked, and the nurses didn’t complain about any of us too much, the consultants were mostly grateful to us simply for being there.

There should have been twelve of us junior doctors in the medicine department, but my arrival had brought the total up to only nine. I got to meet these new colleagues of mine in the resuscitation room, at handover, and in the mess. We each had our reasons for working at St Luke’s, but nobody else’s seemed to be that they had been caught stealing opioids in their last job.

Rather, Glen had failed his membership exam and was treading water while he retook it; Saz was locumming to pay the bills while her children were young; Rami had been a neurosurgeon in his native Iraq but the UK had refused to recognize all but the most basic part of his training; Joanne’s periodic bouts of psychotic depression had seen her booted out of several more prestigious rotations; Colin was supporting himself while he pursued an improbable alternate career as an opera singer; Kwame seemed simply to have been standing too near a notoriously unfortunate case and had been forever tarred by association; Marianne had been a consultant paediatrician but had decided she hated children so was now retraining. Physicians, heal thyselves.

Only one of our number was not like the rest. Amelia was a Cambridge graduate from somewhere in the home counties, had already passed her membership and could have landed a job at any hospital in the city; she had actually chosen to work St Luke’s, in order to obtain the hands-on experience she would not get at a more prestigious institution. Where else, Amelia had earnestly asked us in the mess one day, would she get the chance to insert chest drains and pacing wires without supervision? The rest of us – who lived in perpetual fear of being paged in the middle of the night to do such terrifying things – only shrugged. Where else indeed?

Amelia had the encyclopedic knowledge of a textbook author, a mind as logical as an algorithm, and the energy of an amphetamine addict. The first part was at least understandable, for Amelia once accidentally let slip that her tutor at Cambridge had been Professor Sir Smithfield of Smithfield’s Textbook of Human Disease fame. Her knowledge and mind were put to good use at St Luke’s, for Amelia was already such a sharp diagnostician that even the consultants sometimes requested her opinion on difficult cases. Still, it was her energy that was the most unfathomable to us, her supposed peers. After a long day on admissions, Amelia would frequently arrive at handover already in her running gear, ready to head out on a seven-mile run. Even on night shifts, when the rest of us would have long since hidden ourselves away in the on-call room, Amelia actively trawled the wards in search of more work.

It should have made her insufferable, but somehow it all only made her endearing. None of us had ever met anybody with such a passion for medicine. It might have been easy to simply label Amelia a relentless overachiever except for one thing: her motivation in all of this seemed not a once-gifted child’s eternal quest for validation, but a genuine love for her patients, and a desire to obtain the best outcome for them.

At lunch one day, I witnessed Amelia diagnose a patient with a rare genetic syndrome by their appearance from across the canteen. If any of the rest of us had spotted it, we would no doubt have politely ignored it; in contrast, Amelia had broken the news, informed the patient of their options and scribbled out for a note for their GP before I’d even finished choosing my sandwich. Amelia wanted to be a neurologist and so her primary job at St Luke’s was on the stroke ward. She nonetheless first planned to work in the developing world, and therefore was studying for a master’s degree at the London School of Hygiene and Tropical Medicine on the weekends.

At the other end of the enthusiasm, effort, and prestige scale, my own day job was on Care of the Elderly, the hospital’s least glamorous ward. We all did so much on call that we each ended up looking after every medical patient in the hospital at some point anyway, but I had always preferred Care of the Elderly to the fancier specialties, because the old people complained far less than the other patients. Perhaps it was because they had lived through a war, and far preferred to spend their time talking about that.

The Care of the Elderly ward at St Luke’s was even named the Jack Duckton Ward after a local war hero. A plaque at the entrance stated that Duckton had been part of the British Expeditionary Force that was evacuated at Dunkirk, and he had then fought for Montgomery at El Alamein, where he had been captured by the Nazis. Due to endless bold escape attempts, the Nazis had ultimately sent Jack Duckton to the POW camp at Dachau, where he had dug a network of tunnels that allowed many of the prisoners from the concentration camp next door to escape to freedom.

