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There are times, as you know, when if you leave someone alone he might live a year or two; while if you go in you might kill him. And the decision is often…not quite, but almost…arbitrary. But the odds are acceptable, provided you think the right thoughts. Or don’t think at all, which I managed to do till then.

—Walter, a general surgeon, in Arthur Miller’s The Price
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When I meet someone for the first time in a social setting and reveal (sooner or later) that I’m a surgeon, the reaction is often something close to awe (at least among those who don’t spend their days in the world of healthcare). This unearned respect can be flattering, but the truth of the matter is I’d rather have my new acquaintance realize that I’m a human being, that I’m not perfect, that I’m not a demigod, and that surgery (as well as the rest of medicine) is an art as much as a science. And some days, calling it an art is a stretch.

Becoming a surgeon was the most difficult thing I’ve ever done. The training is designed to test your mental and physical endurance as much as your intelligence or skill with a scalpel. Those without a deep reservoir of desire and drive need not apply. Yet— once through the fire, the years and years of school and residency— working as a surgeon has provided the most exhilarating times of my life. I wouldn’t trade it for anything. Most days, that is . . .

On the good days, I delight in being a member of a unique club of extraordinarily talented, complex, brilliant, driven, and compassionate professionals. We’re saving lives. On the bad days, I realize I’m part of a world inhabited by flawed, greedy, egotistical, and insecure practitioners (and I include myself in that description). We’re making mistakes but (usually) correcting them before lasting damage is done. The middle ground looks like this: I get to work with a motley crew of healthcare professionals, surrounded by diseased organs, blood, pus, and guts, in a room without windows hidden behind a set of swinging doors, where we spend too much time on our feet but get to improve the quality of someone’s life or (maybe) extend someone’s life. At the end of the day, it usually feels pretty good.

My profession is complex and complicated. It demands a dedication to a way of life that is like no other. For me, the road leading into the operating room is a lonely one, the path to a place where I am responsible for all that transpires, be it good, bad, or complicated. Most days in the O.R. do go well (thankfully), whether the crew and I experience exhilaration, fear, boredom, satisfaction, or humiliation before we call it quits.

I love being a surgeon. I love being able to make a clear, tangible difference in the quality of a person’s life. Sometimes I even save a life. I am honored every time a patient comes to me, and I’m humbled at the trust that’s given. Confessions of a Surgeon is my love letter to all of them, but it’s more than that, too. What you have in your hands is the result of my desire to share an honest, open look at this startling profession, an occupation so unfamiliar to most it may as well be taking place on the moon.

More than thirty million people a year in this country enter hospitals to undergo surgery, for conditions including bad joints, clogged heart arteries, and diseased gallbladders. Once you are wheeled into an operating room, a host of factors— the most important of which is your surgeon— come together to influence the condition in which you will leave that room. I’ve long wanted to push open the O.R. doors and show the public the mysterious place where lives are improved, saved, damaged, and, sometimes, lost. I wrote this book to take you right up to the operating room table and give you an up-close view of what I see as a surgeon. I want you to meet the person behind the surgical mask.

I also want you to get a glimpse of the array of demands and constraints and desires that tug at working surgeons today: A patient’s conflicting family members, each with a different idea of how a loved one’s condition should be addressed. Repugnant criminals whose lives you are charged with saving. Lawsuits. The uneven, nonsensical reimbursement system. The cost of running a business (most surgeons are in private practice and, therefore, running a business). Practicing surgery today is much more than being a surgical professional— and a lot of it is stuff we never bargained for in medical school.

This book is my story, and my examination of a unique occupation— truly a “calling” in many respects— that requires years of arduous training, followed by years of arduous work, where fatigue and malpractice lawyers take turns attempting to distract us from the job at hand: a person’s life.

What in the world possessed me to write this book? This question has floated through my mind ever since the idea was conceived. Even now, I ask myself. I ask, yet I continue to write. I write because I seek the truth about myself and about those I have affected, for better or worse. I believe the truth will set you free. It has for me.

Paul A. Ruggieri, M.D., F.A.C.S.
March 2011


Chapter 1
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The Making of a Surgeon

The first two fingers of my right hand were rigid with fear, frozen in position. My crisp white doctor’s coat was beginning to wilt from the sweat racing down my back. The tension in the room was rising. I simply had no idea what my next move should be. Stay calm, keep it together, and listen, I told myself. Just focus on the task in front of you.

