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I was alone on the upper deck of the ferry, in the lee of the smokestack, as a brisk raw wind kicked up whitecaps off Fort Gorges. On the 6:15 morning ferry from Peaks, this spot would normally be a gathering place for a small group of irreverent, witty, and bitingly sarcastic men who disdained the crowded hold. No one asks me questions about their health or wonders what I think about the newest medical advances. I’m not even sure if everyone knows that I’m a doctor; none of them see me as patients. As much as I enjoy the company of my boat friends, I realize how little time I spend nurturing those friendships on dry land.

I took a deep breath and exhaled, feeling my shoulders relax, aware that my life was unbalanced. It was full. It was rewarding, but I never seemed to stop walking, bicycling, boating, or driving to my next patient encounter. A life in medicine is by its very nature, unbalanced. The long hours studying in medical school followed by the grind of a residency prepared me for the responsibilities of patient care, but it came with significant cost. Over time, doctors often feel isolated, over-stressed, and, particularly when we inevitably lose a patient or implement the wrong treatment plan, at risk of burning out. Even in the five short years I’d been in practice, I’d seen colleagues who began, as I had, drinking a late evening beer to relax before bedtime. Over time, the beer becomes two or three. The occasional sleeping pill (which I’d avoided), becomes a habit. Over time, it all too frequently unravels.

The strain of my Peaks Island and Chebeague Island clinics, caring for hospitalized patients, office hours in my Portland office, not to mention an occasional house call to the outer islands, was taking a toll. It wasn’t unusual for me to leave home before the children were awake and to return long after their bedtime. Sandi, sometimes for weeks at a time, was more like a single parent than a partner in an equitable marriage.

The strain in our marriage reached a point the past year that we went to counseling. That helped. I made some changes in my schedule; eventually reducing my Chebeague Island clinic from two days to one and resigned from several hospital committees. Sandi made some adjustments of her own. The evening meal on the dairy farm she grew up on was a time when the family sat down together and shared the events of the day. Supper brought everyone together and up to date. It’s been difficult for her to let go of the expectation that I can regularly sit down for an evening meal. When she quit her job as a family therapist in Portland and began part-time plumbing and electrical work on the island, her work-family balance dramatically improved overnight.

My dad was the son of Italian immigrants and, like many immigrants, his nose
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In May, I purchased a sixteen-foot C-Dory. Sandi was originally dead set against buying a boat, and that wasn’t surprising. Our first boat had sunk several years before on its mooring in a nor’easter, long after most reasonable people had pulled their boats. Okay, all reasonable people. The C-Dory was not quite unsinkable, but it was an upgrade from the center console skiff. For one thing, it had a new engine and a “kicker,” a five-horse backup motor. What’s more, it had a cuddy cabin to protect me from the wind and a new bilge pump.

Why did Sandi agree to another boat?

Despite cutting back to one day a week on Chebeague, it was clear that my schedule was busier than ever. Hospital admissions were up, and my part-time medical practice in Portland was full tilt. The Peaks clinic was nonstop. Even my weekly Chebeague clinic had picked up. At least three times a week, I was on the 7:15 p.m. ferry or later, and I often arrived home on Peaks Island after the children were in bed.

I didn’t know how many times I’d parked the car on the Portland side, raced down Commercial Street for the 5:35 ferry, jacket flapping in the wind, and missed the ferry by less than a minute. I’d fed a lot of quarters into the pay phone outside the Casco Bay Lines terminal, telling Kate and Molly bedtime stories with a heavy dollop of guilt. I was working about seventy hours per week, not counting house calls. Of that seventy hours, I spent more than twelve hours on ferries, driving back and forth to the hospital or to my Portland office.

Of course, I could have stopped admitting patients to the hospital and closed my Portland practice. That would have simplified our life and reduced my hours, but aside from the financial implications, I’d miss the complexity of managing hospitalized patients and the challenge of consulting on outpatients with uncommon disorders. As an internist, I was developing a fascination with rare diseases and how they masquerade as common illnesses. There was an undeniable thrill and satisfaction in making a difficult diagnosis.

Giving up my island practice was equally unpalatable. My National Health Service Corps commitment, which brought me out to the islands in the first place, had been fulfilled, but many of my long-term clinic patients were my friends and neighbors. For the past year and a half, I’d continued my island practice because, well, I enjoyed it. Despite the stress of balancing the Chebeague and Peaks clinics, when the exam door closed and I opened a chart and asked my next patient, “How are you today?” I really wanted to know.