Jack Duckton himself had long since died – the plaque did not specify if that had happened on his eponymous ward – but his daughter still lived locally and ran a foundation dedicated to raising awareness of her father’s heroism. Later, I found out that the proper handling of Eliza Duckton even featured in the induction manual I should have been given. The gist of it was that if she was not regularly invited to be photographed clutching her bony claws around some confused dementia patient or other for a spread in the Hackney Gazette, she would create a pretext for a front-page splash that invariably involved accusing St Luke’s of besmirching her father’s memory.

Still, Eliza Duckton’s protectiveness was understandable, for the story of Jack Duckton’s life was the most incredible tale. Indeed, the sole problem with it was that he appeared to have made almost the whole thing up. To have been at both Dunkirk and El Alamein would have required Duckton to have been in two completely separate regiments, and as far I could tell, there had never been a prisoner of war camp at Dachau. Mostly, there was the irreconcilable fact that Jack Duckton had claimed he had rescued hundreds of Jews, and yet not one of them had ever come forward to confirm his account.

If they were aware of any of this, the nurses who staffed Jack Duckton had long ago decided that their energies were better focused on the still-just-about-living rather than the long-since dead. The sister, a Filipino woman called Angela, ran as tight a ship as was possible, and really the ward’s only problem was the classic St Luke’s malady: finding and retaining staff. Angela had managed to employ a few of her compatriots, and had attempted to compensate for the remaining shortage by taking on a lot of student nurses. Unlike their medical student counterparts, who were invariably determined to prove the maxim ‘a little knowledge is a dangerous thing’, the student nurses were quietly efficient and generally lacking only in confidence.

The notable exception to this rule was a student nurse called Louise Fisher. I had heard the name and noted an accompanying eye roll a couple of times, but due to our shift patterns not coinciding, I only encountered Louise towards the end of my first month at St Luke’s. She had seemed entirely unremakable: perhaps twenty-five years old, she wore the same plain tunic as the other student nurses, her pixie-cut hair had been dyed a reddish-brown, and she was perhaps a little overweight. Probably the only remotely striking thing about Louise was that she spoke with a northern accent, but I suspected our colleagues found this easier to decipher than my Scottish one.

Dr Sudbury had originally asked Amelia to present the belladonna case at our Wednesday teaching session, but when the day arrived she instead announced that, as part of a new initiative aimed at ‘strengthening interdisciplinary collaboration’, the junior doctors’ teaching sessions would now be combined with those of the nurses. We all knew this was simply a scheme to reduce the time we were away from the coalface, and it would not have mattered except for Dr Sudbury’s final point: to demonstrate it would truly be a collegiate approach, Louise Fisher would now present the belladonna case to the combined session.

The presentation Louise gave that lunchtime was clinically fascinating, although probably not quite for the reasons she had hoped. Amelia’s brilliance in making such an obscure diagnosis had undoubtedly saved my patient’s life, but this seemed to have barely registered with Louise, who turned out to have been on secondment to the intensive care unit that day.

According to the presentation she gave, the key learning points of the case had been the IV she herself had managed to site at only the third attempt – the one through which, she repeatedly reminded us, the antidote had been given – the blood sample she had run to the lab in record time, and the phone call she had made to the patient’s husband to ask him to bring a change of his clothes for his wife.

At the end of the presentation, when Louise offered to answer any questions, Kwame asked her how it had felt to save a human life. Louise considered this deeply, and then declared that it was a great honour, but really she was simply doing what anybody with her training and expertise would do in that situation. Somehow we all managed not to laugh.

   

   
An Essential Paradox

Our lives depend on the expertise of our doctors and nurses, and we sometimes have no choice but to surrender ourselves to their secret mastery of their opaque arts. The notion that a healthcare worker might intentionally harm a patient is therefore a profoundly troubling one.

And yet a hospital is an almost perfect hunting ground for those motivated to end rather than enhance human life. It is, after all, a place filled with the weak and vulnerable, the incapacitated and the mute. It is a place where privacy is prized and secrecy is mandated. It is a place where death is an everyday occurrence.

But why would a healthcare worker ever seek to harm a patient? Apart from the many good reasons no human being should ever harm another, there is an essential paradox in healthcare murder: why undertake the years of study, and the laborious toil of daily ward work, only to undo all of those efforts with base murder?

