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			To the children, who are my inspiration,  and to the doctors and nurses—and parents—who help heal them.
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			Author’s Note

			The stories in this book are real. They are the stories of children, families, doctors, and nurses, most of whom have come through the doors of Children’s National, and meaningfully touched the lives of those who have worked with them. In some cases, I have changed the names or certain identifying details of patients to protect their privacy; in others, all details are unchanged. In one instance, I created a composite character as it seemed to me the only way to fully protect the patient’s identity. A desire to help other children and their parents was universally expressed by the families whose stories I have told.

		

	
		
			Introduction

			Forty years ago I was in my third year at Duke University School of Medicine, working for a future Nobel Prize winner and doing research on receptor molecules in his cardiology lab. I had just drawn a blood sample from an older man at the hospital and taken it back to the lab. I thought I was on to something—using hormones to improve the absorption rates of medication by the body’s tissues—and Dr. Robert Lefkowitz, my boss, was pleased with my ideas and results.

			I was crouched over the microscope, shifting to analyze the slide, when I reached up and rubbed a spot right below my Adam’s apple and found a lump in my neck. I prodded the spot again. I felt a bulging mass, and deep down I knew, though the odds should be in my favor, that I had cancer.

			Being a cancer patient at your own medical school is an awkward experience. After a series of tests, Dr. William Peete, a gentlemanly surgeon whose work I had observed during my second year, told me I needed surgery. He was fairly certain I’d be fine, but abruptly I’d found my world turned upside down.

			The night of the surgery I checked into the hospital and was so claustrophobic and anxious I could hardly stay put. I managed to persuade the resident, a former classmate, to let me sneak out to play in an intramural basketball game and Cinderella it back by midnight. I stuffed my sneakers and shorts into a backpack and rushed over to the gym, missing warm-ups but taking my regular spot on the bench just as the game began. I played for about two minutes toward the end of the first half, but I was so nervous, I drew a charge call the only time I touched the ball. In the end we lost, and I returned, dejected and even more anxious than before.

			I barely slept that night and was sitting straight up the next morning when the orderlies came in to wheel me to the OR—past several of my classmates, who tried to high-five me. One wisecracked about the game the night before. In the OR, to my horror, I realized that the surgical nurse leaning over me was a classmate’s girlfriend. Here I was, naked, with Byron’s girlfriend looking down into my eyes—that was my last thought before the anesthesia knocked me out.

			During those hours and over the coming days, I resolved to become a surgeon. The experience of being fixed and cured by someone else’s hands led me immediately to want to cure and fix with my own hands. I still remember what Dr. Peete did in my pre-op exam. He stood in front of me, pulled down his collar, and showed me a scar. He’d had thyroid cancer as a young man, too!

			Having experienced surgery while working in a cutting-edge research lab, I began to think that my dream job would combine surgical intervention with scientific investigation. Surgery and science: the present and the future, the hands and the brain. I did not yet realize that this trajectory would entail working with children, but watching a young girl emerge from anesthesia in the recovery room was the first propulsive experience on that path.

			I spotted her as I dipped in and out of consciousness, machines beeping, doctors and nurses bustling in the aisle between us. She had short black hair, almost a bowl cut, and must have been around eight years old. Slowly shaking off the anesthesia, I began to register how out of place she was, peering nervously at the machines and all the big people lying on gurneys around her. There wasn’t another child in sight. A couple of classmates popped in and started swabbing my mouth with a wet cloth. It felt so dry, I thought my tongue was stuck to my teeth. I wanted to tell them to do the same thing for the girl, but my throat hurt so much, I couldn’t get the words out.

			Finally one of my friends wandered over and touched her on the shoulder. I felt so relieved—here I was with two buddies boosting my spirits, while she was alone and scared. Even then, long before I could have any role in encouraging policy change to allow parents into recovery rooms, I sensed how wrong it was for this child to be recovering on her own. It wasn’t Duke’s fault—there probably wasn’t a children-only recovery room at any general hospital in the United States at the time—but the image of that girl alone, and the thought of her parents alone somewhere else, stayed with me until I was in a position to do something about it.

			

			—

			In my early years at Children’s National, clowns were regular features in the hospital, but an uptight surgeon complained that the clowns had frightened one of his patients, and the administration decided to banish them from the recovery room. Restoring the visitation program was one of my first acts when I became the chief of surgery in 2004. In the intervening years, I treated thousands of children, operated on hundreds, and was regularly amazed by their psychological resilience and bounce-back biology. Kids are genetically programmed to recover from devastating accidents and debilitating conditions. Their biological impulse is to thrive, even in the face of the most daunting conditions.

