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Author’s Note



A FRIEND PERSUADED ME TO write this book. She and I studied English literature together at university, and around the same time that I went to medical school, she became a literary agent. After years of hearing me describe what it was like to train in medicine, she urged me to write some of my experiences down on paper.

The difference between the stories I told her back then and those I have written here is that these latest versions are not, in the strictest sense, true. My main concern has been to avoid doing anything that might breach the confidentiality I owe my patients, or that might dishonor valued colleagues.

It was partly for this reason that I chose to write my stories according to theme rather than in a more accurate documentary style. By thinking of subjects that have been prominent in my surgical experience, I thought I would gain a freer range over what I was able to write about.

Although my characters owe a certain amount to patients and doctors I have known, none of these characters is real. Equally, the events that I describe are a mixture of things that have happened and things that might have happened. The result is, I hope, entirely authentic, if not entirely true.







Speed



I AM ABOUT TO FAINT. Methylene blue. Acridine orange. I have been holding someone’s neck open for seven hours. During this time, my attending physician has asked me the same four anatomy questions he asks me every week, but otherwise there has been no conversation. Heart 106.2 is on the third loop of its same old songs. Saffron. Malachite green. My back is cold with sweat under a synthetic, unsoakable surgical gown. My mask feels suffocating, its visor as dirty as a windscreen, spattered with today’s roadkill. I am beginning to feel queasily insubstantial, and the continuity of my vision is breaking up. Tyrian purple. Hoffman’s violet. And just as I am about to confess my shame and excuse myself from the table, my mantra begins to work. Direct red. The open wound in front of me seems to reconfigure. I start hearing sounds normally again. I stop feeling sick. No one has noticed.

What to do when you feel unwell in the operating room (OR) is never discussed, but it is my private belief that all surgeons have these moments of incapacity and that we each try to save ourselves differently. At medical school, while studying pathology, I was charmed by the names of the colorful dyes used to stain tissues for clearer microscopic viewing. Crystalline as jewels, primary as food colorings used for cake icing and egg painting, the names of these elixirs seemed brighter in my mind than the substances themselves, the Platonic hues offset by their arcane prefixes. And through a process I cannot chart, every time I feel sick in the OR, I summon a rainbow collage of these names to mind. They stimulate my ebbing consciousness and usually call me back from that strange physiological precipice to normal function.

For me, such moments of near collapse are not brought on by dearth of sleep, excess of alcohol, or lack of breakfast. I never stay up late or drink on the eve of surgery; I am always ravenous in anticipation of it. No, it is long operations I cannot tolerate, slowness that gets the better of me, lack of pace that makes me ill. This personal feeling chimes with a more openly acknowledged association I have observed throughout my surgical career between speed and competence on the one hand, slowness and ineptitude on the other.

Slowness characterized the worst surgery I have witnessed. It was my first night ever on call as a general surgery junior. Arriving as a clinical virgin to this daunting duty, I learned that my resident was suffering from pneumonia and had just been given a bed on one of the medical wards. I would be without clinical supervision in the hospital for the entire shift and should call my attending at home if I needed any help.

In the middle of the night, the emergency voice facility on my beeper summoned me down to casualty: “Trauma call! General surgeon to the ER! Please go straight to ER resus!” As I ran down the three flights of stairs and the long corridor toward my fate, all I could think at this threshold of my training was, There’s not a single situation that I will know how to handle, feeling keenly the lack of a senior doctor there to guide me.

Surprisingly, the scenario that greeted me was so clear that I did know what to do. My patient was a young woman who had been shot in the abdomen in a local nightclub. She had a hole in her belly where the bullet had entered and no obvious exit wound. Her whole trunk was growing in size before my eyes and was tense to the touch, a sure sign of serious intra-abdominal bleeding. I knew that this woman needed to go immediately to the OR to be opened up and that no investigations or messing about should delay her journey. I felt relieved the decision was such an easy one and asked the emergency room staff to get her ready for surgery. I then phoned the on-call attending, offering to meet him in the OR. “Not so fast,” he objected. “You youngsters are always in such a hurry.”

