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AN APOLOGY

In this attempt to respond to the curiosity of fans of Grey’s Anatomy and others, the book limits itself to the frame of reference of the show—that is, the experiences of surgery residents and the attending surgeons they are learning from. Looking at hospital care through this lens unfairly diminishes the role of nurses and others, without whom patients would be lost. I have written elsewhere about nurses, so I hope they will forgive me for not giving them their due prominence in this work.




A NOTE

The privacy of patients is protected by tradition, ethics, rules, and law. In connection with my status as a Clinical Instructor at OHSU, my observations of patient care will be used by OHSU as part of its educational and quality assessment and improvement activities. OHSU Legal Counsel Steve Conklin and Chief Privacy Officer Ronald Marcum, M.D., helped me do this work while protecting the trust and rights of patients.

To protect the privacy of patients certain descriptive details have been altered. The events described took place at various times during 2007-2009.




OREGON HEALTH & SCIENCE UNIVERSITY (OHSU)

OHSU is Oregon’s only academic medical center. Perched on hills overlooking Portland, it is probably the only teaching hospital that offers staff and students a tram pass so they can shuttle between the main campus and a new clinic building on the Willamette riverfront several hundred feet below.

The hospital has more than 600 beds. The hospital and associated clinics serve about 200,000 patients who make more than 700,000 visits each year. There are about 12,000 employees.

The educational programs include about 2,400 students and almost 1,000 residents. The General Surgery residency program graduates 12 surgeons each year, making it one of the largest programs in the United States. (Indiana University graduates up to 12 general surgeons a year and the University of Texas Southwestern graduates up to 13 general surgeons each year.) Surgery residents work at not only the OHSU hospital but also the Portland VA Medical Center and several community hospitals in the Portland area.




Introduction

Let’s get the sex out of the way.

The first scene of the first episode of Grey’s Anatomy opens with Meredith Grey and Derek Shepherd waking up in her living room after a one-night stand. They don’t even know each other’s names, much less that they will be working together at Seattle Grace Hospital. From that opening moment it is clear that the focus of the show is squarely on the personal lives and relationships of the main characters. Medicine, or more specifically hospital practice and the training of young surgeons, form the cauldron of stress and crisis and challenge in which the characters react and act, fight and love, achieve and stumble. “Grey’s Anatomy” is a medical drama . . . with the emphasis on personal drama. Medicine merely provides the background.

The characters of Meredith Grey, Cristina Yang, Izzie Stevens, George O’Malley, and Alex Karev have just graduated from medical school. They are beginning their intern year in the Surgery Residency Program at Seattle Grace as the series gets under way. Surgery residency in a big-city hospital is a rich source of drama for several reasons. First, the hospital is full of patients facing death, pain, or loss in myriad forms. Second, the impact of surgery is often immediate. Patients frequently either improve  or decline rapidly, rather than slowly making progress or failing during long-term drug therapy or other care. Third, the act of surgery is inherently dramatic. No matter how powerful a medicine might be, the act of writing a prescription or swallowing a pill cannot rival putting scalpel to skin. And fourth, young doctors who aspire to be surgeons must traverse a years’-long gauntlet of both intellectual and physical challenges. The hours are extensive, the scrutiny intense, the stakes daunting.

Grey’s Anatomy is, of course, entertainment. The situations and personalities are exaggerated for dramatic effect. The intensity and pace exceed human endurance. And yet there are reflections of reality in the stories. The questions are, What is real? What is it like to be a resident learning to be a surgeon?

To find out, I spent months following surgery residents who, just like those on Grey’s Anatomy, spend their days (and many nights) putting their medical education to use and finding out what it takes to become a surgeon. Like the fictional Seattle Grace Hospital, Oregon Health & Science University (OHSU) in Portland operates a teaching hospital in the Pacific Northwest. But while the OHSU hospital is similar in location and in function to Seattle Grace, it is planted firmly in the real world. That means patients don’t pull through or pass away just in time for the closing credits. The ultimate outcomes of cases are not always clear; loose ends are not neatly tied up. For most patients, the causes and treatments of an ailment are unremarkable and routine. By the same token, the residents’ days and nights in the hospital are marked by real successes and real failures involving real people, not merely the entrances and exits of actors between commercial breaks.

That’s what this book is about: the crucible that is surgery residency . . . and how it shapes the lives of the people within it.

General surgery is really on the upswing. I think partially that’s the fault of a certain television show. That sort of thing was seen right after ER  became popular. I think general surgery has been really glamorized.

—INTERN LOÏC FABRICANT, M.D.



Fans of Grey’s Anatomy will learn about the reflections of that intense reality that are seen in the flickering images of the immensely popular TV series. But stories from surgery residency are relevant to all, whether Grey’s  Anatomy fans or not, because today’s surgery residents will be operating on us, our families, and our friends.

We grant surgeons extraordinary trust and authority. They have license to cut and burn and sew and staple people in order to repair injury or mitigate disease. Interns like the young characters on Grey’s Anatomy have their medical degrees already in hand. They are M.D.s with a limited license that allows them to diagnose and treat patients under supervision. It is the five or more years of residency that transforms them into surgeons.

