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Preface


My chief aim in Cracking Chests is to
tell the tale of the origins and developments of chest surgery; to follow the
passage of one surgical specialty, thoracic surgery, from infancy to
maturation. This is less a formal history than the story of the events and
surgeons that made a difference. Most books that explore the evolution of
surgical thought and practice were written for a medical or even a solely
surgical audience. This book differs. It may engage surgeons and other
physician readers; however, my priority is a book which is accessible to all
readers.


As a chest surgeon, I want the reader to
appreciate not just the “facts” but the personal element: what and who was responsible
for the incremental development of chest surgery. Earlier books have been
written about specific surgeons (The Knife Man about John Hunter, and Genius
on the Edge about William Halsted come to mind), about patient experiences,
and other surgical specialties, but none focus on chest surgery as this book
does. I think it’s time.


Thoracic surgery was built on primitive and
tentative surgical advances and only blossomed when necessary prerequisites such
as anesthesia and antisepsis matured. I have used my own experiences—the four
years of medical school, residency training, and career in academic thoracic
surgery—to illustrate what it means to be part of this profession and culture.
How are today’s thoracic surgeons trained, what diseases do they treat, what’s
it like to be part of this profession? Accordingly, there are reminiscences
from my training, practice, and patient encounters woven into stories of the
origins and development of thoracic surgery. One of my goals is to infuse the
past with an immediacy and relevance that can be lost in more single-minded
histories—to link historical events with modern clinical practices.


The thorax, the chest, is the realm of
thoracic surgeons who practice thoracic surgery. What are surgeons doing when
they operate inside a chest? How were these operations developed? What were the
challenges and how were they surmounted? What do the “rocks and sticks” in the
title have to do with these things? This book answers questions like these for
the curious lay reader, especially those who have personally experienced, or
had a friend or relative need, a chest operation. Viewers of TV shows featuring
surgeons will be intrigued to learn that the real life of surgery, past and
present, is equally full of drama and intrigue.


There is something literally visceral about
the reaction to and curiosity about the operations that constitute surgery and
the people who perform them. It is a challenge to picture being a participant
in an operation; to envisage what it’s like to take a scalpel and cut open a
chest to remove a cancerous lung. Are you even certain what the esophagus is,
what purpose it serves, and how it functions in the act of swallowing? I doubt
that imagination is lacking but the necessary background is harder to come by.
This is why I want the reader to get a sense of what thoracic surgeons do and
how chest surgery got to its present state.


Part of my motive is to bring recognition to
the remarkable pioneering people who persisted in the face of societal,
religious, and technical challenges. They impacted their specialty, and health
care in general, in ways revealed through the fascinating—occasionally
astonishing—details of their lives and accomplishments. We would not have our
current panoply of surgical capabilities without their efforts. Without the
evolution from primitive and hesitant beginnings (using sharpened rocks), to
the mature manifestation of chest surgery we enjoy today with minimally
invasive surgeons (wielding long, stick-like instruments), cancers of the lung
and esophagus would be, as they historically were, routinely and quickly fatal.


“Cracking chests” is medical slang for chest
operations, and this book recounts both my own experiences, those of earlier chest
surgeons, and fleshes out the origins and evolution of the specialty. Who were
the field’s pioneer surgeons? I look at their lives, in and out of the
operating room, and their struggles to imagine, and then develop, surgical
insights they transformed into operative techniques they could ultimately use
to treat diseases of the chest such as lung and esophageal cancer. Advances
were typically incremental. Failures and errors of judgment and technique litter
the surgical road.