It was the first halt in a night that was characterized by this attending’s appalling reluctance to act fast. When I return to it in my mind, the whole course of events plays itself out to me in slow motion, as if underwater. My foolish boss took half an hour to turn up. He appeared in the ER with his hands in his pockets and wasted time showing off his knowledge of firearms to the attendant policemen. He ridiculed my sense of urgency. He recommended an unnecessary scan when it was plain to see that a young woman was dying in front of him and desperately needed an operation. When he finally did concede that we needed to go to the OR, he picked up some coffee on the way.

Fortunately, physiology forced pace on a situation that otherwise seemed inexorably slow: once we cut the woman open from breastbone to pubis and cleared her gut out of the way with one deep sweep, we were confronted with the sight of the enormous hollow cavern of the patient’s abdomen filling with blood as quickly as a basin fills with water. The two large suction drains given me by the nurse could not keep up with the loss, and blood tipped over the sides, onto us, onto the floor. Later that morning, when I removed my surgical scrubs in the empty gloaming of the women’s changing room, my underwear was wet with this woman’s blood, and I remember thinking bizarrely and grandiosely of myself like Macbeth and how I too might “the multitudinous seas incarnadine” after such a night.

When I look back now, it seems implausible that this attending did not have a clue what to do, that he didn’t know the simplest emergency measures of clamping the aorta or even packing the abdomen with swabs to buy some time. He dressed his incompetence in a mannered slowness of action, and this made his thinking fatally sluggish. It took him almost an hour to admit he wasn’t coping, at which point he became desperate and was shouting at the scrub nurse, “Get me another surgeon! Any surgeon!” Another hour passed before the regional vascular attending was able to reach the hospital to sort things out. For this patient, it was too late, and though she survived the night after the second surgeon managed to find and repair the holes in her iliac vessels, she died the following day from multiple organ failure, probably as a result of massive blood loss.

This horrible scenario has never left me. Although I was far too junior at that time for any sensible suggestions to have been expected of me, the night taught me the paramount value of a quick response.

And in fact, many of my most talented surgical teachers have been fast. One brilliant general surgeon was speed personified. It was almost impossible to keep up with him on ward rounds; his operations were performed as if revved up. He would dissect right down on top of dangerous vessels, explaining, “Know your enemy.” As I closed his wounds, my neophyte hands trembling awkwardly with the needle holder, he would stand behind me commanding, “Quick! Quick! Like a Singer sewing machine!”

Another surgeon I know, also highly esteemed, encapsulates the same association. Not only is he impressively quick with his hands, but his hobby is motocross; his reputation and strength are inextricably linked to alacrity.

Indeed, the very idiom of surgery accords a thrilling significance to those things we do quickly. Cardiothoracic surgeons “crack the chest” when they need emergency access to it; transplant surgeons “snatch” kidneys for donation. In ENT (ear, nose, and throat) surgery, swift access to the airway in dire straits is gained with the knife by a “slash trachy” We love to curl these terms round our tongues, and such speedy actions are the ones we long to perform.

All these factors were at play this week when I made my terrible mistake—an aversion to slowness, a keenness to be quick, the presence of an impatient, talented boss. Since meeting the Lion, I have been afflicted by a more than routine respect. My boss is known for many things: his stinging irascibility, his prodigious surgical skill, his vast humor. My desire to impress is that of the suitor for the object of her affection, the groundling for the idol. When he addresses me, I feel like light is shining on me; he calls me his “desperate housewife,” and I feel special.

In the OR on that fateful day I find myself prepared to excise submandibular glands, which lie just under the jawbone, in two consecutive patients—a rare opportunity indeed, to follow one lesson immediately with its image. I have done my reading the night before surgery and am academically ready for the challenge. On several occasions, I have seen the Lion complete this operation in under twenty minutes. This is my first ever, though, and I am a slow operator. With my esteemed boss behind me, I begin: skin incision, hemostasis, raising the capsule to avoid damage to an important branch of the facial nerve. Already half an hour has gone. The Lion is behind me, shifting from foot to foot. I feel his very physical proximity, which no other situation would allow, and with it the full weight of his fond expectation. “Take your time,” he says repeatedly, his tone belying his words.