None of them have bags under their eyes. They all leave the hospital dressed cute, with their hair done and makeup on. That is so far away from the reality of interns. You are just dragging your butt, trying to stay alive. You don’t have time to do your hair. You don’t have time to put on makeup. Every surgery intern has bags under their eyes.

—FOURTH-YEAR RESIDENT KAREN ZINK, M.D.



Everyone who sits down in front of the screen to watch the joys and pains of Meredith Grey and her fellow characters knows it is just a story. But most of us know very little about what happens on surgical wards or in operating rooms (ORs). Even if we have been through surgery or spent time waiting for a loved one to heal, we see the surgeons only fleetingly. What they do before they arrive at the bedside and after they leave is mostly unknown.

And so, as our eyes soak up the scenes of Grey’s Anatomy cast in shades of blue scrubs and white coats, grayscale imaging scans, and brilliant OR lights and as our imaginations connect with the emotional heart of the stories, our attitudes and beliefs about surgery and medicine shift and adapt unconsciously. Media researchers have documented the power of medical shows, and they have even done experiments with episodes of  Grey’s Anatomy. For instance, one national survey study showed that a few brief scenes about a pregnant couple changed the attitudes about mother-to-child HIV transmission for millions of viewers.

But of course, people don’t tune in to Grey’s Anatomy to learn about surgery. Viewers want good stories about interesting characters. Even a medical detective series like House is really all about the lives, the dreams, the successes, and the disappointments of the central players. One distinction between medical shows like House or ER and Grey’s Anatomy is the role medicine plays.  In House, medicine is front and center. The episodes open with patients struck by a mysterious malady, and throughout the show, viewers ask themselves, “What is the diagnosis?” and “How will the patient be saved?”

Grey’s Anatomy episodes typically open and close with Meredith Grey and her friends, co-workers, and family. It is a medical drama, certainly. There are patients and diseases and trauma and treatments at Seattle Grace. Actors spout medical jargon. Blood spurts during operations. But where the disease is a virtual character in House, an antagonist to Dr. Gregory House, in Grey’s Anatomy medicine and disease play much smaller roles. So in approaching the examination of this series, I took a somewhat different tack than in The Medical Science of House, M.D. That book focused on diagnoses and treatments. This book, like Grey’s Anatomy, concentrates on the lives of surgery residents and the environment of a teaching hospital.

Finally, just to state what most fans may already know, the title Grey’s Anatomy is a play on Gray’s Anatomy, a classic textbook with over a thousand exquisitely detailed illustrations of the human body. The formal title is Anatomy of the Human Body by Henry Gray. It was first published in 1858 and has been used by generations of students and doctors seeking to understand the human body in order to relieve suffering and extend life.




Additional Reading 

Gray, Henry. Anatomy of the Human Body. Bartleby.com, 1918 ed. Available at:  www.bartleby.com/107. Accessed August 2009.

Holtz, Andrew. “Evidence-Based Television.” Oncology Times, September 25, 2008. Available at: www.oncology-times.com/pt/re/oncotimes/pdfhandler.00130989-200809250-00008.pdf. Accessed August 2009.

Leonard, Jim. Anatomy of Gray. Hollywood, CA: Samuel French, 2006. For more information, see http://books.google.com/books?id=W58hCC0NyPgC or www.theaterreview.com/index.php3?maindata=proddetail&productionurl=1698. Both accessed August 2009.

Oregon Medical Board. Limited License Rule for Postgraduate Medical Education in the State of Oregon. Rule 847-010-0051. Available at http://arcweb.sos.state.or.us/rules/OARS_800/OAR _847/847_010.html. Accessed August 2009.

Rideout, Victoria. “Television as a Health Educator: A Case Study of Grey’s Anatomy.” A Kaiser Family Foundation Report. September 2008. Available at:  www.kff.org/entmedia/7803.cfm. Accessed August 2009.






CHAPTER ONE

The First Day

“Rule number one: don’t bother sucking up. I already hate you, that’s not gonna change,” chief resident Miranda Bailey told her new interns when she first met them in “A Hard Day’s Night” (1-01).

Just a few days after the new class of interns began work in the Oregon Health & Science University (OHSU) hospital, a senior resident vented as he stomped into a physician workroom.

“An intern was screaming at me on the phone! She said, ‘We’re busy up here,’ ” he exclaimed. “Don’t f---ing yell at me on the phone. It’s just the fifth day and they’re already freaking out. Where are we getting them these days? I should know better than try to be nice to interns.”

That outburst is not the norm. Indeed, interns here remark about the relatively relaxed hierarchy. Still, tough days can lead to frayed nerves on both sides.

“You’re interns, grunts, nobodies, bottom of the surgical food chain. You run labs, write orders, work every second night until you drop and don’t complain,” Bailey also told the interns right off the bat in the first episode of Grey’s Anatomy.

Despite the generally comfortable relationships between newcomers  and veterans here, interns are at the bottom. The only people they outrank are students.

“My sister said to me, ‘You are being demoted today. You were a student, now you are an intern,’ ” says Laura Matsen, M.D., on her first day on the OHSU trauma service.

It started at 6:00 A.M. She is heading toward orthopedic surgery, but for the first year she’ll rotate through different surgical services along with the general surgery residents. For her first rotation, she got trauma. But that doesn’t mean she’s hanging around the ambulance entrance waiting for the next car crash or assault patient. As the intern, her primary job is to help manage patients on the floor, while more senior residents and attendings spend much of their days in operating rooms.