			During my twenty-five years as a pediatric surgeon, I slowly came to grips with the daily risks that children, and their parents, face. Not even a trauma doctor can predict or imagine what trouble a kid will get into. I’ve extracted a toy soldier from a trachea, an inch-long fish bone from an esophagus, and a shard of an old gym bleacher from a boy’s backside. I’ve helped address terrible burns from ramen noodle spills and tissue damage from snakebites.

			Children are made to heal, but they need a medical environment dedicated to creating the conditions in which they can do so. They need, and deserve, more than clowns and child-only recovery rooms. They need specialty centers with doctors, nurses, psychologists, social workers, orderlies, administrators, and maintenance staff devoted to fostering an environment attuned to their unique psychology, biology, and medical conditions. But children’s hospitals have struggled to gain a foothold in the lucrative world of American medicine. Adult diseases win more investment; adult doctors are better paid; adult medicine dominates the news cycle. As a society, we prioritize end-of-life and palliative care, while children’s medicine is painfully undervalued and underfunded. In the United States there are 35 independent children’s hospitals and more than 200 operating as part of a larger integrated health system, but nearly 5,000 hospitals focused primarily on adult care. This in a country with 75 million children under the age of eighteen. My hope is that by the time you finish reading Healing Children, you will feel this needs to change.

			I am writing this book to share some stunning stories about the children I have treated over the years. Those I write about, with their uncanny fortitude, wit, and wisdom, offer us lessons in how kids can flourish in the face of daunting health challenges if they are treated in a child-first environment.

			I have learned a lot in my thirty-plus years in pediatric medicine, and I have also been struck by how often people have turned to me in fear and frustration looking for guidance. Nothing matters more to parents than the well-being of their child. Skillful medical intervention can change the course of a child’s entire life, but far too often children are treated by adult specialists who have not been sufficiently trained to address their problems.

			As my friends started having kids, I found myself beseeching them to consider using the nearest specialized pediatric center for emergencies, because you are better off going to a pediatric ER if that is an option. Thirty years on I still urge parents to do a dry run to a pediatric ER so they are ready in case of an accident, when minutes can make a difference. If there isn’t a pediatric specialty center within range, investigate the varying capabilities of the hospitals that are near you. Do they have specialized pediatric equipment? Do the EMTs have pediatric training? The more pediatric training and specialization—and the more you as a parent know about it—the better the outcome.

			Over the years I’ve followed the entertainment industry’s portrayal of my profession with amusement and occasional embarrassment. I’ve enjoyed the recent run of books by doctors such as Jerome Groopman and Atul Gawande, who have set a high bar for the portrayal of a profession that sooner or later intrigues, inspires, or confounds just about every human being. But there is a large gap in this body of entertainment and literature: the inspiring world of pediatric medicine. I’m writing this book to help fill the gap. The children, parents, doctors, and nurses I’ve encountered offer the most dramatic and instructive stories of courage and scientific commitment imaginable. My hope is that by reading these stories, parents will discover a new world of medical possibility and will be persuaded to weigh their medical choices alongside other decisions (about schools, sports, and extracurricular activities) into which they put so much time and effort.

			When I moved from Boston to Washington as a young surgeon in 1984, I worked for Dr. Judson Randolph—the first full-time pediatric surgeon in the nation’s capital. The field has grown since then, and now every year tens of thousands of children are hospitalized, treated, or operated on in specialized pediatric centers. But pediatric surgery and medicine still get short shrift in the overall cultural psyche. Many friends across the country discover the value of specialty centers only when their child ends up at one of them after an unproductive experience at a nonchildren’s hospital. Many families I know spend far more time traveling so their children can play soccer than seeking out child-specialized medical care. Some will take the time to rehearse a fire drill at home but never think of planning a trip to the nearest child-focused emergency room in case of an accident. Even my wife and I, both pediatric professionals, once made the simple mistake of not making certain that our health plan covered transport to and care at the closest pediatric specialty center for our children.

			Children are biologically and psychologically more suited for exactly the sort of innovative and aggressive treatments that scientific research is producing for adults with such dizzying speed, and I also want to give parents a sense of what makes contemporary pediatric medicine so exciting and transformative. As medical science and technology converge, children’s specialty centers are, by virtue of the biological and psychological flexibility of their patients, the perfect spot to implement cutting-edge care. I hope to push pediatric care to a more prominent position in our cultural conversation about medicine, to chronicle for parents the astounding recent advancements in pediatric medicine, and to show them how they can strategically access the best care for their children without having to bankrupt themselves in the process.