Thirty minutes later, I have found and tied off the facial vessels. All that remains is to ligate the salivary duct and release the gland from its bed. Knowing the operation is drawing to a close, and in a display that is more humorous than threatening, my boss walks to the door that leads from the OR. Mockingly, he says, “I’m getting bored now, Doctor. I’m going to leave the room unless I see some action.” I know that most of this is in fun, but I also feel I am being measured specifically by my pace. I start to cut the remaining tissue rather more quickly than is comfortable. I don’t want to be left unsupervised and, more importantly, cannot bear the idea that I may be destined to join the ranks of the incompetent dawdlers. I finish up; the operation has taken over an hour.

By the time I write my operation note, the next submandibular gland is etherized upon the table. I am determined to prove myself this time. With the last gland fresh in my mind, I see no reason why I should not act with little guidance and finish up more quickly than before. I want to restore the Lion’s faith in me.

I approach the table, prep and drape the patient, mark out my intended incision (two fingerbreadths below the line of the jaw, in order to preserve the marginal mandibular nerve), and infiltrate sparkling local anesthetic from a small syringe. A necessary hiatus of two minutes while this takes effect gives me time to plan, and I gather my wits about me. The Lion has taken up his position behind me and he is still again, as if in hope. I declare my intentions to him with my first cut, which is fast, firm, and unfussy. One further stroke, and to my pleasure the enlarged submandibular gland peeps through its capsule, glassy as an eyeball. I penetrate this confining layer without difficulty, allowing the gland to offer itself to me. No one has spoken; my boss has made no quips, ventured no prods in the back. I feel glad and full of purpose, like a boat whose sail has caught the wind.

Unfortunately, my grace ends as I attempt to mobilize the gland. Every cut seems to prompt bleeding. My view is clouded by ooze. My progress has become slow and stolid. “Sialadenitis,” my attending mutters, and in declaring that this salivary gland has been chronically scarred by inflammation, he seems to be forgiving me my loss of tempo. Grindingly and anxiously, I proceed. I tie off several vessels that enter the gland and am not absolutely sure which of them are the facial artery and vein, so distorted is the geography by years of disease. The Lion doesn’t hound me but walks away and approaches the table by turns, punctuating his laborious attendance with small chats with the various OR staff. I feel a heavy disappointment at having all but lost his attention. A couple of the neighboring operating lists have finished, and quite a crowd has gathered in the OR now, the main attraction not me but my charismatic boss and his management of a rookie.

The operation is now nearly over and, as before, nearly an hour has passed. I have tied off Wharton’s duct, and the gland is hanging from a pedicle, which I am carefully dissecting with clips. Impatient now—both in truth and for show—and keen to display mastery, the Lion goads, “Cut it, come on.” I demur, no longer trying to win any races and wanting to relish my last moments of agency. Louder now, he repeats, “Cut it! What are you, chicken? Cut it, chicken!” I can’t resist, and appose thumb to hand within my scissors; a second later, blood sprays a foot across the room. I have cut the facial artery, hiding within that last stalk of unsevered tissue. The spectators move perceptibly forward a little, now glad to have chosen this OR, this show. I try to find the end of the artery to stem its pulsing flow but soon capitulate and ask for help. I feel slow, clumsy, dangerous, and ashamed. The Lion steps forward and with a deftness that shows me the extent of my own lack of skill, he identifies and ties off the culprit artery in seconds. The patient is safe again.


Later, when the mess and company are cleared, the Lion approaches me and gently ventures, “I ruined that for you.” This is his apology, and I accept it with mock bravura: “No, you didn’t. Just don’t call me chicken again!”

Looking back on this incident now from an operating table at which I have been standing all day, I feel the absurdity and hubris of my seduction by speed. I do not yet know whether I will make a good surgeon, but the fact that I am slow at the moment doesn’t in itself make me a bad one. My boss is carefully sewing up. The day is nearly over.







Sex



TO BE A GOOD DOCTOR, you have to master a paradoxical art. You need to get close to patients so that they will tell you things and you will understand what they mean. But you also have to keep distant enough not to get too affected. This distance keeps both parties safe. A doctor can’t afford to faint at the sight of blood or retch on smelling feces. And the last thing people want when they have been told awful news is for their doctor to start crying. But sometimes you feel the likeness between you and your patient more than you feel the difference. Sometimes your own body declares its fallibility as if in sympathy for the person you are consulting, or your heart defies you by responding just when you least want it to. And one of the most difficult things is learning how to manage sexual matters in hospital life. It’s like going through adolescence all over again.