Perhaps the answer is simply that, as a group, healthcare workers are no less flawed than anybody else. Certainly, each time a new healthcare killer is apprehended, the professional bodies rush to release statements pointing out the culprit was not a healthcare worker who became a serial killer, but a serial killer who became a healthcare worker.

Maybe this is even true, but it seems an unhelpful reflex, for to comprehend any disease one must surely first study it. For the more common maladies that study can be done with a textbook, but for a pathology as rare as healthcare murder, the best resource will always be the previous cases histories documented in the literature. From such vignettes, attempts can be made to trace the dots between the current case and its forebears, and to perhaps even find some kind of answer to the question that ultimately haunts all such sicknesses: why?

   

   
4

That Friday, I started a week of nights by doing what I always had: spending the afternoon at a matinee in the cinema. I could never sleep on the day I began nights, and a long-ago colleague had told me that his own trick was to go to the movies. It was restful, and dark, and a little self-indulgent besides. All those things were necessary before embarking on such a treacherous expedition.

There were always two junior medical doctors on the rota overnight, and that meant that every fourth week we each had to work nights. Nights week began on a Friday evening, and if there is anything more depressing than taking public transport to work as the rest of the city is celebrating the start of their weekend, I never wish to know it.

Actually, I already do know it, because things only ever deteriorated once you arrived at the hospital. At handover, your daytime colleagues would inform you how many were waiting in the emergency department, run through the day’s admissions, and tell you about any patients on the wards that seemed liable to cause trouble. And then they would toss you the arrest pagers and hurry away to their own precious weekends of sleep.

For the next twelve hours, the care of the five hundred malfunctioning human bodies currently in the hospital would be down to you and your shift partner. Technically, there should have been a registrar on-site, but they had been withdrawn too and their rota was even barer than ours. On the rare occasions a registrar was listed, they had invariably already worked that day and would work again tomorrow, so they were only available for telephone advice from home. During my entire time at St Luke’s, I never called a registrar once, and nor was I aware of anyone else who had.

Sometimes friends would ask me what a doctor actually does overnight, and the only answer I could come up with was ‘everything’. So we did all our regular daytime duties: we saw new patients in accident and emergency, troubleshot sick patients on the wards, put in lines, checked X-rays, took bloods, prescribed fluids and analgesia, ran to cardiac arrests, and – when that had all failed to make any difference – we certified the dead. There was then the extra work because nobody else was doing their regular daytime work: the phone calls to wake up the laboratory staff when you needed an urgent test; the ECGs you performed yourself because the techs worked only office hours; the patients you ended up wheeling to X-ray because the porters were on their mandatory rest break for another hour.

Finally, beyond these practicalities, there was also the unique mischief darkness visits upon the human body and brain. We all spent a lot of time dealing with its casualties: delirious elderly patients who had convinced themselves somebody was hiding beneath the bed; lungs that creepingly filled with fluid until a patient woke up drowning; anxious minds that decided they didn’t like what their own doctor had told them that morning and wanted to self-discharge against medical advice at 3:00 a.m.

Occasionally, in the small hours before the early morning heart attacks started, we’d escape to the mess for half an hour. On one glorious night, Joanne and I had a pizza delivered and even managed to eat a couple of slices before the next cardiac arrest. Mostly, though, it was a straight slog from evening handover until the one the next morning. To this day, the greatest sight I will ever see is a cleaner polishing a hospital floor at six o’clock on a winter’s morning. The sun glimpsed rising over the city might tell you when the day has finally arrived, but long before that the first sight of the day staff tells you something far more important: the long night is almost over.

Witness such small miracles seven times in a row, and you would be free. As I made my way home each morning, the number of remaining shifts would repeat in my head like a mantra: four more to go, four more to go, four more to go. Even as I drew the curtains tight against the daylight, put on my eye mask and collapsed into bed, the number would still be whirring around my head: four, four, four.