Although she is part of a team of surgeons, the team is spread thin. As the new interns begin their year, other residents are taking vacation. Also, the chief resident on the trauma service is out sick. Yes, doctors get sick too. The next chief won’t come on to the service for a few days, so they just have to juggle the workload.

By the way, unlike at Seattle Grace Hospital, there is not just one chief resident. Each service, such as trauma, transplant, and vascular, has chief residents that rotate through over the course of the year. Chiefs spend two months on a service. Midlevel residents rotate every month and a half. Interns change services every four weeks. This staggered schedule helps provide continuity for the patients; someone is always there who saw how things went the day before.

 

 

MATSEN’S DAY IS FILLED WITH QUESTIONS, SOME APOLOGIES, AND backtracking when she gets lost trying to get to an unfamiliar part of the hospital.

She is sent to talk to the wife of a patient, even though she hadn’t been in on the operation. She has very little information; just where the patient is and that, as far as she knows, everything is fine. In response to questions, her most common responses are “I don’t know” and “Check back in an hour.”

Back in the workroom, Nurse Practitioner Lynn Eastes asks, “Did the wife know he was in surgery?”

“No,” Matsen replies.

“How did you know she was the wife?”

“The receptionist in the waiting room told me it was the wife. I didn’t check for a wedding ring.”

“That’s the job of an intern.” Eastes says with a chuckle.

Another staffer chimes in with stories about patients who suddenly have multiple wives trying to visit. Or when the patient is a baby, it can seem like everyone is claiming to be the mother.

These are practical tips that weren’t covered in the official medical school curriculum. Matsen listens closely, knowing the nurses and others here are her safety net. She may have the M.D., but they have the experience, and they know the details of how things work here.

Eastes leads Matsen through writing up discharge orders for a patient. They enter medications. There are notes telling this patient to keep his hand elevated and other advice. There are lists of tests that will be needed later and a schedule of recommended appointments. It’s the kind of work that is meted out as punishment on Grey’s Anatomy. And while documentation is not the most glamorous part of being a surgeon, look at it from the patient’s perspective: it’s vitally important. While you are in the hospital and after you leave, your chart, your notes, your orders are critical to making sure you get the right care at the right time.

Later in the day, as Matsen checks her work, she compares first-day experiences with another intern.

“Have you done any discharges?” she asks.

“One,” he answers. “But it seemed too easy, so I probably did it wrong.”

Like most interns, Matsen spends the bulk of her first day at a computer terminal, reviewing and updating notes. When her pager beeps with an alert about incoming trauma, she doesn’t drop everything to dash to the Emergency Department, she stays on the floor to learn the “drudgery” that is essential to the care of the patients on her service. A couple of hours pass. One of the attending surgeons stops by on his way to check on patients. Matsen wants to go with him, but she stays to continue working on patient records.

Like everything in health care, entering medical orders is complicated.  Mistakes happen. After working on the computer for hours, Matsen runs down to the hospital café and brings back a sandwich. When she returns, the phone rings. Matsen answers and listens. “Sorry, I didn’t see that other order, so I double-ordered. Thank you for bringing it to my attention,” she tells the caller.

Matsen is barely off the phone when a nurse asks about putting a patient on a sliding scale. “Okay, I’ll order the sliding scale,” Matsen says. The nurse ducks back out of the workroom. She turns to another intern and asks, “A sliding scale is insulin, right?”

“That’s the only thing that makes sense to me,” he replies.

The phone rings again. The caller points out another slip. “Thank you. My apologies,” Matsen replies. Later, there’s another quick phone call to clear up a medication issue. “Oh, then I made a mistake. Cancel the solution.”

There is just so much to learn. Pharmacists, nurses, and other physicians look over medical orders . . . and those entered by interns often get special attention, especially at the beginning of the new year.

The entire day isn’t spent sitting at a computer. Besides patient rounds, Matsen does check on a few patients to answer their questions or reevaluate their care. She is asked by a nurse to check on a patient going through severe alcohol withdrawal. “Why is he on the trauma floor and not in intensive care?” she wonders. At the moment, the nurse practitioner, is away, so Matsen has no one right at hand to lean on. She goes to check the patient before calling a senior resident for advice.

“He is actively shaking. He is incoherent. Pulse one twenty-five. Oh two sat ninety [the blood oxygen saturation is 90 percent],” she tells the senior resident. He agrees the patient needs one-on-one care in the intensive care unit (ICU) and tells Matsen to make the arrangements.

“How do I do that?” she asks. One more new thing during a long day of firsts for her . . . and for every other intern in the hospital.

Another patient needs a chest tube removed. Matsen starts to go to the room. Then she stops. “There’s a time to go fast and a time to go slow. This is a time to go slow,” she says as she pages Eastes for help.

Many attendings say a key to succeeding at residency is to know what you know and don’t know . . . when to take action and when to call for  help. Calling too often means not learning enough. Calling too late could harm a patient.

Miranda Bailey bluntly stated her third and fourth rules to new interns on Grey’s Anatomy, “If I’m sleeping, don’t wake me unless your patient is actually dying. Rule number four: the dying patient better not be dead when I get there. Not only will you have killed someone, you would have woke me for no good reason. We clear?”