The first time I ever touched a stranger’s penis, I was lucky enough that it was that of a patient under general anesthetic. The old man, who had been wheeled unconscious into the OR from the anesthetic room, was due for a left hemicolectomy for cancer, a long operation that requires a urinary catheter for monitoring.

I was an intern. I knew I loved being in the OR, but as yet I had no useful place in it. I was standing awkwardly in one of the corners when my handsome resident invited me to initiate myself. I accepted enthusiastically, admitting my ignorance of the procedure, and was grateful when he agreed to show me what to do. A nurse arranged a trolley with all the bits we would need, and Adonis and I approached the patient’s naked groin.

I put on a pair of sterile gloves. “Now,” Adonis instructed, “one hand is clean. One hand is dirty. With your dirty hand, swab the penis.” Struggling to prevent the words dirty and penis from conjuring certain private fantasies about myself with this surgeon, I began to blush. I washed the man’s glans.

A small coterie of OR staff was enjoying my clear discomfort, but my resident continued. “Now, with that hand, hold the penis still. And with your clean hand”—a breeze of relief at not having to keep hearing the word dirty lightened my blush here—“take the lidocaine jelly and introduce it into the meatus.” What I now saw as my useless, trembling, woefully clean, and never to be meaningfully dirty hand fumbled with the man’s limp organ, and the vial of jelly that I hoped would disappear into his penis poured out all over his groin. Adonis, from his lofty position of experience and romantic obliviousness, began to find my incompetence amusing. “Pull back the foreskin and introduce the catheter.” The organ seemed to be all foreskin and no penis, making the task impossible—the slippery prepuce appeared to have no underlying structure to be retracted on, so the end of the foot-long catheter kept popping out of the baggy eye of the man’s penis, flicking jelly around with every jaunty boing. Nurses and OR underlings tittered. Adonis woundingly quipped, “I thought you might have been better at this. Not your first penis, surely?”

“My first floppy one, yes!” was all I could hotly reply.

Adonis eventually finished the job for me, but for weeks afterward, I was greeted in ORs all over the hospital with sniggers from senior surgeons, identifying me as the one who had declared herself used to handling firmer members.

Another awkward encounter, which made me feel like I had been cast back to peripuberty, occurred when I was on call and was asked to see a postoperative orthopedic patient suffering from what is known as phimosis. This is a painful condition that occurs if the foreskin is pulled back over the head of the penis for any length of time. The band of retracted skin acts like a tourniquet, impeding drainage of blood from the penis and causing it to balloon painfully. In the hospital setting, it may happen when a nurse or doctor has forgotten to pull a man’s foreskin back into position after inserting a catheter.


It was the middle of the night when I arrived on the orthopedic ward, and I was immediately able to make out a low groaning, separate from the ward’s collective groan. Steve, the burly chief nurse, led me to Mr. Ashton’s bed, drew the curtain around me and the patient, and, with an encouraging wink, left us to it. Leg and cast on a pillow, Mr. Ashton’s head was thrown back in disquiet. His swollen, discolored penis lay like a dark lighthouse against the horizon of the sheet’s edge.

He was a young man. We were contemporaries. I tried to chase from my mind the idea that in other circumstances I might have met him at a party. I found myself perversely grateful that his pain left no room for embarrassment between us. He looked wildly at me and whimpered a little. I began to talk to him in a quiet voice, not because it was nighttime but because I wanted him to look at me and think me quiet and therefore gentle, since what I began to explain to him was that I was going to put his sore penis into my hand and squeeze it. As soon as I said “squeeze,” I added, “Very, very gently,” but what I didn’t detail was that then I would start to squeeze it harder and harder until I chased all that pooled blood back up, got the foreskin noose loosened, and put things back where they belonged.

I took his next whimper for assent and, like someone in slow motion, finger by finger I enclosed as much of the head of his penis as I could in my hand. It felt as if the two of us were hardly touching. Mr. Ashton drew a breath at this point, his worst fears of vengeful womanhood perhaps allayed. Then, gradually, I began to apply more pressure, first just enough for the small muscles of my hand to relax their still semiextended position, then more. In a curious inversion of other similar contacts, I felt rewarded as the contents of my grip began to shrink. I carried on applying pressure bit by bit. After about five minutes, I was clenching Mr. Ashton’s penis with all my might. As all the remaining trapped blood migrated northward from the end of his organ, the young man’s discomfort eased and what had previously looked like agony gave way now to nude shame. In the artificial dusk of the ward, we were suddenly just two young strangers, one holding the other one’s penis.