Too, the men (women in surgery are a
recent—and welcome— addition to the profession, and therefore underrepresented
in this story) who developed chest operations were embedded in their time and
culture and handicapped by the typically rudimentary condition of medical
science. For example, religious dogma for millennia retarded the ability to
dissect humans to develop an accurate anatomic map. Absent that basic
knowledge, surgical advances were severely slowed. In addition, major, i.e.,
invasive, surgical procedures were unimaginable before general anesthesia: no
awake patient could tolerate the pain and trauma of lengthy procedures inside
the body. Early surgeons faced the challenge of writhing patients, creating
moving targets and the need to complete operations before the patient died of
shock.
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This is a selective history, not meant to be
comprehensive. My choices of material to include were made based on the
diseases I have been particularly interested in and the operations I performed.
I have chosen to highlight those surgeons and surgical accomplishments that
strike me as being intrinsically interesting and have made a significant and
lasting impact on the profession and culture of thoracic surgery. Surgeons on
the faculty of medical schools teach and mentor students and residents. They
are also responsible for developing advances in the surgical sciences and
sharing them with others in the field through presentations at professional
meetings and publications in surgical journals. I was fortunate to spend my
surgical career in this culture of academia, characterized by curiosity and professionalism.
Several of the highlighted surgeons were mentors in my training and became
colleagues. In turn, they knew the generation of surgical leaders who preceded
them, providing me with secondhand contact with these early practitioners of
chest surgery. These experiences have been invaluable as a way to appreciate
the thoughts, motives, and inspirations of the men who were the early, even
pioneer, surgeons. Today’s chest surgeons are standing on the shoulders of
these giants.


Finally, I acknowledge two possible
criticisms. One is that the included surgeons are all white males. This is a
result of the times under discussion and exposes an early medical and societal
bias. One of the most positive recent changes both in the medical profession at
large and its surgical component is a move to true diversity, including the
greatly increased presence of women and people of color. When a similar book is
written in the future, females and physicians of color will be seen to have
played important roles as they take their rightful place in all of medicine.


This book focuses almost entirely on events in
the Western world. The Eastern and Western surgical communities only began to
interact and communicate effectively over the past few decades; the beginnings
and evolution of surgery in the West were mainly in ignorance of, and
uninfluenced by, events elsewhere.


Chest surgery was a blunt instrument for most
of recorded history. Now surgeons routinely perform operations for cure of
dread cancers and improvement of patients’ quality of life. This evolution was
not by happenstance. I lived through much of this transition and am sure you
will find the drama of this process as engrossing as I have.


I have not “dumbed down” the material but I
realize that medical and surgical terminology may collide with reading ease and
at times lay terminology is more reasonable. However, some use of anatomical,
medical, and physiological language is unavoidable and desirable. Accordingly,
there are three appendices for the reader: Appendix One is a Glossary providing
frequently used anatomic and medical/surgical terminology used by the medical
profession to enable precise communication. I italicized these terms the first
time they appeared in the text. I think some sense of the anatomic location of
the discussed structures and their relationship to the others should add a
useful perspective for the reader. Overviews of chest and esophageal anatomy
are provided in Appendices Two and Three. Appendix Three also contains some
explanation and depiction of how the esophagus functions and how we test patients
to determine the benefit of operative intervention.
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Introduction


At the beginning they weren’t thoracic
surgeons; they weren’t surgeons; they weren’t even physicians. The earliest
“cutters” were simply people trying to help their fellow humans.


Accordingly, I use the terms “thoracic
surgery” and “thoracic surgeons” to describe them as broad, technically
inaccurate, ways to speak of those attempting to deal surgically with diseases
of the chest. Eventually these designations acquired their current meaning. The
story of thoracic surgery is replete with surgeons who exhibited insight and
had enough courage, stamina, and boldness to persist in following their
instincts and irrepressible desire to attack diseased organs despite
disappointing initial results. You might even call these actions rash: imagine
cutting into a patient in the times of immature anesthetic capabilities and the
absence of blood transfusions, antiseptic technique, and antibiotics. While
their behavior may seem to us now to border on reckless, it was the action of
inventive, resourceful, and well-intentioned surgeons who sought to cure cancer
or modify malfunctioning organs, and thereby extend or improve the quality of
patients’ lives.


There was plenty of drama, even though,
without television, newspapers, and the Internet, most of the world had no
knowledge of these early thoracic surgical efforts. The first generations of
pioneers had to ask and answer formidable questions. What happens if you cut
and divide this blood vessel? Can a person live with only one lung? If you
remove part of the esophagus, what do you replace it with? How these questions,
the answers to which made today’s operations possible, were answered will
interest and surprise.
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As for me, I am a thoracic surgeon who spent
my career as a faculty member of a medical school. While there were some
limited and superficial chest surgery-type activities in remote times, most of
the true surgical activities, in the sense of actual operations on internal
structures, have taken place in surprisingly recent years. My training and
practice overlapped with some of these developments. However, to appreciate
early surgical development, it’s necessary to understand how anesthesia,
techniques for patient ventilation, and antisepsis came about.