While senior residents and attendings don’t actually want interns to always wait until a patient is near death before calling for help, they do want the interns to quickly gain a sense of the boundaries of their expertise.

Finally a question comes along that Matsen feels ready for: occupational therapy advice for a patient’s shoulder. Matsen, aiming for a career in orthopedic surgery, goes to examine the patient. “This is more familiar territory,” she says with apparent relief.

 

 

EARLY IN HIS INTERN YEAR, NICK TADROS, M.D., IS IN A PHYSICIANS’ workroom. Tadros says that for now he is focusing on learning the system, how to order medications and other care for his patients. Learning more about medicine will come later.

“I went to do a platelet order at the VA [the Veteran’s Administration Medical Center, which is connected to OHSU and shares residents],” Tadros says. “It seems like no big deal, but I still asked a lot of questions. I’ve got less confidence than when we were medical students, because then we knew someone was always checking our work.”

As medical students, Tadros and his fellow interns were often asked how they would handle a particular situation and what tests or drugs they would order for a patient, but they didn’t have the authority to actually enter orders for care. Now they do. While there are others watching them, especially the experienced nurses and the senior residents on the service, interns have the legal authority to prescribe drugs and other care. Residents have a limited license, which allows them to practice medicine as long as they are supervised in an approved training program.

Even with the supervision, Tadros and the other interns feel the weight of their expanded responsibility.

“Now if we give an order and no one checks it, they’ll go ahead and do it,” he points out. “It’s kind of scary.”

As his comment about scary responsibility hints, the primary reason physicians and surgeons are licensed is not because of the great benefits they can offer patients or the daunting complexity of the subject matter they are expected to master. To be sure, economic and professional factors helped drive the history of medical licensing: Having a license provides a market advantage. But for society, the key rationale for medical licensing is the potential for great harm inherent in many medical interventions. Medicines can poison. Scalpels can maim.

Think about what a surgeon does. She takes a knife and cuts people open. He drills through skulls. She removes vital organs. Under normal circumstances, these acts are crimes. But as with the police officer who shoots someone or a military pilot who drops a bomb, acts that would be criminal in most cases are permitted, based on the premise that failure to take these severe actions would likely lead to greater harm.

The terrible responsibility is conferred on young surgeons in dollops, with the bulk of an intern’s time spent on routine chores. One intern points out that although she went into medicine in part because she didn’t want an office job she now finds herself spending hours typing information into a computer in a tiny windowless room that is often crowded with more people than there are chairs. The reality is certainly far different from the TV depiction.

But then the routine is interrupted by a taste of what they are working toward. Senior resident Laszlo Kiraly, M.D., invites Tadros along as he goes to check on a patient in the operating room (OR). Karen Deveney, M.D., is removing the patient’s colon. She specializes in colon, rectal, and gastrointestinal surgery. She is also the director of the Surgery Residency Program. Kiraly and Tadros have come to the OR because the patient had previous surgery that altered the connections between the patient’s colon and the other organs in the abdomen.

The interns are joined by one of the surgeons who had been involved in the earlier surgery. The surgeons poke around in the patient’s abdomen  and confer about whether any special adaptation of the standard colon removal procedure is needed, in light of the previous surgery. The patient’s bowel had been twisted. When the colon was removed it untwisted. As the surgeons inspect the organs and the results of the previous surgery, they look like they could be auto mechanics checking the coolant hoses and fuel lines in a customized engine. In the end they agree on a plan for anchoring the patient’s bowel.

Tadros returns to his workroom. Although he didn’t participate in the surgery, he is refreshed by the glimpse of surgeons in action.




CHAPTER TWO

The First Cut

Laura Matsen has just begun her intern year. She’s in a trauma treatment bay in the Emergency Department, taking a look at a nasty cut on a patient’s head. He’s sitting quietly as though it didn’t hurt at all.

“Are you stoic?” she asks, but he doesn’t seem to know what she means.

“Are you on lots of pain medication?” He answers no.

“Does it hurt?”

“No, should it?”

Matsen uses a stapler to close the wound. It’s longer than she expected.

When she finishes, she smiles. “That was the best part of the day!”

That’s why surgery.

Two residents are talking about the next day’s schedule as they close up a patient in the OR.

“We’re doing a colonoscopy. If we find colon cancer, are we going to take it out?”

“Yes,” the other resident replies. “But can we do it on Friday instead? I’m not here tomorrow.”

Surgeons love surgery.

Surgeons eventually earn a wage that’s more than adequate, though the hours for most are long. But you don’t usually hear residents talk about the money, unless it’s about their student loans, which may reach $200,000 by the time they finish. Residents do get paid, but with an 80-hour workweek, the salary works out to only about $10 an hour, if you take into account overtime rates.

2009-2010 OHSU RESIDENT SALARY SCHEDULE

 

Intern: $47,400

2nd year: $49,500

3rd year: $52,000

4th year: $54,500

5th year: $57,000


The first taste of surgery comes in medical school as the students rotate through various specialties in order to discover which ones they might want to devote a career to.