			This book tracks my own medical and professional journey to illuminate developments in pediatric surgery and medicine over the past forty years. In Part I, I describe how pediatric surgery enchanted me while I was a surgery resident at Brigham and Women’s Hospital, a Harvard teaching hospital in Boston, which is perhaps the global center of medicine. This paradox—how I discovered my passion at a place and in a profession that prioritized adult medicine—sets up some of the fundamental themes of this book: the uniqueness of children’s biology; the struggle of pediatric medicine to win both esteem and investment; and the critical importance of long-term thinking during every childhood intervention, be it dental surgery or heart surgery, the treatment of a broken arm or of asthma, the selection of a NICU (neonatal intensive care unit) or the approach to overcoming ADD or autism.

			In Part II, I introduce my mentor, Dr. Judson Randolph, and his maverick approach to pediatric care. Dr. Randolph embodied the humility and relentless optimism that children crave in their doctors. His style, coupled with his surgical mastery, provided me with a model for my own career—and eventually for the hospital I now run. Dr. Randolph cherished fixing things and solving problems in the short term, with an eye toward a child’s long-term life experience.

			Next I tell the stories of influential patients and colleagues who transformed my thinking about what pediatric medicine could become if it was treated with the same expansive and creative vision as adult medicine. I realized that if I could combine Dr. Randolph’s personal style of humility and optimism with the intellectual, imaginative, and inspirational lessons provided by these patients and peers, I could play my own transformative role in the elevation of pediatric medicine in the United States and in the world.

			We doctors often take as much away from our relationships with patients and their parents as they do from us—and what I took away from one relationship helped transform my conception of what a hospital can be and has dramatically improved the lives of many children. Joe Robert, a local businessman whose son I was treating for a complex chest condition, became a sort of secret agent at our hospital—sitting with his son day and night but all the while observing and critiquing us and fantasizing about what we could become. The story of how he helped us take our game to a new level gives an inside look at the future of pediatric care. As I rose through the ranks to become surgeon in chief and then CEO of Children’s National, I used the lessons and exhortations from this courageous and inspiring parent to try to establish a radical vision of pediatric care—pain free, aggressive but holistic, and always ready to seek out and embrace innovation.

			In Part III, I tell some stories about the type of innovative care—from mental health to orthopedics, from chronic pain management to cancer—that we are developing now. When I became CEO of Children’s National in 2011, I decided to prioritize fields like fetal medicine, immunotherapy, behavioral therapy, and pain management because I realized surgery was not the true frontier of pediatric health. It is and always will be part of pediatric care, but as we innovate and push treatments further forward and catch problems earlier, my profession will play a less prominent role in the future of pediatric medicine.

			Like several of our fellow children’s hospitals, Children’s National aspires to a standard of innovative care that kids and parents all over the country should expect to receive and seek to access. The cases I discuss in Part III show how creative childhood treatments are now geared toward transforming the adulthood awaiting each child—not just solving the health issue at hand. This part is a preview of the next frontier in pediatric medicine; it is a call to parents, politicians, and philanthropists to help us realize this bright future. We need to embrace as a society a new vision of pediatric health care that is logical, economical, and compassionate and that takes into account the long arc of a child’s life.

			I hope that the stories of these amazing children will move and inspire you as they have done me. These kids have been my real teachers, the real drivers of the revolution in pediatric medicine that beckons us so alluringly.

		

	
		
			PART I:

			Discovering Children

		

	
		
			CHAPTER 1:

			The Walk Across the Bridge

			Entering Ella’s room that morning, I had expected to find her resting peacefully with a nasogastric tube sucking bile from her stomach. What I had not expected was to find her parents and grandfather seated in a semicircle around her with their own tubes sticking out of their noses and taped to their foreheads.

			I was a third-year surgical resident at Brigham and Women’s Hospital, making rounds with the senior resident—technically my boss that day—on my first rotation in pediatric surgery at Boston Children’s Hospital. Both the Brigham and Boston Children’s were teaching hospitals affiliated with Harvard Medical School—many of their doctors taught at Harvard, and Harvard Med School students went there for training and to do their residency. Crossing the bridge between the two hospitals, I had felt the senior resident’s mood shift from gruff to decidedly grumpy. Now, as we stood in Ella’s room trying to make sense of the scene, I felt he was about to erupt.