[image: image]


Thoracic surgery is chest surgery, the art of
performing operations inside the thorax, or chest cavity. Cardiac surgery
thrived in the 1970s, when coronary artery bypass surgery became commonplace
and its frequency exploded. Thoracic surgery became identified as
cardiothoracic surgery. Thoracic surgery is the correct identification. It
houses two subspecialties. Cardiac surgery is the discipline practiced by
surgeons who operate on the heart and its great blood vessels—the aorta
carrying blood to the body and the pulmonary artery to the lungs. These
surgeons meticulously suture heart or blood vessel tissues, for example, while
performing a coronary artery bypass, or repairing or replacing a heart valve.


The other discipline within thoracic surgery
is general thoracic surgery. This is the home for surgeons who operate inside
the chest but not on the heart. We deal with diseases of a number of chest
organs: lungs, esophagus, the mediastinum (the middle of the chest
between the lungs), the network of intrathoracic nerves, and the pleura,
a membrane which lines the inside of the chest wall and envelops the lungs.
This is my surgical focus. Most of my and my colleagues’ surgical activities
involve dissecting a cancerous organ free from surrounding tissue and removing
it or rearranging anatomic structures. An example of this activity is taking
out part of a lung due to lung cancer.


All thoracic surgeons today train in both
subspecialties; many practice both. Yet the trend today is for thoracic
surgeons, especially academic surgeons who are teaching faculty in medical
schools, to focus on one subspecialty. This reduces the potential variety of
the surgeon’s activities, but it’s an inevitable response to the ever-accelerating
pace of surgical development akin to advances in the electronic world as
described by Moore’s law. Technology available for use in operations, and our
understanding of the biology of disease, are evolving at an increasingly rapid
pace. Surgeons must keep current with these developments to perform at a
state-of-theart level. Practicing one of the two subspecialties allows
the surgeon to come closer to complete mastery of a field rather than attempt
two diverse surgical activities.


I’ve spent the majority of my career as a
general thoracic surgeon regularly performing operative procedures once
considered too dangerous or even technically unachievable. The developments in
my field are owed to the pioneering surgeons who are the subjects of this book.
Their accomplishments and failures are considered in the context of their times
and cultures. I have linked them to my own experiences and encounters on my
personal journey as a thoracic surgeon to connect chapters and provide a look
at what life in this specialty is like.
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Surgery is an invasive specialty. Thoracic
surgical operations require the surgeon’s hands, instruments, or both, to take
hold of organs inside the rib cage. The goal, typically, is to remove all or
part of one of these organs—or to alter their structure and function in a way
beneficial to a patient’s quality of life. Gaining access to these organs by an
incision in the chest wall [typically between the ribs but occasionally through
the sternum (breastbone)] was required during most of history. For nearly all
of my practice years, before today’s ability to perform operations through
small incisions with video camera guidance, we general thoracic surgeons gained
access into the chest using an operative approach called a “thoracotomy.” This
thoracotomy or chest incision, described below, is from thorax, the
chest, and -otomy, to open.


As Figure 1A depicts, in preparation for a
thoracotomy, the patient is typically balanced on the operating table lying on
one side, with the surgeon facing the chest. In this example, the patient is on
his left side with his right arm out, supported on a sling. The patient’s right
chest is fully exposed and the surgical incision in the skin of the right chest
is parallel to the ribs, midway between the armpit and hip. This location
surprised many of my patients who expected a vertically oriented cut across
several ribs. A cut like that would be a poor choice, as severing several ribs
would destabilize the chest wall and cause more pain by traumatizing more of
the intercostal (“interrib”) nerves.
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Figure 1A.