I was a newly minted third-year medical student, officially “licensed” to lay my hands on patients. It was about time. We were all champing at the bit. With just two years of medical classes behind me, I was ready to be a doctor and, ultimately (I hoped), a surgeon. I was looking forward to touching a live human being. The surgeon in me was looking forward to making that first scalpel cut. Today was a day for touching; cutting would have to wait.

All of us had been prepped, briefly, by our professors for this “special” day, but nothing too specific had been shared. The vagueness seemed a little odd, but we were there to learn, not question. In retrospect, seeing how a person handles the unknown was (and still is) part of the making of a surgeon. Thinking quickly and making judgments under stress—with very little time to evaluate—are the hallmarks of a surgeon’s daily life.

Most of my classmates were lined up with me. We stood outside two doorways, like city workers waiting to get into a deli at lunchtime. There were no pastrami sandwiches, however, on the other side of those doors. The rooms ahead of us were filled with operating room tables and live patients. As I stepped into the first room, lunch was the furthest thing from my mind.

The “task” in front of me, on which I was trying to focus, was a female “model” hired by the medical school. I could feel the tension in my fingers migrating into my arm, neck, back, and legs. How in the world is this going to make me into a surgeon? I thought, trying to justify my insecurity. I don’t need this. I struggled to avoid eye contact with her.

“Hello, Dr. Ruggieri.” I could smell the whiff of sarcasm in her voice. I always hated being called this, knowing that in reality I was one step ahead of a glorified graduate student. The calmness of the female voice directly in front of me jerked my ego back into place. “My name is Roxanne. Please move your fingers in deeper and gently place your left hand here.” She grabbed my stiff left hand and placed it just above her pubic bone. I was unable to utter a word. “Now, sweep your right two fingers to the left and simultaneously put pressure down with your left hand. Can you feel my right ovary as it moves across your fingers?” I nodded sheepishly, stuttering something resembling a yes. Hell, in this situation, I wasn’t going to feel an ovary if it hit me between the eyes. I tried to focus, tried to fight off the mental and physical distractions. The whole thing felt like a bowl of warm jelly.

This was my first clinical pelvic exam and, in my mind, I was failing miserably. The situation was out of my control. My fingers, arm, and neck were so tensed up I would have admitted to anything to get the “exercise” over with. We were eyeball to eyeball, my right hand deep in dark territory. Her legs were in stirrups, while mine were about to buckle. Her confident voice was trying to educate me while I was privately praying for a power failure. I was experiencing very mixed emotions. Just three years earlier I had been working as an ironworker, saving money to attend medical school. My hands were constantly being traumatized by wire and metal rods. Interestingly enough, the guys I worked with then regularly discussed their “examination” of various parts of the female anatomy. Although, their “exams” were in a somewhat different setting from the one I now found myself in. Now, my gloved hands probed into a living stranger’s body while a voice directed their every move. It was all very surreal. I felt uncomfortable on several levels. For one thing, my fingers were stuck in someone’s vagina and I didn’t know what the hell I was feeling. For another, I was shy about where I was, because my overall experience with women was not as robust as that of some of my colleagues.

When Roxanne was through with me, I was allowed to move on to the next clinical lesson: a male model, in an adjacent room, ready to educate me in the art of…well, you get the picture. Needless to say, I was traumatized by the entire experience and continue to have occasional flashbacks when I see a stirrup in the operating room.

When it was over, I had learned two valuable lessons. The first: I was not going to be a gynecologist. This was one part of a person’s anatomy I did not want to make a career out of. The second, and more important, was being introduced to the milieu of a surgeon’s daily life: dealing quickly with the unknown, facing one’s insecurities and even, sometimes, one’s humility. Looking back, I believe the entire experience was orchestrated not to fine-tune our clinical ability to perform an adequate pelvic examination—it was, rather, the first of many lessons that would introduce us to the world of clinical stress, assessing the unknown and reacting to the best of our abilities. The making of a surgeon had begun.

///

We had named her Tilly. She reminded one of the members in our group of his Aunt Tilly, so the name stuck. Welcome to the family.

Tilly was our dissecting cadaver, introduced to us during the first week of anatomy class, a woman whom we would get to know intimately over the next five months. A woman who, even in death, would contribute to the making of several surgeons throughout the weeks ahead.

She was probably in her early seventies when she died, willingly donating her body to the future doctors of the world. We knew nothing else about her. We did not know how she died, where she came from, or who her family was. Her face and body appeared well-preserved, gold fillings and purple nail polish neatly intact (the nail polish was a little freaky). If it weren’t for the lingering odor of formaldehyde, we would not have been surprised if she sat up suddenly and offered us some fresh baked cookies.