And yet soon again would come the very worst part: waking up at 5:00 p.m. in a soaking sweat and knowing that you must now do the whole thing all over again. People often spoke about feeling jet-lagged during those weeks of nights, but a week of night shifts was not disorientating in the same way that taking a long-haul flight is. It was disorientating in the same way that taking seven long-haul flights over seven consecutive nights would be. By the time it came to buckle up for the seventh takeoff on Thursday evening, I think every one of us would have happily steered the plane straight off the runway if it meant we did not have to endure yet another flight.

I have written so much about the somnambulant horror of a week of nights in the hope that you will understand when I tell you that Mrs Horsburgh’s death barely registered with me. We had come on shift to eight patients waiting and a backlog of sickies needing reviewed in the tower, so Saz and I had agreed I would start in A+E while she cleared the wards. A couple of hours later, I had admitted three, discharged two, and sold one on to the surgeons as a suspected appendicitis. I was about to start seeing the next patient when the arrest page crackled into life to announce a cardiac arrest on level seven of the tower.

In the finest medical schools, doctors are trained not to run to emergencies. The seconds saved have been shown not to improve outcome, and the idea is that by walking the doctor remains calm and can run through their mental checklists to arrive at the scene ready to take decisive action. All well and good in theory, but St Luke’s was so understaffed and sprawled over such a large area that if a doctor had not run to an arrest there would be no point in even going at all, except to certify the patient’s death.

And so I ran. In those days it was just about the only exercise I got, and I’d often arrive at a bedside feeling ready to collapse myself. At least on this particular night the lift in the tower block was working and empty, so I did not have to take the stairs. When I got to level seven, the alarm was still flashing outside the patient’s room. I entered to find Saz forcing air into the patient’s lungs with an Ambu bag, while an agency nurse performed chest compressions. Saz had only arrived a couple of minutes before I had, and the agency nurse knew only that Mrs Horsburgh had been admitted due to falls and was supposed to be going home tomorrow.

But Mrs Horsburgh would not be going anywhere now. She was frail and elderly, and the cardiac monitor in the corner was already showing a flat green line. In a cardiac arrest, the shape of the green line on the monitor is the whole game. If it is wildly oscillating, broad and fast, twisting, or even if it looks normal but is not producing a pulse, the patient’s heart is still trying and they therefore have a chance. If the green line is flat, the patient’s heart has given up, and they barely have a chance at all. There are exceptions to everything in medicine, but mostly flat is asystole, and asystole is death.

And yet we carried on with the ballet: fifteen chest compressions to two squeezes of the Ambu bag. Check the rhythm on the monitor every two minutes, and give a shot of adrenalin every three to five minutes. In between, any free pair of hands would work to get a line in, take blood, or relieve the person doing the chest compressions.

When the anaesthetist appeared, he swiftly got his breathing tube in and we switched to continuous chest compressions but still took turns to relieve each other. As always, we spoke loudly and performatively over the patient’s lifeless body about the possible reasons for their sudden demise. Was this body short of oxygen, blood, heat or potassium? Had a clot formed in the blood vessels that supplied its heart or lungs? Had air leaked into the space between its lungs and chest wall? Could some unknown toxin have done this?

In Mrs Horsburgh’s case the answer to all of the above was no, but it hardly mattered. All that mattered was the green line on the monitor. Each time we paused to look to it, we hoped it had become jagged, or rhythmic, or oscillating. But it remained resolutely flat, and flat is asystole, and asystole is death. After ten minutes, Saz asked if any of us saw any reason to continue attempting resuscitation, and we all agreed it was futile. The anaesthetist left without a word. The agency nurse said she would go and call the porters.

Saz had been in the middle of sorting out a sick patient when the arrest call came, so I offered to stay and verify the death, call the family, and write up the notes. A simple favour, one of a thousand in the ebb and flow of a week of nights, and yet it turned out to be a decision that would impact me as significantly as any other I have ever made.

Left alone, I looked around the room. The scene was the same as the aftermath of every failed arrest I had ever attended: the floor littered with used swabs and empty syringes, the oxygen still hissing from the wall supply, the monitor that mockingly showed the flat green line that had not once changed despite all our efforts. And of course, at the very centre of this all, a dead elderly woman with broken ribs, puncture marks on her arms, and a useless breathing tube in her throat that by law only the pathologist could now remove.