The incision you see in Figure 1B is for what
is termed a “lateral thoracotomy,” the most frequently chosen location for a
chest operation. Beneath the skin, the surgeon cuts through underlying tissues,
chest wall muscles, and, ultimately, the muscles bridging the two adjacent
ribs. A metal retractor is placed in this gap, and the ribs are stretched apart
to expose the chest contents. The subsequent operation through this access is
called an “open operation” as the surgeon spreads the ribs apart and the chest
is widely opened.


Thankfully for patients, this type of incision
and the open thoracotomy, though the standard approach for many years, are
being supplanted by what is called a “minimally invasive thoracoscopic
operation.” Although the open thoracotomy served the surgeon well, it was quite
painful for the patient. Now the more typical way to get inside a patient’s
chest is for the surgeon to create a few (typically three or four) small skin
incisions used to insert instruments and a video camera to allow the surgeon to
perform the operation with less cutting of tissue, particularly muscle, and no
stretching ribs apart. The patient has less pain and recovers more rapidly.
This is an important advance in surgery. I’ll talk about this in more detail
further on in the book.


A well-conducted chest operation is an
artistic undertaking (not to argue that every surgeon is a Monet). The title of
my book comes from non-surgeon physicians’ friendly (or snarky) rivalry with us
surgeons, under which “cracking chests” in the old, open manner is a clearly
barbaric activity, and a brutal beginning to patients’ experiences. My
perspective is that incising and taking on the responsibility of entering a
patient’s chest is an elegant and precise undertaking, performed to extirpate
and cure a cancer or correct a benign (in the sense of non-cancerous)
pathologic condition.


Descriptions of my patients are composite examples
drawn from my personal experiences. None of the individuals discussed in the
book are based on a specific patient, and I have changed all identifying
details in the composite examples to protect the privacy of actual patients.
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Figure 1B.
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Medical School


I followed a circuitous route into medicine and
thoracic surgery. I was fortunate to spend my early years in Valdosta, a small
southern Georgia town. Valdosta was afloat in a sea of pine trees, which fueled
the production of naval stores. These are not where one might purchase a
battleship. Naval stores are the components of pine trees used in the
construction of wooden sailing ships.


In 1988, a Sports Illustrated article
about our successful high school football team accurately described ours as a town
with “both charm and a certain vitality ... the sort of town that, when you
drive through, you think: Now this would be a good place to raise a family.” It
lacked today’s array of entertainment options—television had three channels, if
you could get them with your rotary antenna on the roof—but it was safe;
families rarely locked their doors. As kids we played (and sweated in the hot,
humid air) outside, unsupervised and unworried in the rural countryside. The
importance of the football team, and insight into our coach’s character, are
illustrated by what happened when civil rights came to Valdosta in 1964.
Integration in our Deep South town proceeded reasonably smoothly because the
Coach was immediately willing to start and play the best athlete, regardless of
color.


My father and his father were both general
surgeons. Following in their footsteps seems inevitable now but it was far from
a sure thing at the time. I stubbornly resisted my ancestral influences. After
high school, I eased through the University of North Carolina with no goal in
sight. I enjoyed my time but never really applied myself academically. My GPA
was as mediocre as you would expect. I graduated in 1965 when the Vietnam War
and its attendant draft were in full swing. Like many of my peers, I was not
eager to participate in a war with uncertain and debatable goals. However,
rather than submit to the vagaries of the draft (or flee the country), I opted
for Naval Officers Candidate School which launched me to serve on a shore staff
in Hawaii responsible for preparedness for submarine warfare.


Being thousands of miles from home and free to
make decisions in a neutral setting, medicine began to attract. I’m not certain
what woke me up. Like the later choice of thoracic surgery for my specialty,
this was not a rational and carefully thought-out commitment, but seemingly
arose from the depths of my subconscious, apparently where I had been keeping a
lid on it. All was far from settled, however. I lacked the science courses
necessary for admission to medical school, and my graduating grade point
average was nowhere near a competitive level. These deficiencies were redressed
by a monastic year and a half of pre-med study at UNC after leaving the Navy.
My academic performance was sufficient for the eventual admission to the Johns
Hopkins School of Medicine in 1970.