			He was not the first colleague to show frustration in a pediatric environment. After two years of residency at Brigham and Women’s, I had grown accustomed to the regular complaints of my peers as they crossed the bridge to Boston Children’s, one of the first and best pediatric specialty centers in the nation. I suppose at some level it was to be expected: they were mimicking an attitude common among the famous doctors who were training us. Most of my fellow residents were aspiring brain surgeons, cancer researchers, orthopedists, and heart surgeons. They had little time or energy for anxious parents, let alone for the quirks and tantrums of children.

			The previous day the senior resident had brusquely informed Ella’s parents she would need a nasogastric tube, which we would have to insert through her nose down into her stomach. Her intestine, which we had untwisted in a relatively common but quite invasive surgical procedure, was still not functioning properly, and we needed to relieve it of all stress to give it a chance to heal. Ella’s parents had been patiently waiting for weeks to see some progress, and the news of the tube had visibly crushed them. The prolonged hospital stay was taking a toll on their four-year-old daughter, and they worried the tube would further damage her spirits.

			The senior resident didn’t seem to register their concerns. He silently examined Ella one last time, then wrote out the order for the tube to be inserted.

			I wanted to reassure them somehow but couldn’t think of what to say or do that wouldn’t seem insubordinate.

			Ella’s parents moved in closer and spoke more emphatically. “She is not ready for this,” her father said, his voice not so much stern as weary, almost pleading. “She’s been through too much. We have to be able to explain—in her own language—why she needs this.”

			My colleague looked up and mumbled, “I’m sorry,” and then we were off, leaving them with a look of disbelief.

			So the following morning when we entered the room, I was struck by the majesty and outrageousness of their gesture.

			“We told you we would do whatever it took to make this easier for her,” Ella’s father said matter-of-factly. Her mother stood up and moved closer. I will never forget the willfulness—the sheer, animallike protectiveness—that she exuded.

			The senior resident blushed and didn’t even examine the girl before saying, “This is against hospital policy.”

			I had to do all I could to keep from wincing.

			Ella’s mother saw that her daughter was registering the tension in our voices and motioned for us to step into the hallway, but the chief resident would not budge. “You are going to have to remove the tubes immediately or we will ask you to leave the hospital,” he said.

			The grandfather folded his newspaper and frowned. He looked at his granddaughter, then shook his head and closed his eyes.

			“Immediately,” he repeated, and out he went, before they could respond.

			I trailed after him despondently, angry at myself for doing nothing to intervene. I knew he would follow through on his threat, and I could tell the parents understood this. But if it helped the girl, was it really such a problem?

			Over the course of my first pediatric surgical rotation, the trips across the bridge had had the opposite effect on me as on most of my colleagues. I loved working at Children’s. It felt a bit like going home. I was raised in North Carolina, earned my undergrad degree at the University of North Carolina, and went to Duke medical school, and I was still recovering from a culture shock that had less to do with the infamous rigors of residency at Brigham and Women’s than with the gruffness and wear-it-on-your-scrubs ambition of life among hard-chargers up north.

			The care and results at the Brigham were excellent, of course, but the coolness and professionalism there, the dispassionate approach to patient interaction, left me wanting. In three short months I had grown to cherish the heightened authenticity I felt every day at Boston Children’s. In my first year as a resident, I had made the trip across the bridge a few times during rotations in plastic surgery and neurosurgery, specialties in which there were no separate pediatric departments, but it wasn’t until now, in my third year, that I was doing a full rotation in pediatric surgery.

			In the end, Ella’s parents removed the tubes from their foreheads, and their daughter’s intestines began functioning properly soon thereafter. Her digestive system had been given the respite it needed to recover completely. My boss, having done the right thing in the wrong way, departed a year later for a very successful career in adult surgery, and I was left with nagging questions about the system and my future. Why couldn’t hospital policies be adjusted to consider the emotional needs of children and their families? Young parents are so desperate to see their children heal. Shouldn’t we adjust our ways to address their needs, too? I began to see the bridge connecting the Brigham and Boston Children’s as a passage to a different form of medicine, one that accounted not just for the unique psychology and biology of children but also for the concerns of their families.

			

			—

			A few months later I was back on adult rounds in a general male ward at the Brigham that was typically made up of uninsured patients. One night one of my patients, a man we had nicknamed Mr. Pibb, was feeling uncomfortable. He’d had stomach surgery a week before, and the surgeons had placed a nasogastric tube in him, just as they had done with Ella. They wanted his stomach to rest and heal; draining it was key.