It’s just after one o’clock in the morning. A patient has an abscess that needs to be drained. Laszlo Kiraly, chief resident tonight on the emergency general surgery service, reviews common types of bacterial infections with the medical students who are following the surgeons. Some bacteria smell fruity, others don’t have a strong odor, and some just stink.

The team enters the OR. The patient is lying on his side, because the abscess is on his rear end. The medical students fumble with the sterile gowns. Once they are gowned and gloved, Kiraly hands a scalpel to one of the medical students and shows him where to cut.

He draws the scalpel in a straight line down the exposed skin. This is not a delicate operation. He has to cut through deep layers of tissue. Then the scalpel pierces open the abscess and pus flows strongly into a bucket. The medical student steps back as the surgeons go to work cleaning out the abscess.

“Fantastic!” the medical student exclaims. “That’s the first time I’ve cut into a human who was alive. Well, except for making a cut in my son’s finger to remove a splinter.”

Kiraly says the case was a good one for a student. “You can’t really mess up there, making a cut in the butt. There are no vital organs there. If you went in too deep, you’d just hit the pus. Med students often go through their six-week surgery rotation disengaged; but he’ll remember this, even if . . . especially if . . . he doesn’t go into surgery.”

 

 

THAT FIRST CUT IS A MILESTONE ON A JOURNEY INTO RARE TERRITORY, AS Meredith Grey marvels in “Great Expectations” (3-13).

“And from the day we decide to become surgeons, we are filled with expectation. Expectations of the trails we will blaze, the people we will help, the difference we will make.”

If anyone else takes a knife to another person, it’s a criminal attack. But surgeons earn the privilege and responsibility of cutting people in order to help them.

LAURA MATSEN, M.D.

Status: Intern

 

Where from: Seattle. Medical school at Oregon Health & Science University

 

Why did you want to become a surgeon?

Laura Matsen is the daughter of an orthopedic surgeon, so she had long familiarity with the life of a surgeon. In fact, she says that when she was growing up, she didn’t really understand what medical specialties were all about, because she saw everything from the perspective of the surgeons around her. “I can talk to my mom about what I had for lunch and talk to my dad about what operation I saw,” she says.

 

What’s the biggest difference between what you thought it would be like and the reality?

Matsen says her intern year has mostly matched her expectations, both good and bad. She says she often thinks of a comment a fellow medical student made about the level of endurance required.

“She said, ‘It’s amazing how bad you can feel.’ I just try to remember that, because sometimes you are post-call or tired or stuff’s not going well at home and you just feel so bad. And then I just tell myself, ‘It’s amazing how bad you can feel.’ Then you recognize that this is not going to last forever, and then it gets better again. There definitely are lows, but I’m really excited about the responsibility that I have, a little scared sometimes, and excited about how much I get into the operating room.”

Matsen is also heartened by the attitudes of the people she works with.

“How excited people are to teach you. Even if they know just a little bit more than you, they’ll sit down with you and share their knowledge. That’s cool.”

Matsen says, like most interns, that she is growing more accustomed to the responsibilities of being an M.D.

“You put on a more confident front, but you’re still asking a lot of questions. I’m asking my senior residents and I’m asking my attendings. Sometimes they don’t even know. And sometimes your gut is right. This morning I told my attending, ‘I’m really uncomfortable about this patient, something’s not right,’ and an hour later they were in Afib [atrial fibrillation]. We had been planning to discharge [the patient] that day. It was one of those situations where I thought, ‘It’s okay that I feel nervous about something sometimes.’ That’s good.”

The attending surgeon called for the Rapid Response Team.

“It’s nice when you see your attendings and your seniors calling for help,” Matsen says. “Then you realize it’s okay. We can’t be experts in everything. It makes you really respect all of the specialties.”

 

 

What do you want patients to know about what you do?

Matsen says that every day she encounters patients who equate “young female” with “nurse.”

“I think partly it’s because I look young, but it happens the majority of the time. When I walk into the room I try to say, ‘I’m Dr. Matsen,’ and then they start to ask me about their lunch tray.”

She also sees patients who seem to expect the surgeons to be certain and infallible about what is going on with them.

“Last night I got called into patient’s room. He was very upset, because he’d been told he had a fracture; and then he was being told he did not have a fracture. Really what he had was a dislocation and some small chip fractures.” They relocated the joint and repaired the small chip fractures.

“It was very upsetting to him. The word fracture is like a brand, and he wanted to know whether he had one or not. And he was very unhappy that we didn’t know whether he had one or not.” Matsen says that as they explained things to him, he eventually understood why the original diagnosis shifted as the surgeons studied his case more closely.

 

Why did you select your specialty?

Matsen set out to follow her father’s path into orthopedics. Although she does rotate through a variety of services along with the general surgery interns, she spends three months of her first year in her surgical homeland: orthopedics. She says that she feels more “on” when she’s working the orthopedics service, both because she enjoys the specialty and because she really wants to live up to the expectations of the senior residents and attending surgeons.

“It’s a lot more responsibility on ortho. I’m running all the consults [when physicians on other services need orthopedic diagnosis or treatment recommendations]. I’m the first person to go down to the emergency department to see a finger amputation or the first person to see a spine injury. There’s always help and always backup that I can call, but they are often busy in surgery or in the clinic. So they are available, but it’s more pressure [on me].”