Mr. Ashton said thanks and clearly couldn’t wait for me to leave. I felt satisfied with a job well done but also wanted to make myself scarce. Steve made some obvious joke or other on my way off the ward and another task called me elsewhere.

The penis also makes its presence felt more subtly in the medical workplace. While I was studying English up north, before I had even thought of becoming a doctor, one of my teachers sought the help of his surgeon brother to refurbish his kitchen. The evening this constructive individual arrived in town, I was at a small student dinner party at the teacher’s house. We were eating meat, and his brother ate a lot of it. We were telling young people’s stories about our gap years, about the only adventures we had ever had, postcard-sized. His stories of cutting and thrusting in the operating room made ours seem small and silly. This Mr. Silk had a few photo albums in his car, which he showed us over coffee. They were full of before-and-after pictures of tumors followed by smooth expanses of flesh, compound fractures followed by straightened limbs with neatly stitched skin. At the end of the meal, Mr. Silk peeled an apple in front of us all, and we watched as a regular ribbon of skin eased its way from the fruit in a perfect, unbroken coil.

At twenty-two, I was amazed. When a full evening of my attention was rewarded with a singular invitation to visit my teacher’s brother in his operating room whenever I might next be in London, I accepted without hesitation.

Less than a month later, I took the train south one weekend to stay with an aunt. On the Saturday, I arose at dawn and caught the first tube to Mr. Silk’s private operating suite. I felt a great sense of excitement as I was shown to the women’s changing room and handed my first-ever surgical scrubs and cap. I remember as new the oddly industrial smell of the fabric, like hard, dusty tarmac, and the feeling of being almost undressed, with only the starchy top and bottoms to brush against skin and underwear.

When he saw me, Mr. Silk hugged me to his chest, then welcomed me into his operating room with exquisite grace. I was introduced to his urbane anesthetist and his various helpers. He showed me what everything was. I mistook this for courteous surgical convention. It would take me fifteen years from this point to reacquire the feeling of being someone in the OR, for more authentic reasons.

He then performed an athletic and dramatic hip replacement. I don’t recall much of the procedural detail, complete neophyte as I then was. What has remained is a more sensate memory: The music of the anesthetic equipment, heard for the first time with its hums and peeps and sighs. The mixed aroma of clean hard surfaces and the loam of the body’s upturned soils. The migrainous glare of the room lights. The pared-down gestural language between the players.

When the operation was over, the patient wheeled out, the orderlies gone, Mr. Silk produced a bottle of champagne from the anesthetic fridge, and he and I and the anesthetist stood in the OR and drank it all from those small slush-white beakers that have corrugated sides and usually hold children’s juice. Knowing nothing of the mores of private medicine, I took this for a surgical commonplace, a kind of postsacrificial bonding.

Afterward, my teacher’s brother took me out for lunch, and a sense of wonder, excitement, and exhilaration at what I had seen poured from me throughout the meal, all potentially awkward moments smoothed by its unction. Consequently, any opportunity to realize that it was a little odd to be sitting with this strange man in this restaurant in this way was lost in the sparkle of a surgical world newly seen, compared to which the normal world appeared foxed like an old photograph.


He ushered me out of the restaurant with his large all-doing hand upon my elbow, a hand that still gave off a faint scent of Betadine. We passed through one of the two heavy wooden doors leading out of the restaurant to London and its usual traffic, and then in the vestibule he stopped me, stood very close, and said, “It was a wonderful morning.” And then, “My wife doesn’t know about this.” I had the sudden sense that he might be about to put his large fifty-five-year-old mouth on mine, so I took a step back and quickly opened the door leading to the street. After a stilted thanks, I walked to the tube, and thence to my aunt’s house. I was never given such special treatment again.

All workplaces are full of this. But in a career where the body is the common currency, it feels odd to have one’s own body be at all the issue. However, if this kind of experience makes one self-conscious, far more disturbing is the
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