I turned off the monitor and the oxygen, waited for the room to fall silent, and then set about verifying Mrs Horsburgh’s death. As her demise had been unexpected, the actual death certificate would need to wait until after the postmortem. For now, I simply needed to confirm she was dead, so that the porters would come and take her body to the mortuary.

Smithfield’s Textbook of Human Disease wrote about death as if it was any other medical condition, and defined its signs as ‘the absence of any circulatory, respiratory, and cerebral function’. In practice, that meant I needed to place my stethoscope over Mrs Horsburgh’s still heart, and then her breathless lungs, and listen to the silence in each place for a full minute. It meant I had to pull back her eyelids to see that her pupils were fully dilated, and that they did not contract when I shone a bright torch into them. It meant I had to touch a wisp of cotton wool to the glassy surface of her cornea and observe that she did not blink. It was a strange process, far less sophisticated than the ballet that had preceded it, and yet at its heart was the most curious fact on our planet: half an hour ago this human being had been alive, and now she no longer was.

When I had finished, I found Mrs Horsburgh’s notes and took a seat at the nurses’ station. I wrote up the arrest and concluded my entry in the same way we all did on these occasions: No breath or cardiac sounds heard, pupils fixed and dilated, absent corneal reflex, time of death 00:34, Rest in Peace.

I then turned to the front of the file, where the next-of-kin number was a landline for somebody called Eleanor Wilson. Whoever had taken down this information had not bothered to write down what relation Eleanor Wilson was to Mrs Horsburgh, but then why would they have? It would not be them that had to call this number at one o’clock in the morning to wake up a stranger, ask them what relation they were to Mrs Horsburgh, and then inform them that Mrs Horsburgh was now dead.

Over and again in medical school we had been taught the correct way to impart bad news: to a prewarned close relative, in a gently lit room, free of interruptions and with a box of tissues strategically placed upon a table. The idea was that you first fired a warning shot, next gently established what the relative already knew, and then finally got down to it. You then gave them space to cry, and after an appropriate pause provided them with the tissues. The tissues, we were painstakingly taught, were crucial to the process, for they served as a metaphor that you could provide the bereaved with the comfort they needed at this tragic time. Finally, you asked the relative if they had any questions, gently broached the subject of organ donation if applicable, and offered them written information about bereavement counselling.

Of course, a telephone unexpectedly ringing in a hallway at one o’clock in the morning renders all of that moot. People know it is not good news, and even as you introduce yourself they usually interrupt to ask if their precious loved one has died. There is therefore no moment for warning shots nor gentle establishment of what they already know; you cannot even offer them tissues, and anyway nobody is thinking about metaphors.

It took Eleanor Wilson a long time to answer the phone, and when she did she sounded irritated, and immediately wanted to know why I was calling her in the middle of the night. Even when I informed her that I was calling from St Luke’s, she asked me if this update about her mother could not have waited until morning. I was glad for the clarification about their relationship, and wondered if her businesslike tone meant that Mrs Horsburgh’s death had actually been expected. That soon proved to have been a false hope: Mrs Horsburgh dying had simply seemed so far from being any kind of possibility that her daughter had assumed a doctor calling in the middle of the night could mean only that the doctor lacked manners.

Eleanor Wilson was distraught. She actually even screamed, although she had at least been kind enough to drop the phone first. When she eventually picked the receiver up again, she was unable to speak as she was hyperventilating. I asked if anybody was with her, and between gasps she told me that her husband was, but she did not want to wake him up. I gently suggested that he would probably like to know about this, and she reluctantly agreed to go and wake him. Mr Wilson came on the phone a few moments later and, though clearly also shocked, was able to be more coherent. Naturally, he wanted to know what had happened to Mrs Horsburgh, and I told him the truth: I had no idea. Her heart had stopped beating, and we did not yet know the reason for that. Mr Wilson said they would both come to the hospital immediately, and I did not attempt to dissuade him. I asked the nurses to put them in the dayroom when they arrived.

In the meantime, I went back to A+E to see a suspected stroke that turned out to be a migraine. After half an hour, the nurse paged to tell me the Wilsons were waiting in the dayroom.