Yet despite these aspects of parts of her physical appearance, she did not look human. She was not real. How could she be? Her face was constantly covered, while the rest of her body was completely exposed. Our work began on her torso, moved to her extremities, and reserved her face for last. We had no human connection to her, nothing to prevent us from calmly carving her up like a turkey, body part by body part, over the next five months. It was all in the name of learning, of course. The six of us were on a mission to learn human anatomy at any cost.

In addition to mastering the rigors of the class work, first-year human anatomy forced many in my group to face previously foreign thoughts and emotions. Before meeting Tilly, I had never been personally introduced to death. Up to that point, death had not touched my life. Now, as soon as the sheets were removed, I was face-to-face with death and did not have the experience or desire to process its meaning. Who does? None of us welcomes death or is eager to face it, no matter how it presents itself.

To me, Tilly was not dead. She was very much alive and helping me become a surgeon every day during anatomy class. Some of us talked to Tilly during our dissections. In essence, she truly was a member of our family: six medical students trying to survive anatomy class. We spent so much time with her that she was even introduced to our extended family. One of my best friends today was a classmate I met during the first days of medical school. We were both assigned to Tilly, brought together by the first initial of our last names. Steven Rockoff (now a practicing urologist—with that name, what else could he be?) was one of my dissecting partners, one of the group of six. He became so enamored with Tilly that one evening he brought the woman he hoped to make his wife to meet her.

They made plans to meet in the cadaver lab late one Friday night, where Rock planned to impress her with his lab coat and knowledge of human anatomy. It was one of their first dates. Elaine was a nursing student at Georgetown University, and “Rock” was very interested in expanding their relationship. I’m not sure Elaine was as eager. As medical students, we were at the bottom of the dating food chain. Working nurses would not give us the time of day while we were in the hospital. Our earning potential was just a faint silhouette on the career horizon. Plus, they were smarter than we were. Surgical residents, on the other hand, were the hunted ones. They were closer to realizing their earning potential, closer to the real world. So with this reality, we focused on impressing nursing students. Rock’s cadaver date was a success (in thanks, partly, to Tilly), and Rock and Elaine married several years later. They have now been together for the better part of twenty years and have four beautiful children. Even in death, Tilly was alive, bringing people together.

What does medical school have to do with the making of a surgeon? Not a whole lot. Yes, it is a place to start, a place that inspires you to study hard. Yet in many ways you are coddled, protected from any real responsibility. It is truly just the beginning of a unique journey that takes a lifetime to complete. I was very happy to be there, because I failed to get into medical school the first time around. That wasn’t the first time I had experienced failure, and it was not going to be the last. Experiencing failure along with success helps a developing surgeon stay grounded and humble—especially important in light of the pedestal on which society soon places you.

Medical school provided me with the basics of human anatomy, physiology, and clinical diagnosis. I was ready to move on to the next level of training and responsibility for patients. It also provided me with a lot of financial debt. (Years later, I would find out how real both the debt and the responsibility were.) Similar to surgical residency, medical school was actually a test of students’ mental ability to adjust to the mass of information thrown at them. The medical school gods wanted to see who would thrive in this environment of information overload. Although there was much more at stake during surgical training—such as people’s lives—medical school was a contest of survival of the fittest. Not everyone made it; there were those who survived and those who were left behind.

Even in the clinical years—learning how to interview patients, diagnose disease, and care for patients—the curriculum was, indirectly, herding us into the specialties we would eventually choose. I wanted to be a surgeon. This fact was clear to me on the first day of medical school. I wanted to use my hands to cut out disease. I wanted to use my mental and physical skills to get instant results with patients. I could see that surgeons were independent thinkers, relying only on themselves for success. Surgeons were gods. They also appeared to make a lot of money. I wanted to be a surgeon. It was during this year that we were exposed to every specialty in clinical medicine, as varied as ob/gyn (which I immediately eliminated after the “teaching” pelvic exam) and psychiatry. During each specialty rotation, we clung to the coattails of residents in training, gaining experience in a different section of clinical medicine each time. The hope was that these experiences would trigger a career choice. I still recall one clinical rotation that triggered some serious exercise.

I was rotating through psychiatry with my good friend Rock when one of our patients escaped the ward. Rock had just finished interviewing the patient. I am not sure what Rock had said but the patient took off, running into the parking lot, screaming to the high heavens. Like the would-be surgeons we aspired to be, we had to act—and quickly. We took to the chase. Rock made the initial tackle and I subsequently piled on. It was a beautiful thing, white coats, dirt, and a psych patient all in a scrum. We returned the patient to the ward, hailed by the nurses as the conquering heroes. Our physician psychiatry mentor, however, was not pleased. “What the hell were you guys thinking? You’re medical students, for God’s sake.” She never liked us, from the beginning.