			The senior resident had directed me to make sure the tube stayed in place all night. Mr. Pibb was notoriously feisty and craved soda pop—hence his nickname, which rhymed with his real name. The painkillers were making him restless, and he was a prime candidate to thrash about and rip his tube out.

			The first time the nurse paged me, about midnight, I knew immediately what had happened—the tube had come out. I rushed upstairs and tried to calm Mr. Pibb. Then I gave him all the little extras that I understood to be the hallmarks of a good nasogastric tube insertion. I numbed his nose a little bit to make the placement more comfortable, put the tube on ice to stiffen it a bit so it would be easier to place, and calmly asked him to cooperate with his swallowing as I ran the tube down his throat. Then I taped it in place about as gently as I had ever seen the kindest nurse tape a patient.

			An hour and a half later, while I was on my cot catching my first shut-eye of the night, the nurse paged me again. I was by this point, as my mother used to say when I did something wrong, “clearly perturbed.” I called upstairs, and the nurse told me that Mr. Pibb had kept thrashing and had pulled the tube out again.

			This time I didn’t numb his nose or call for ice. I taped the hell out of the tube. I even ordered that he be placed in restraints. Exhaustion and frustration had gotten the better of me, but at least I was certain that he would not be able to dislodge the tube again.

			But he did. I had just lain down again when the call came in. A medical student named Robert Sackstein was resting on the cot across the room from me.

			“Okay, your turn, Robert,” I recall saying. “Nothing like learning on the job.” I craved sleep, and having Robert give it a try would buy me a few winks. “But you’ve got to get them to restrain him completely this time.”

			The procedure normally takes half an hour with hard cases like Mr. Pibb, so I closed my eyes as Robert got up, and I drifted off before he even closed the door.

			But Robert was back ten minutes later. I sat up and asked him what happened.

			“What do you mean?” he asked with surprise.

			“What happened up there—why are you back so quickly?”

			“I put the tube back in and ordered that he be fully restrained,” he said.

			“That quickly?”

			“Well, yes,” he said.

			“He didn’t fight it? He didn’t give you a hard time?”

			“Well, no,” Robert said, obviously trying to get me to shut up so he could get some sleep himself. He turned over, and I suspected he was smiling in the darkness.

			“Mr. Pibb did say something to me when I got there,” he offered.

			“What was that?”

			“He said, ‘Son, I don’t care what you’re going to do—just don’t call that bald bastard back in here!’”

			And with that, Robert broke out laughing. I was, at thirty, already going bald, professional anxiety no doubt expediting genetic destiny. I chuckled and winced not so much at being made fun of as at being found out.

			The glaring difference in my experiences of the same procedure on either side of the bridge—and repeated scenarios like it—were starting to make me think that I should go into pediatric medicine. But this was not a field that the best and brightest in Boston’s surgical training grounds were encouraged to pursue. Curing cancer and finding solutions for heart disease were the worthy callings for Harvard’s most ambitious surgery residents. Pediatric surgery was barely on the radar screen of ambition. I was beginning to feel like a literature student stuck in an engineering class.

		

	
		
			CHAPTER 2:

			Learning Empathy

			During my first year of residency, a famous doctor by the name of Joe Murray was the head of both adult and pediatric plastic surgery. Plastic surgery was one of the few fields that didn’t have distinct department heads at Boston Children’s and the Brigham. I quickly realized that being assigned to learn from Dr. Murray for two months meant pushing not only my brain beyond its normal capacity but my body, too. I’d hike up and down the “Pike” all day, marveling at Dr. Murray’s talents and his stamina. The layout of the place did not make it easy for him to manage his cases.

			The Pike was the nickname for the interminable passage that connected all the wards at Brigham and Women’s. It began at the emergency room and ended with the bridge to Boston Children’s Hospital. On trauma rotations, when you were on call at night, you could be at one end of the Pike stitching a guy who’d been hit in the face with a bottle and then have to race the length of the Pike and across the bridge to treat a child suffering from a dog bite. To fast-walk the length of the Pike was decent preparation for the Boston Marathon, particularly when you had to do it dozens of times a day, as I did when I was following Dr. Murray. He’d resected a small birthmark at Boston Children’s, then rush off to do a facial fracture repair at Brigham and Women’s. Back then the Pike was worthy of its namesake (the Mass Pike): gritty, cold, and long.