The Wilsons were middle-aged, and the first thing that struck me was how well-dressed they were, with both of them wearing business suits. This surprised me, both because it was the middle of the night and because St Luke’s was situated in one of the poorest parts of the city. Our other patients did not generally dress like this, and nor did their relatives. I ascribed this odd formality to them wanting to show respect to the late Mrs Horsburgh, but a more observant physician would no doubt have paid more attention to the fact that Mr Wilson took notes in shorthand on a legal pad as I spoke. Dr Sudbury or even Amelia would likely have immediately deduced that the Wilsons were both senior lawyers, and perhaps more specifically that they were barristers. Back then, I barely knew the difference between the two, and the whole thing anyway entirely escaped my notice.

I offered my condolences again, and explained to the Wilsons the little that I knew: Mrs Horsburgh had been found unresponsive, and despite our best efforts, a team of experienced doctors had been unable to resuscitate her. Mr Wilson seemed to accept this, but his wife asked me again how this could have possibly happened. I reiterated that her mother’s death was unexplained, but reassured her there would be a postmortem that would hopefully provide some answers.

But Mrs Wilson was not ready to be reassured. Instead, she demanded again to be told exactly what had gone wrong. She was so distressed it was hard to give her the most truthful answer: sometimes people die. Her mother had been eighty-four years old and it was not, as I now pointed out as gently as I could, entirely unheard-of for eighty-four-year-olds to drop dead. Mrs Wilson countered with the insistence that her mother had been fit and well and had walked five miles every day. Her mother’s own consultant had cleared her for discharge, and Mrs Wilson could therefore only conclude that ‘something must have gone very badly wrong here.’

Again, I explained about the postmortem, and how it would hopefully provide the answers Mrs Wilson was seeking. Most bereaved families got squeamish at this point, and asked how invasive the procedure needed to be; by contrast, Mrs Wilson’s sole concern was whether the postmortem would be sufficiently thorough. I tried to reassure her that she had nothing to fear in this regard, but Mrs Wilson was insistent on knowing the details. Eventually, I just had to tell her the gory truth: every single organ in her mother’s body would be removed, weighed, measured, and dissected before being put back inside her like a macabre jigsaw puzzle. Mrs Wilson went quiet for a moment, then nodded her approval. It seemed to be the first thing I’d said that she agreed with.

The Wilsons wanted to see Mrs Horsburgh’s body, and so I warned them of the expected changes: Mrs Horsburgh would feel cold to the touch, they might notice that her body now felt stiff, and the breathing tube would still be in her throat. They confirmed they understood all of this, and I showed them into the room.

The nurses had tidied up, turned on the bedside lamp, and tucked Mrs Horsburgh’s corpse into bed. I’d hoped that this might help, but when Mrs Wilson emerged she was only more distraught, and stated that her mother ‘looks so alive, she should still be alive’. Again, she insisted that something must have gone very badly wrong for her mother to have died. For his part, Mr Wilson wanted only to know the name of the doctor who would be performing the postmortem. When I told him it would be Dr O’Leary, St Luke’s sole consultant pathologist, he wrote this down on his notepad. Both the Wilsons then gave me their cards, which was when I found out that they were barristers.

The rest of the night shift passed in the usual interminable maelstrom. At morning handover I informed Dr Shazeen, St Luke’s stroke physician and Mrs Horsburgh’s consultant, of her passing. He reacted to the information in the way that one might to a news report of a distant war: sad, but what could you do? His ears pricked up a little when I mentioned that the family seemed to have concerns, and far more so when I told him Mrs Horsburgh’s daughter and son-in-law were both barristers. Dr Shazeen said he would have Amelia call them to smooth things over, and I agreed that was a good idea.

Three more to go. Three more to go. Three more to go. I went back to the residence and slept the sleep of the dead, before coming back that evening to do it all again. I made it through to the end of the week in the same way I always had: by vowing this was the last time I would ever do this, and that I’d surely quit before I ever did another week of nights. I never did quit, of course, because almost nobody who becomes a doctor ever quits anything.
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