I arrived in Baltimore a little full of
myself—medical school, Hopkins no less. I was also simply nervous—medical
school, Hopkins no less. The adage that you should be careful what you wish for
suddenly had meaning. Although the tradition of medical schools routinely
failing substantial numbers of entering students was ending, it was still
engrained in medical student mythology. It didn’t help when I learned that the
majority of my classmates—competition as I first thought— were from Ivy League
institutions. One has since won the Nobel Prize; at least one other is
legitimately competitive for that honor.


It turned out, happily, that times really had
changed. Classes began, I settled in, and my adrenalin levels subsided to
normal as I realized that medical schools had evolved their philosophy
regarding entering students. As remains the case now, once students got through
the rigorous admissions process, the goal was to shepherd all to the finish
line. Not finishing is now seen as failure of both student and school. In
addition, my classmates, while as impressively smart as advertised, were a
varied and interesting group, and the atmosphere was collegial and supportive.
Although we all wanted to do well, there was very little competition. What do
you call the student who graduates last in their medical school class?
“Doctor.” We were not yet aware that, while class rank and academic standing
played no role in acquiring the “M.D.,” it would affect competitiveness for
residency programs.


I didn’t think much of it at the time but
there was a spectrum of personalities in my class, and both racial and gender
diversity in the student body. This would not be newsworthy today but in 1970,
Hopkins was quite different from the norm in this regard. While Hopkins had
always admitted some women (as required by an agreement with a women’s
philanthropic group that raised money to help establish the school in the late
1800s), I had the sense this mandate had been honored somewhat grudgingly over
the years. The famous writer Gertrude Stein, for example, was admitted to
Hopkins’s medical school, but was soon advised it wasn’t for her; she departed
for a literary life. The movement toward equality had begun by the time I got
to Hopkins. My class included women and African Americans. The trend toward
representative diversity has continued nationally; now, half or more of the
students in medical schools across the country are women, and people of color
are more equitably represented.


The four years of medical school were so
absorbing that I found them remarkably enjoyable, more pleasure than work. The
first two years resembled previous school experiences: lectures in classrooms.
I soon fell into a rhythm. Classes took up most of the day Monday through
Friday. Nights were for study of textbooks and notes hastily scribbled during
the lectures. (A distraction we all appreciated was when one of us slipped a
racy slide into a professor’s slide deck. Not possible now that PowerPoint is
here.) Weekends were for review of the week’s material; there was also time for
Friday night basketball games and social activities as friendships developed.
One of the perks I most appreciated was the ability to purchase tickets to
Baltimore professional sports teams at cut-rate student prices. These were the
best of the best: The Colts, Bullets, and Orioles all won championships during
my four years.


This was the basic science phase of the
curriculum, and I found the material fascinating. Courses focused on anatomy,
histology, physiology, and pathology (in other words: where organs are,
their composition at the cellular level, how they function, and what can go
wrong). My mindset began to shift from my undergraduate years. I realized this
knowledge was going to be my framework for providing care for my future
patients—it was no longer just about regurgitating memorized facts for the
purpose of passing tests. Many diseases are named for the physician who
identified them; many parts of the body are named for the anatomist who
described them. As their eponyms multiplied, I began to feel a connection to
these early medical giants. In addition, the faculty were an impressive group.
They were mainly laboratory scientists who spent most of their time carrying
out basic biomedical research and seemed to have an encyclopedic knowledge of
their respective fields. Several of my instructors have made seminal
contributions to the understanding of biological or pathological processes and
were awarded the Nobel Prize in Medicine or Physiology. I was in awe of their
seemingly unlimited store of facts and appreciated their energy and strong,
genuine passion for their research. They exuded enthusiasm. Most also displayed
a sense of perspective and a self-deprecating humor which, given their obvious
stature, diminished our own temptation to take ourselves too seriously.


I was eager for the final two years of medical
school, the clinical years. It was a significant change from my past routine,
developed over many school years, to get up in the morning, put on a white coat
with pockets bulging with a stethoscope and books, and head for the hospital or
outpatient clinic rather than a classroom. It was daunting at first. I was
certain that patients would quickly identify me as a novice. I became more
comfortable as time went by. Less nervous as my experiences grew, I found that
patients, despite sickness or anxiety, tolerated me as I took their history and
examined them. Students had few real responsibilities; we were there to learn.
While the residents and attending physicians were working, I was able to sit
and talk to patients, and develop relationships and empathy as I learned what
it was like to be around the seriously ill.