			One of the first patients I saw Dr. Murray operate on was a boy who had been badly burned all over his body. Dr. Murray had already performed a series of skin grafts, and the child was progressing marvelously. Like many of his peers, Dr. Murray had gotten hooked on plastic surgery as a military surgeon during World War II. With so many wounded and burned soldiers in need of skin grafts, he had sought to understand the immunology of transplantation. Why was some skin rejected, and what could be done to prevent it? He also became an expert at transplant surgery and was the leader of the surgical team at the Brigham that successfully transplanted the first human kidney in 1954. Decades later, deep into his next passion, plastic surgery, he won the Nobel Prize in Physiology or Medicine his transplant work.

			Dr. Murray was reconfiguring this boy’s skin and reducing much of his scarring. He was slowly transforming the person he would become, and the boy seemed to know it. Watching them interact lifted my spirits every morning.

			After checking in on the boy, we would hustle across the bridge and cruise down the Pike toward the adult plastic surgery ward. Among the first patients I assisted Dr. Murray with at the gloomier end of the Pike was one of the grouchiest, most disheartening patients I have ever encountered. He certainly had reason to be disgruntled. He was in his late fifties and was suffering from a pervasive head, mouth, and neck cancer. The cancer had so eaten into his face and head that Dr. Murray had been forced to do an incredibly complicated restructuring of the man’s jaw and cheeks. This was not cosmetic surgery; it was essential for him to maintain some sort of functioning head and neck. In a series of operations, Dr. Murray had replaced the tissue that had been removed with flaps of soft tissue taken from the man’s neck, carefully rotating them into place. The work was art and engineering all in one.

			Throughout the nearly ten hours of surgery, I stood transfixed as Dr. Murray connected muscle and tissue and flaps. My job was to monitor the patient’s blood supply and vitals—such a long surgery could quickly head south—but at times I caught myself losing track as I marveled at his dexterity. But despite my admiration, I questioned his involvement in the case. I was angry at the patient, and this was becoming a troublesome pattern. He had smoked multiple packs of cigarettes a day and had, I believed, inflicted this awful situation on himself. And still he thought he had a right to curse us and accuse us and generally act disrespectfully to the nurses, who were trying to make his life as tolerable as possible.

			An impulsive thought kept popping up in my head: Dr. Murray is wasting his talents and precious time on this grump, when he could be healing kids down the Pike. I resented my own brain for filling my head with such noxious thoughts and hoped no one could tell what I was silently thinking.

			Then one day, at the end of a rotation that included checking in on this man, Dr. Murray pulled me aside and put his hand on my shoulder.

			“You know,” he said, as if we had been talking about the topic for days, “I think the key to being a good surgeon isn’t just mastering the techniques of surgery but caring for the patient. Every patient. To get that outcome that we all want, the care you show after surgery is as important as the success of the surgery itself. It’s clear to me that’s easier for you with kids, but your obligation of empathy is the same to all your patients.”

			At first I took his words as a reprimand. My embarrassment faded only slightly as I realized that Dr. Murray had intuited that I was struggling and was encouraging me to follow my heart. I kept walking with him, and he quickly changed the subject to the cases we had seen that day. When we reached his office, I started to walk away, but he motioned for me to come in.

			“Here,” he said, handing me a nicely bound monograph. I looked down and read the title, On Caring for the Patient with Cancer. I had recently heard the lecture itself, given by a world-class cancer surgeon, J. Englebert Dunphy, who had the kind of slightly stilted patrician name I had never heard until arriving in Boston. He was signaling to me with this gift—a monograph not about surgery but about caregiving—that empathy is as important as technical skill.

			I looked up at Dr. Murray and saw the expression of gentle care he regularly gave his patients. I took the monograph with a grateful nod and walked back down the hall to Boston Children’s. And with that—part admonishment, part encouragement—I felt I had paradoxically been granted the liberty to consider pediatric surgery as a profession. But first I would have to master the caregiving skills that Dr. Murray believed to be so necessary. The man who kept his office in the children’s wing and whose body seemed to light up every time he dealt with kids had given me a lesson in bedside manner. From that moment forward, I found myself gravitating toward pediatrics while demanding more of myself in all my work, even when I was taking an exit off the Pike that felt like it might be taking me in the wrong direction.

			One last surgery with Dr. Murray, toward the end of my plastic surgery rotation, proved to me that pediatric surgery could be just as thrilling and rewarding as adult surgery was esteemed to be. A five-year-old girl had arrived for surgery to address Crouzon’s syndrome, a genetic disorder in which the bones in the skull fuse prematurely, prohibiting its natural growth. The first time I followed Dr. Murray and his team into the girl’s room, I steeled myself to face her heartbreaking disfigurement. But the moment we walked through the door, all I could see was a mass of stunning black hair. It was the longest hair I had ever seen on a child, and she obviously took pride in it. It distracted the eye and mind from the physical manifestation of the disease: her eye sockets were sunken and twisted, her cheeks concave, and her jawbone misshapen.