CHAPTER THREE

Some Background

Residency—that is, young doctors going through a structured program of clinical training in a hospital—has existed in the United States for only a little more than a century. Johns Hopkins Hospital opened in Baltimore in 1889 with a medical education program that resembles what we are used to seeing today. And the surgeon who led the way at Hopkins was William Stewart Halsted, M.D. The former chief of surgery at Hopkins, John L. Cameron, M.D., has made a study of Halsted.

“All surgeons were self-trained or learned by way of an apprenticeship, and few spent more than one or two years in a hospital setting. Halsted introduced a system in which medical school graduates entered a university-sponsored, hospital-based surgical training program that, over a several-year period of increasing responsibility slowly led to the training of young surgeons who were well versed in anatomy, pathology, bacteriology, and physiology. The training program culminated in a final period of near-total independence and autonomous activity. This system of training surgeons spread slowly to other hospitals in Baltimore and eventually throughout the entire country. It is this method for training surgeons introduced by Halsted that probably is more responsible than  any other single factor for the incredible productivity that has placed the United States in the forefront of surgical science throughout the world,” Cameron wrote in Annals of Surgery.

Now there are more than 8,000 residency programs that are accredited by the Accreditation Council for Graduate Medical Education (ACGME). Several hundred of the programs train young surgeons.

Residency is not just a continuation of medical school. Certainly residents have to learn a lot of facts, but they mostly learn by doing.

The goal of a surgical residency program is to prepare the resident to function as a qualifi ed practitioner of surgery at the advanced level of performance expected of a board-certifi ed specialist. The education of surgeons in the practice of general surgery encompasses both didactic instruction in the basic and clinical sciences of surgical diseases and conditions, as well as education in procedural skills and operative techniques. The educational process must lead to the acquisition of an appropriate fund of knowledge and technical skills, the ability to integrate the acquired knowledge into the clinical situation, and the development of surgical judgment.

—ACGME PROGRAM REQUIREMENTS FOR GRADUATE MEDICAL EDUCATION IN SURGERY

“We don’t teach surgeons, we create opportunities for them to safely learn,” is how trauma surgeon Richard Mullins, M.D., describes what happens in the hospital.

Another surgeon, Donn Spight, M.D., explains that the residents progress through several stages. The process starts with understanding the basic steps of a procedure—for instance, what a surgeon does to take out a gallbladder without damaging the liver, common bile duct, and other nearby tissues. The next step is doing some and then all of the actual surgery. Of course, at first new surgeons are tentative and use all of their concentration on each cut and suture. Finally, the knowledge about what to do and the physical experience of doing it come together, so that like an experienced musician, the surgeon doesn’t have to consciously think about each maneuver.

“You can turn up the iPod a bit,” John Hunter, M.D., says to the  circulating nurse as he works on a patient’s esophagus with surgery fellow Charles Kim, M.D. “You can highlight a song and adjust the playback level,” Kim suggests. They go on to chat about a recent surgery meeting and other topics. They are paying attention to the surgery, but as long as things proceed routinely, they can also talk about other things.

“It is necessary to reach that level because everyone’s anatomy is different, there are hurdles that are thrown in front of you, and challenges within the operating room. For example, somebody has a reaction to one of the medications while you are performing surgery, somebody gets hypotensive, or something else happens, you need to be able to handle that task at the same time as continuing to execute the functions of the operation. Certainly, if you are focused on understanding what the operation is, you’re never going to get there. If you are trying to master the physical task of getting it done, you’re never going to get there,” Spight says.

But in addition to the technical skills of surgery, there is the broader, and harder to define, goal of learning how to think like a surgeon.

He also points to the things beyond technical skill that go into making a good surgeon.

“There is the gestalt of decision making,” says Aaron Partsafas, M.D. He recently completed residency. “Is the patient facing something ‘bad’ or ‘not bad’? You just get a sense for it. I don’t think you can teach it. Some have it. Some develop it. Some don’t.”




Additional Reading 

Accreditation Council for Graduate Medical Education. For general information, see www.acgme.org. For “ACGME Program Requirements for Graduate Medical Education in Surgery,” see www.acgme.org/acWebsite/downloads/RRC_progReq/440_general_surgery_01012008_u08102008.pdf. Both accessed August 2009.

American Medical Association. “FREIDA Online,” a database of accredited graduate medical education programs, is available at: www.ama-assn.org/ama/pub/education-careers/graduate-medical-education/freida-online.shtml. Accessed August 2009.

Cameron, J. L. “William Stewart Halsted. Our Surgical Heritage.” Annals of Surgery  225, no. 5 (1997): 445-458. Available at: www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1190776. Accessed August 2009.




CHAPTER FOUR

Codes and Trauma

Before new interns take their places in the hospital, they have to pass Advanced Cardiac Life Support (ACLS) certification . . . running a code.

In the second episode of Grey’s Anatomy, “The First Cut Is the Deepest,” George O’Malley is assigned to respond to cardiac arrests and other codes. In response to his first page, he runs down the hall, rushing to a trauma bay.

“I’m Dr. O’Malley,” he says. “I’ll be running this code. What do we got?”

“We have a fifty-seven-year-old male. C-systole,” answers a staffer who has started chest compressions.

George calls for the defibrillator paddles. “Charge me to two hundred please,” he says as he attempts to shock the patient’s heart back into a normal rhythm.