“Well, Dr. Bernards,” I paused, “we want to be surgeons, so we reacted like surgeons.” That was the wrong thing to say. Our short career as budding psychiatrists ended on the pavement in the parking lot.

The making of a surgeon really began during my surgical rotation as a third-year medical student. It was during these six weeks of information overload, long hours in the operating room, and time “on call” (caring for patients while the rest of the world slept) that a career started to take shape. It was during this rotation that I got an addictive sweet taste of being a surgeon. As on the other rotations, I gained my experience by following the surgical residents around, begging for responsibility, which was given in very small increments and at their discretion. By the end of my surgical experience during medical school, I could barely tie a knot and would have been hard-pressed to dissect my way out of a paper bag. There simply was not enough practice to acquire those skills. But the truth was I didn’t need them yet. Those lessons were ahead of me.

Surgeons are independent doers, ready to act. They prefer not to ask for help, thank you, or to place trust in much outside their own abilities. They work hard, expect perfection, and do not accept excuses. To the residents, some surgeon mentors were decent human beings; others were tyrants. Personalities aside, the central fact was this: Surgeons use their hard-earned physical skills to get results in the operating room (or create their own problems). They rely on themselves for success or failure. They are the captains of their ships. They do not need or want to rely on medication or another person to improve the quality of a patient’s life. Surgery is a specialty of instant gratification, for patient and surgeon alike.

As a third-year medical student, I was in awe of the surgical residents’ stamina and ability to function on very little sleep. This was what I wanted to be. I wasn’t interested in caring for the “whole” person. I did not have the personality—or the brains, for that matter. I greatly admire my internal medicine colleagues for their thinking abilities in the face of so much information to process. I wanted to be the type of doctor who came in immediately and, despite adversity, made a perfect mark, soon after which I’d leave and forever be remembered as the conquering hero. It would be a straightforward and satisfying career. Little did I know what lay beyond the protective walls of medical school.

I was a first-year surgical intern at a major teaching surgical program in the Midwest, fueled by coffee and motivated by the desire to be the best. It was twenty-four hours on and twenty-four hours off in the emergency room for six weeks. I mostly slept during the twenty-four hours off, getting up long enough to shower, shave, get some exercise, and eat. Meaningful relationships? Forget about it. Sex was a distraction and out of the question.

As a surgical intern in the emergency room, I was the first line of surgical defense. The first to lay hands on any surgical patient that entered. There was no one with me, no one to offer support. I was it. On one of my first days, I noticed the multitude of medical interns scurrying about, all helping one another in caring for the “medical” patients that came in. There was plenty of support on the medical side, but I, the surgical intern, was an island unto myself.

If someone came through the emergency room with a surgical problem, I was the one to make the diagnosis. I was the one to call the surgical team if an operation was needed. I dared not ask for help during the process of evaluating someone; it would have been considered a sign of weakness. It was never a spoken rule, but showing weakness of any kind was out of the question. It wasn’t an option. Everyone who wanted to advance understood it.

Mr. Williams was one of the first patients to test my young clinical skills in surgical diagnosis when he checked in with the complaint of abdominal pain.

“Doc, I have this pain down here in my pelvis and it’s getting worse.”

I quickly looked him over, examined his abdomen, and silently reviewed what the leading diagnoses could be. Appendicitis? Maybe. Diverticulitis? Possibly. Could be a hernia. I kept whispering to myself, going over the differential diagnosis of abdominal pain I had learned as a medical student. “I think we need to get an x-ray of your abdomen and take it from there,” I told him. I was eager to make the correct diagnosis and serve the guy up to my chief resident for an operation.

The man silently agreed. I sensed there was more to his story but just didn’t have time to pursue it—another patient had just checked in with a laceration to his forehead. He was bleeding all over the floor and needed quick attention. I quickly stemmed the bleeding with some pressure and, with the help of a nurse, sutured the man up and sent him packing. I then made my way over to the x-ray department to look at Mr. Williams’s abdominal films.

“Mr. Williams,” I said as I slapped his x-rays up onto the lighted board in the room. He was pacing. “Can you tell me what this thing is and how in the world it got there?” I pointed to a buoy-shaped bottle deep in his pelvis.

“Listen, Doc, it was an accident.” He was looking at the floor, shuffling. “I was taking a shower. Next thing I know, I slipped on a bar of soap and landed right on this bottle of cologne, you know, Old Spice cologne. The thing went right up my butt.” He was unable to look up.