			Dr. Murray was partnering on this surgery with the world’s leading craniofacial reconstruction surgeon, Dr. Paul Tessier, who was visiting from Paris. I immediately sensed how elegantly Dr. Murray deferred to Dr. Tessier, the man who had revolutionized craniofacial surgery. For all his own accomplishments and fame as a surgeon, he was unabashedly eager to learn from his French colleague.

			The sense of collegiality among these two champions of their field left me with an enduring lesson. Here, in front of this proud and hopeful girl, it seemed natural for everyone to pull together and make the well-being of this child our common bond and motivation.

			Because of the skills I had developed in my surgery rotations, I was tasked with keeping the girl alive in the pediatric ICU after twelve hours of surgery. The operation was grueling. The surgical team pulled back all the skin on her face, broke just about every bone in her face and many in her skull, stretched her face and jaw into a better fit, and then grafted new bones to hold the structure in place. The anesthesia, loss of blood, and prolonged trauma left me with a daunting task.

			The first miracle I witnessed, as I began to monitor the girl in her special recovery room, was how quickly the craniofacial reconstruction achieved its intended effect. Dr. Tessier and his team had developed a series of clay models (today he would have used 3-D printers), and here before me, sleeping deeply, the girl now looked exactly like the model whose face they had sculpted.

			The second miracle—at least it seemed so to me at the time—was how quickly the girl recovered. In my few hours in bed the night before the surgery I had tossed and turned, daunted by the prospects of a child recovering from such a massive intervention. Part of me thought it impossible—so much blood, so much risk of immunological rejection, so much trauma in the pushing and pulling of her face. And yet day after day, her vital signs and general responsiveness kept improving. The adult plastic surgery ward, where surgery often inflicts greater trauma than the accident or disease, had accustomed me to the high risks patients underwent not just during surgery but also during recovery. But our young patient was flourishing.

			What seemed like a miracle was really just biological logic. Her lungs were healthy—much more so than those of most older patients—her heart was stout, and her immune system had been unaffected by life’s toxins, carcinogens, and age. She was the perfect prospect for a successful craniofacial reconstruction. An adult would have been less likely to survive the procedure, and it might not have worked even if he had. The tissues and bones would not have healed as well, and the adult body would have struggled to recover from such a debilitating procedure. Her recovery confirmed for me what many of my colleagues were missing: that pediatric surgery could be more rewarding, more dynamic, and more innovative. The fresh, vigorous biology of young patients made them ideal candidates for aggressive interventions.

		

	
		
			CHAPTER 3:

			Born to Heal

			Pediatric surgery is a young medical specialty in the United States. In the 1970s, when I was in medical school, adult general surgeons still performed most surgery on kids. This was true even at the couple of dozen independent children’s hospitals across the country. Duke was a great medical school attached to an extraordinary hospital, but like most hospitals at that time, it lacked a particular dedicated focus on pediatric specialty care. Most pediatric surgeons nationwide were also members of adult surgery departments, and very few nursing units in hospitals were devoted exclusively to pediatric care. During medical school I regularly followed doctors who one minute were treating a seventy-year-old man with coronary artery disease and the next a two-year-old girl who had just had surgery for a ventricular septal defect, otherwise known as a hole in the heart. There were small pediatric wards at Duke Hospital and at many hospitals across the country, of course. But virtually all the surgeons who treated children also performed adult surgery, and most of the anesthesiologists and radiologists cared for both adults and children.

			One weekend in my fourth year at Duke, I was trailing a trauma surgeon. A relatively new field at the time, trauma surgery was populated by doctors who had recently been treating soldiers in Vietnam and were now applying their wartime lessons to the accidents and tragedies of daily life at home. Car crashes predominated on weekends, and I was still steeling myself to the sight of mangled bodies and crying children being rushed through the doors of the emergency room.