In our third year, we broke into small groups
for rotations through the clinical specialties of medicine, surgery,
pediatrics, obstetrics/gynecology, and psychiatry. (The disciplines of family
practice and emergency medicine did not yet exist as specialties.) I was
starting to feel like a doctor, finally helping to care for but mainly learning
from actual patients—under the tutelage of both residents and the faculty
physicians, frequently referred to as the attending physicians. Students were
assigned to teams of the supervising residents who were responsible for
patients, under the leadership of attending physicians. My earlier premonition
came true; I recognized the value of the classroom information acquired during
the preceding two years as I became involved with real patients and situations.
Patients lingered much longer in the hospital than is the case now, so I spent
evenings reading about the patients’ diseases and could visit repeatedly to
hear firsthand from those afflicted to flesh out the textbook descriptions.


In addition to providing opportunities to
learn, these clinical experiences delivered something else of major importance:
exposure to the specialty disciplines, the physicians and their patients. Like
me, most of my classmates had not yet chosen their final professional specialty;
these third-year rotations were our opportunity to find our ultimate niche by
sampling career alternatives. We trailed along on hospital rounds in the conga
line headed by the faculty physician who led the way from room to room,
followed by the senior and junior residents, with us at the tail end. It didn’t
always go according to plan. A favorite memory is following an attending
physician into the wrong patient’s room; we couldn’t exit until the entire
serpentine contingent followed, coiled around, reversed course, and
sequentially followed him out without a word to the clueless patient. Perhaps
he imagined we had arranged a parade for his benefit.


I wasn’t just absorbing information. Learning
from passionate and exceptional faculty and residents and sharing their obvious
enjoyment of their particular disciplines was seductive and made all choices of
specialty attractive—with the caveat that whichever a student chose, it was
likely to be for life. It is nearly impossible, after years of practicing one specialty,
to simply move to another. This is even more the case now with the advent of
numerous subspecialties. I knew I had to decide by the end of the third year
or, at the latest, very early in the fourth, as applications for residency
programs were submitted in the fall of the fourth year.


The time spent with this variety of physicians
and practice specialties made it evident that medicine and its practitioners
are not a monolithic mass. During each rotation, students usually developed
enough of a friendship with our teachers, especially the residents with whom we
spent most of our time, that candid conversation naturally followed. It became
clear that not only were they happy practicing their chosen specialty, but they
were also confident their discipline was elite, as were its
practitioners.


Confidence in oneself is a good thing.
Actually, it’s essential for a doctor who must make life or death decisions.
Unfortunately, as the years went by, I observed that while this pervasive
mindset was usually harmless, occasionally it led to a rivalry between
practitioners which played out generally in a friendly fashion but could lapse
into nearly hostile interactions. (As mentioned in the Introduction, this
interspecialty interaction led to the usually friendly, occasionally snarky,
expression, “cracking chests.”) Perhaps this is only an inevitable aspect of
the hard-wired competitive side of human nature: it’s the “our team is the
best” instinct.


As I spent time with the Hopkins faculty, I
got insight into the lifestyle they were so enthused about. I saw them shuttle
back and forth between their basic science or clinical research activities and
their patients. I began to appreciate this ability to meld clinical practice
with a research enterprise of one’s own and sensed that my practice specialty
might not be the only question I needed to answer; choosing between the private
practice of surgery and an academic career might also be necessary. Yet I did
not give serious consideration to this choice until well into my surgical residency.


I found the challenge of choosing a clinical specialty
to be particularly difficult. All had some appeal but my insight into each
specialty was limited by my observer status. While students were ostensibly
part of the physician team, we were not part of the decision-making process. We
were occasionally asked to provide our assessment of a patient. More frequently
we were grilled about our knowledge (the so-called Socratic method). I don’t
know what the experience was like with Socrates, but it stimulated me to be
prepared by reading textbooks and medical articles. (Today’s students regularly
search the Internet as a quick supply of answers in real time to these
questions; printed sources can be used later for more in-depth understanding.)
Only occasionally did the questioner swerve into condescension to demean us
when our answer was not forthcoming.