During the episode, he responds to page after page, but things don’t work out the way he had hoped.

“Lost five patients on the code team today. I feel like the Angel of Death,” George moans.

Yang shoots back: “George, ninety-five percent of all code patients can’t be revived. Most of them are seriously dead before you get there.”

That dismal fact, which George apparently didn’t know, is drilled into interns before their first day on the job.

“The patients are already dead. You can’t kill them, so relax.” That’s how one of the instructors starts a class about responding to a code. The point of emphasizing the high failure rate of resuscitation attempts is not to be cavalier about the patient’s life but rather to try to counteract the storm of anxiety that floods the mind of a young doctor when suddenly thrust into the responsibility of running a code so that he or she can think clearly in a stressful situation.

“When a code is called, the first thing is your pulse goes up and your brain doesn’t work as well,” the instructor continues. “The first pulse you should take is your own.” In other words, take a deep breath and calm down, because even though the odds the patient will survive are slim, the odds are even worse if the doctor in charge isn’t thinking smoothly.

Other tips include:Think out loud. There will be a team responding, at least some of the others will have much more experience. Talking about the options and the plan gives everyone a chance to chime in, offer suggestions, catch potential errors.

Keep it simple. That’s the only way to remember things in an emergency.




Again the instructors remind the interns that responding to a code is emotionally strenuous. They need to take care of themselves so that they can then take care of the patient. And remember, most patients will not survive a code, no matter how much experience the physician in charge has. It’s best to think about the situation as having no downside. Don’t worry about what might go wrong. Don’t worry about hurting the patient. Then methodically go through the steps, so that after it’s over, no matter the outcome, you feel good about what you did.

Then the class runs through a few scenarios with a mannequin and an electrocardiograph (ECG or EKG) designed to display various heart  rhythms. One of them, pulseless electrical activity (PEA) often looks like normal sinus rhythm, but there is no pulse. Blood is not actually being pumped. In order to decide the best treatment, the team has to decide what the likely cause might be.

Because advanced cardiac life support situations are inherently high stress, there are several memory aids, mnemonics, that help responders remember the key steps. For instance, the 5 Hs and 5 Ts: Hypovolemia [low blood volume]

Hypoxia [low oxygen]

Hydrogen ion [acidosis]

Hyper/hypokalemia [high or low potassium level in the blood] (or other metabolic problem)

Hypothermia [low body temperature]

Tablets [drug OD, accidents]

Tamponade (cardiac) [blood pooling and putting pressure on the heart]

Tension pneumothorax [buildup of air outside the lungs]

Thrombosis (coronary) [blood clot in the heart]

Thrombosis (pulmonary) [blood clot in the lungs]




The interns in the class quickly run down the list and if one of the Hs or Ts seems to be a likely problem in the current scenario, they explain how they would try to reverse it. They’ve all studied these problems in medical school and reviewed the material for this ACLS certification course. Still, being put on the spot, even in a simulation, is stressful.

“It’s a lot harder to think of things when you’re in charge,” one intern says.

Being in charge is a new role for the interns, who were medical students just days earlier. Learning to be in charge is just as important as knowing the difference between the signs of tamponade and hypovolemia.

“If you are leading the code . . . Lead,” urges an instructor. In a number of scenes of Grey’s Anatomy a character yells out for “someone” to do something. That’s a recipe for confusion and inaction in a real crisis. The interns are told to be decisive and specific. “I’d like you to handle the airway. I’d like you to do compressions,” and so on. And if enough people are on hand, the leader does not jump in to do the intubation or chest compressions or injections. The leader’s job is to think and direct.

After a day of instruction and practice, the interns return for “Mega-code” testing. As each intern takes a turn leading a code, the EKG tosses them a challenging heart rhythm to decipher and treat. The interns are supposed to treat the mannequins as if they were real patients. That includes asking questions if the patient is conscious.

During one scenario, the female intern leading the code suddenly begins to stumble and pause as she asks the patient about his medical history, including what medications he is taking, in case any of them might be contributing to the abnormal heart rhythm or might interact with drugs used to treat heart problems. There’s a question the intern keeps dancing around. Finally, out it comes: “Are you taking anything like Viagra?” In other words, is the patient being treated for erectile dysfunction? She’ll learn to get over the embarrassment of being personal with patients, especially when a life may be on the line.

The interns have been well prepared and get through the Advanced Cardiac Life Support certification without major problems, other than with a few sweaty brows.

“I had been worried yesterday,” one said just before his test. “I’m not as worried today. But . . . still, I wonder about when it’s real.”

The calming message the interns kept hearing—that patients who are coding can’t be hurt—is echoed by trauma surgeons when they talk about the challenges that come their way. On the other hand, the saves can be exhilarating.

“I had a lady one time that was stabbed in the heart. She had tamponade, blood was collecting around her heart, so her heart couldn’t beat,” says trauma surgeon Martin Schreiber, M.D. “She came in with blown pupils, like a dead person. We immediately opened her chest, opened the  pericardium, let the blood out. Her heart starts beating as she wakes up. Then she walks out of the hospital five days later.

“There is nothing that dramatic in any other kind of medicine. That’s why I was attracted to, first, surgery, and then trauma.”