I was speechless and not interested in finding out more. I did not want to know. In many cases, I don’t want to know the specifics. Just show me where the problem is so I can fix it, remove it, rearrange it, drain it, or pass you on to someone else. All those fancy surgical diagnoses swimming around in my head were blown out of the water. Forget about impressing my chief resident with a methodical approach to a working diagnosis of acute appendicitis. All I’d had to do was examine the man’s rectum and my fingers would have made the diagnosis. The man had a bottle of Old Spice cologne stuck up his rectum. This was his diagnosis—not standard reading in any surgical text I had come across.

Out of embarrassment, and disgust at myself, I just motioned for him to turn around and drop his pants. My gloved, lubricated finger was not going anywhere. Clink. “Yes, sir. You definitely have a bottle wedged up there. And it’s not coming out. We will have to put you to sleep in the operating room to get this thing out.” He didn’t care and I was through caring. Problem identified and soon to be solved. He just wanted it out and I needed to attend to the next patient, and the next patient, and the next.

During the next six weeks of this surgical rite of passage, I inadvertently stuck myself twice with contaminated needles, briefly nodded off in the middle of suturing a leg laceration, accidentally punctured a guy’s femoral artery while trying to draw some blood, and broke up a fight between the family members of a guy who came in with a stab wound to the abdomen. I was slugged in the head by a delirious patient in an alcoholic rage, spat upon, coughed on, vomited on, farted on, bled on, and mistaken for an orderly. My patients were kind enough to introduce me to maggots, leeches, roaches, ants, and an array of kitchen utensils lodged in the most unsuspecting places on their body. All I wanted to do was survive.

How does the training system in this country turn a raw medical school graduate, with few or no surgical abilities, into the masked surgeon you see in the operating room before you are put to sleep? The making of a surgeon during surgical training is a high-stakes survival test, not necessarily mastered by the brightest but rather by those who are driven, who find a way to get things done in the face of emotional and physical adversity. It is an experience that brings out the best (and the worst) in everyone involved. You are cast into a chaotic environment that initially breaks you down to a hollow, humble shell. Then, if you progress, the shell is gradually filled in with morsels of self-confidence, patient-care knowledge, and hands-on surgical experience. If you qualify, the system embraces you with open arms, encouraging you on with glimpses of the dazzling trappings of success that await. Once you are part of this exclusive club, the rules, indoctrinations, and peer pressure shape your thinking, hold you hostage, and, finally, steady your hand with each stroke of the scalpel.

Surgical training is called “training” for a reason. You are there to learn how to operate competently and care for the surgical patient. Like most training programs then and now, the premise is to expose you to more responsibility each year while you work, supervised by those above you. With each passing year, I was given more responsibility to operate independently but always under the watchful eyes of my peers. Because we were learning “on the job,” mistakes did occur. Any surgeon can regale you with accounts of surgical mishaps during training days: operating on the wrong body part, inadvertently cutting into the wrong organs. To this day, I can still see the faces of the patients who died while under my care, patients I failed. Finally, after five years of intense training, I had amassed the skills to operate and care for patients independently.

I can describe, with one word, the driving force behind my five years of surgical training: fear. My training program was ruled by a chairman who had roots in the dark ages of the old surgical guard. Up until the late 1990s, many of the top general surgical training programs still resembled those from the old school of thinking in their structure, competitiveness, and abusiveness. These programs were brutal in their workload, often bringing you to the brink of mental and physical exhaustion. One of the brightest and strongest in my class was brought to his knees by the pressure while on call in the cardiac surgery service. This resident seemed indestructible, or so we all thought. One night, one of the nurses paged him. No answer. He was eventually found in a fetal position in the call room, useless to anyone. He ended up becoming an anesthesiologist and lived happily ever after. If it didn’t kill you, surgical training made you stronger.

Times have changed for residents. It all changed because of the unexpected death of a patient in a New York city hospital in 1984. Libby Zion walked into an emergency room, ill and looking for care. She left in a body bag. Her father was a high-profile citizen of the city and would not accept the initial explanations of her death as fact. At his legal and political urging, state authorities investigated the details of Libby’s care (helped along by his vigorous lawsuit). In the end, the legal case and investigation uncovered what most residents already knew and lived.

Libby Zion’s death exposed the exhaustive pressures and lack of supervision that were the norm in many training programs, both of which increased the potential for serious mistakes, and led to reforms including the number of hours residents could work continuously without sleep. Libby’s death ultimately closed the door on residencies rooted in the old way of thinking: “Survive no matter what the circumstances.” Initially, in the late 1980s
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