We were not really responsible for patients. A
medical student, even one considering surgery, wasn’t asked to take a knife in
hand and complete an operation. Without a “hands-on” experience, and even
though I earlier had resisted the influence of my father and grandfather, I
surprised myself by emerging from the third year with a feeling surgery was it.
To get additional exposure, I spent a month early in my fourth year of med
school immersed in the surgical culture as an “acting intern.” I was able to
have this experience because Hopkins allowed the students much elective time in
the fourth year. Many of us seized the opportunity to be further exposed to possible
career choices. For me, this immersion in the “real thing,” though short, was
enough to bolster my confidence.


As far as the residents were concerned, during
my month as an acting intern, I was one of them, a true intern, although I was
paired with a resident who kept a close eye and provided guidance. Despite
early morning and late evening patient rounds sandwiched around busy days in
the operating room, I found I was energized and excited, not fatigued. In the
operating room, I enjoyed the rituals and ambiance: donning scrubs, doing the
gloving dance with the nurses. More importantly I observed and participated in
the conduct of operations carried out by calm and precise surgeons. My role was
limited, nothing major; I performed the traditional student role of holding
retractors to expose the operative field for the surgeon. But I felt personally
involved. Being closer to patients than ever helped me develop empathy for them
and learn what postoperative complications, such as infections of the wound, to
be alert for. I felt all signs were encouraging; I was in the right place.


In my role as an acting intern, during
operations I was mesmerized by the hands of the operating surgeons as they
carefully identified tissue planes, dissected into them to separate adjacent
tissues and extracted a diseased or cancerous organ. It was captivating, nearly
sensual. Physicists and mathematicians speak of the beauty of mathematical
equations while most of us just see numbers. They resonate to a chord unheard
by us (or at least by me). This was exactly my esthetic reaction to an expertly
performed operation.


There was more. My acting internship
emphasized to me that a surgeon’s activities and responsibilities were not confined
to the operating room. When outside of the operating room, surgeons cared for
their patients’ medical problems such as blood pressure control, diabetes, and
respiratory failure. A surgeon could be a complete physician; she or he was not
limited to being a technician in the operating room. Projecting these
activities over a lifetime was considerably more attractive to me than the
prospect of seeing a series of patients in an office.


My final observation was more subjective:
surgeons were the physicians with whom I shared the most personality traits and
characteristics. One, admittedly, is limited patience. When you operate, the
effect on the patient is usually immediate, although admittedly not always
positive. There is no waiting to see if, for example, a medication will
actually work. I also liked hanging out with surgeons. In today’s parlance,
they were my people; there was a genuine camaraderie. I figured it was likely I
would enjoy doing what they do.


Malcolm Gladwell in Outliers suggests
that work satisfaction for some is dependent on the complexity of the
professional activities, and the questions they ask of a person. I feel the
lure of the challenge to master the skills required of a surgeon played a major
role in my career choice even if I was not conscious of this at the time. I
think this, more than any supposed financial reward, explains why the
specialties are attractive to so many graduating medical students. As for many
of my critical life decisions, my attraction to surgery was irresistible and
visceral. As The Little Prince puts it, “In the face of an overpowering
mystery, you don’t dare disobey.”


Surgery and I had chosen each other—now two
steps remained. I needed to secure a surgery residency position and complete
the remainder of the final school year. I applied to several residency programs
and interviewed during the fall. I couldn’t find anything to beat the Hopkins
program. There were and are other excellent residencies, but it was
irresistible to stay home, and happily that worked out. For the remaining
school year, it made sense to me to select experiences that would help me take
care of patients; I had the remainder of my life to learn to operate. There
were no required rotations in the fourth year, so I chose to spend the
remaining time learning more about the treatment of patients with infections,
heart disorders, high blood pressure, kidney failure, and endocrine disorders.
I was preparing myself to care for patients, not just operate on them.
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