			This particular night the paramedics came racing in with a girl who clearly showed signs of internal bleeding from the trauma she had suffered when a truck hit the car her father was driving. In such a situation, the protocol is to run through a series of rapid checks to determine if the child is in hemorrhagic shock. Is her blood pressure low? How fast is her heart rate? Is she pale due to a loss of blood? Is she lethargic? Hemorrhagic shock results from excessive blood loss—not enough oxygen is carried through the body, especially to vital organs. The heart starts beating faster to compensate. Blood pressure readings can be deceptive as they generally don’t drop until the point of crisis. A child will usually sustain a steady blood pressure even longer than an adult, as a child’s heart—not yet weakened by heart disease, smoking, stress, and other lifestyle complications—works overtime to pump blood to the body. This resilience can mask internal bleeding.

			As the team monitored the various results, I noticed the trauma surgeon gently pressing the girl’s abdomen more and more often. Concern filled his face. He must have sensed an expansion in her abdomen—which likely meant her belly was filling up with blood.

			Already guessing that her damaged spleen was the source of the suspected hemorrhage, the trauma surgeon quickly decided to take her to surgery to explore her abdomen. He didn’t think twice about his decision; it was the protocol in such a case. The exploratory surgery was heavy-duty stuff and entailed its own risks, but saving the girl’s life obviously trumped any concerns about additional surgical trauma. I peered over the surgeons’ shoulders after they had made a long incision in her belly and saw them nodding to one another as they eyed a laceration of the spleen oozing blood. They quickly decided to remove the girl’s spleen entirely.

			They achieved their objective: the girl’s bleeding stopped. In fact, she recovered with astonishing alacrity. I did not know enough then to wonder—and worry—about the long-term effects of their decision. The spleen is like a huge lymph node, the size of a grapefruit, and it acts as a strainer that traps and filters both white and red blood cells. It then kills the white blood cells that have identified and captured bacteria in the bloodstream. A person can live without a spleen, but we now know that its absence can lead to a vulnerability to infection and, if infection occurs, to rapid sepsis and death.

			The strategy of performing a splenectomy had been tried and tested in innumerable adults, and its success, so we thought, meant that it would serve just as well for children. But where is this girl now?

			

			—

			Two years after witnessing that girl’s spleen surgery, during my residency in Boston, I discovered an emerging emphasis on fundamental differences between child and adult biology. This awareness would likely have dictated a postponement of the girl’s splenectomy—and even of her exploratory surgery—to allow for more prolonged observation. We would have wanted to see if the bleeding would stop and if the spleen would heal itself without surgery. At Boston Children’s, pediatric surgeons who had come to understand the uniqueness of children’s biology decided that waiting and observing a spleen injury often eliminated the need for an operation. They were guided by the principle that a child’s spleen, like many youthful organs, has an ability to heal that is far superior to an adult’s. These docs were envisioning the future lives of their pediatric patients—a simple but startling act of imagination that dictated the course and intensity of treatment. Splenectomy should be avoided if possible, for this adult-to-be might need that barrier against infection someday.

			This message came home to me one night in my first rotation on pediatric surgery rounds in Boston, when a little boy was rushed into the ER with internal bleeding. This was a confusing time, when seat belts—obviously a major safety advance that was saving thousands of lives—were occasionally themselves the cause of new patterns of injury. The mismatch of adult-size seat belts and children’s smaller bodies had led to increased incidences of abdominal injuries in kids.

			In my head I was already rehearsing the operation to explore the abdomen and probably remove the spleen. I called the attending surgeon and told him I had to ship a kid with a ruptured spleen to the OR.

			“Let me come down and take a look,” he said.

			I couldn’t understand why he wouldn’t trust my judgment on what seemed like a straightforward decision to operate.

			He arrived and examined the boy thoroughly. “We’re gonna wait and watch on this one,” he said. “Many of these will heal without surgery. If he does, we’ve saved his spleen.”

			The lesson was clear: these surgeons wanted to perform surgery only as a last resort—they didn’t want to do what they did best. But the deeper lesson—that they trusted the strength of the boy’s vigorous capacity to fix himself—was even more incredible. I learned that children tend to get cracks or lacerations in the spleen rather than a total rupture, which is more common in adults. Kids’ organs are more malleable and better able to withstand injury.

			Within twelve hours, the boy’s signs of internal bleeding—high pulse and low blood pressure, lethargy and slow responsiveness—had subsided. Within forty-eight hours he looked and acted pretty normal. We kept him on bed rest for a week for observation, so as not to trigger any renewed bleeding, but his recovery was impressive and rapid. Unlike an adult, whose biological system needs cajoling and prodding, a child is biologically programmed to heal. Today he is most likely fighting
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“Astounding . .. An amazing look at the tenacity and courage of kids.”
—MADELINE LEVINE, author of The Price of Privilege
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