But what about those cases in which a patient comes in badly injured and you can’t pull out a save?

 

 

THE PATIENT WAS IN A ROLLOVER CRASH. NO SEATBELT. THE AMBULANCE crew had not been able to intubate him—that is, get a large tube down into his windpipe to help him breath. This was one of the cases seen in “Let the Truth Sting” (4-03). Meredith Grey wants intern Lexie Grey to give it a try.

“You know how to intubate?” Meredith asks.

“Uh, I’ve never done it,” Lexie answers.

Meredith prompts Lexie through the steps. “Visualize the cords, pull straight up, watch the tube go through the cords.”

Lexie struggles to get the tube down the patient’s throat. A nurse calls out that the oxygen level in his blood in dropping. Eventually it’s obvious the patient is dead.

“That wasn’t bad,” Meredith says.

“What?!”

“That wasn’t bad for your first intubation.”

“Is that some kind of joke? The guy is dead. He died.”

“He was dead when he came in here. He was dead on the scene. He was dead for fifteen minutes in the ambulance. He was dead before I asked you to intubate.” Meredith points out. But the answer doesn’t satisfy Lexie. “You’re pretty cavalier, don’t you think? I mean, they brought him here for help,” she shoots back.

 

 

DOESN’T THE RISK OF QUICKLY LOSING A PATIENT TAKE A TOLL?

“That’s the interesting thing about trauma,” Schreiber explains. “In trauma, the patient’s already hurt. They’ve been in a motor vehicle crash.  They’ve been shot. They’ve been stabbed. They come to you hurt. And you can only make them better.

“If you have an aortic aneurysm, your aorta ruptures, you’re going to die. So you’re standing in the way of that person dying. Sure complications can occur, but there’s no complication worse than death, which is where they’re headed. So if you stop the bleeding and you save the patient, you’ve done a great thing, it’s a really wonderful thing. If you’ve done the best you can and the patient dies; well, you did the best you could, they had a fatal disease.”

Schreiber says that means that in a way there’s really less downside risk for trauma surgeons than for surgeons who perform elective surgeries. Even though elective surgeries rarely go wrong, sometimes they do.

“If you do an elective hernia repair on a patient . . . that person comes in, frequently very, very healthy, maybe a young patient. If something goes wrong, you could make them sterile, and that’s a big deal, that is a huge complication,” Schreiber points out. “Or if you are doing an elective gallbladder operation. Someone comes in, they’ve got a little intermittent pain when they eat, in the right upper quadrant (of their abdomen). Their gallbladder’s hurting them. You go to do an elective operation. You take out their gallbladder . . . and you cut their common bile duct . . . you’ve hurt the patient.”

The burden of responsibility placed on a surgeon is linked to the expectations. When death is a likely outcome, any other outcome feels like success. But when a procedure has a very low complication or death rate, then harsh fingers may be pointed when things go wrong.

 

 

IT HAPPENED TO MEREDITH GREY IN “THE OTHER SIDE OF THIS LIFE” (3-23). Her father’s second wife was hit with a series of unlikely problems and complications that turned a routine case in a fatal direction.

“We . . . We did everything . . . we could,” Grey tells her father after his wife has died.

“You . . . You said it was really simple and that it was this . . . small thing.”

“It was.”

His grief and anger overwhelm him. He slaps her.

“She had the hiccups. She came here . . . because . . . because she trusted you. I trusted you,” he cries.

 

 

TRAUMA SURGEONS MAY BE SPARED DIFFICULT QUESTIONS WHEN THEY can’t save a badly injured patient, but they often have questions of their patients . . . and they don’t always get clear answers.

In “Didn’t We Almost Have It All?” (3-25), Derek Shepherd is removing an ice ax from the head of a mountain climber. The man’s climbing partners said he was impaled by accident during a fall, but in the operating room Shepherd sees that the wound doesn’t match the story.

At the weekly conference of the OHSU trauma service, chief resident Laszlo Kiraly presents a case—and some questions. The patient reported being attacked and stabbed by an intruder, but pieces of the story didn’t seem to add up for the paramedics who first responded. They passed along their questions to trauma surgeons when they delivered the patient to the Emergency Department.

Although a sharp tool was imbedded in the patient, most of the wounds appeared to be only skin deep, not what you would expect from a violent, criminal attack, Kiraly tells his colleagues. Even the deepest wound did not cause as much damage as they first thought it might have. The attending surgeon says the patient was squirming like a child. As they looked into the patient’s history, they found notes on psychiatric treatment. They began to suspect the wounds might be self-inflicted.

Regardless of the cause, the injuries needed attention. A CT scan showed little hidden damage. The wounds would probably heal on their own, so the treatment plan for the physical issues was simple observation. The psychiatric issues needed attention. Even though the patient wanted to leave, the doctors ordered a psychiatric hold so the patient could be monitored and evaluated for a couple of days.

All sorts of stories are told by people who roll in on ambulance gurneys.

Kiraly recalls another time, when a patient told them that all he knew was that he woke up from the party with a table leg stuck into his body.

 

 

GEORGE O’MALLEY IS TRYING TO FIGURE OUT WHAT’S GOING ON WITH a teenage patient in “Begin the Begin” (2-13). The girl has an enlarged lymph node. But as he rolls up her sleeve to draw
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