Still, there was an undeniable tension at times between Sandi and me. Our marriage kept on an even keel through the grind of medical school, a year of internship, and three years of my internal medicine residency; but we both thought, naively, that I’d have more control over my hours once I was in private practice. The sessions we’d spent with a marriage counselor a year ago had helped, but my expanding practice had negated the gains we’d made. Sandi had carved out her own quirky niche on Peaks Island in her work as a plumber and had a close circle of friends. She was home to pick up Kate from first grade, and by working part-time, dovetailed Molly’s daycare hours with her own. But at times, I knew she felt like a single parent. When I thought about it, and I’ll be honest, I wasn’t thinking about it nearly enough, I worried that I was following the pattern of my own father’s long hours as a chemical engineer and I remembered how little I saw of him during my childhood.

The boat was my commitment to a better work/family balance. I christened her, SAKAMO, after SAndi, KAte, and MOlly. Before my first solo voyage to Portland, I jotted a reminder in my pocket planner: Always wear life preserver. Bring portable marine radio. Then I turned the key. The engine purred smoothly. Remembering that it was possible for both the main and kicker motor to fail, I opened the pocket planner again: Buy extra paddle, and added, Keep emergency 5-gallon gas onboard. There. Done. Not quite. Purchase spare key and hide onboard.

My friend Obie O’Brien agreed to build me a rowboat I could use to row out to where SAKAMO was moored. When it was finished, the simple white dinghy sitting outside his shed was a work of art. Roger, a reclusive neighbor, walked over. As Obie proudly pointed out the features of the dinghy to Roger, from the stainless steel eye-bolt on the bow, to the oak engine mount on the stern, Roger stood silently, wearing a bee veil, his pants held up by a delicate piece of twine. Then Roger said to Obie, “Oarlocks are on backward,” and turning to me, he said, “At least it’s not a huge, expensive, pointless kind of boat.”

SAKAMO did seem to reset our family balance, at least momentarily. On early summer evenings when the bay was flat, the four of us explored nearby islands, pulling the flat-keeled boat up on gravel beaches on an incoming tide. Fort Gorges was an easy trip. So was Ram Island, where hundreds of eiders, herring gulls, and cormorants nested earlier in the summer. We fished for, and sometimes caught, mackerel and sea robin, rock crab and pollock.

On weekends, we walked the Indian trails in the interior of Peaks. The children ran wild along the trail where it followed a shallow, rocky stream, singing and jumping, spooking deer and flushing black ducks and mallards. One night, we hired a babysitter, and Sandi and I rode bicycles around the island and ate ice cream out on the wharf.

A white beluga whale, a rare twelve-foot visitor from Canada, was seen frequently in the bay that summer. The small whale seemed to enjoy associating with people, often swimming alongside sailboats, or poking commercial divers on the shoulder as they collected sea urchins.

A sick leatherback turtle was found in the shallows adjacent to the B&M baked beans plant on the Portland side. Its five-foot prehistoric carapace caught the eye of a passing motorist and turtle specialists drove up from the Boston Aquarium and wrapped the turtle in a moist, protective blanket before driving it to the Boston aquarium for specialized care.

That summer, a public meeting focused on our exploding deer population. Tranquilizing individual animals and transferring them to town was offered as one solution to overpopulation, until another islander reminded the speaker, “You’re just spending a lot of money to provide better hunting for mainlanders.” In the end, nothing was decided, the same nothing as the past two years.

One Saturday, a squall swept across the bay. At the Trefethen Evergreen Improvement Association, introductory sailboat lessons for eight-twelve-year-olds were in full swing. Before the fleet of single-masted sailboats could make shore, they were tipped over like bowling pins, dumping a dozen children into the water.

A 911 call went out, and the police raced toward Trefethen in their Jeep. Near our house, a boy on a bicycle was pedaling past the Jeep in the opposite direction when a deer ran across the road and collided with the Jeep’s windshield. The deer flipped up in the air and knocked the boy off his bike. Big John and his temporary partner, Frank, leaped out of the Jeep to tend to the boy who was remarkably uninjured.

The doe writhed on the pavement, spasmodically trying to stand before collapsing on two fractured legs. Big John said to officer Frank, “It’s your turn.” That was the first thing I had learned; our police officers are issued revolvers with only one bullet. Big John backed up the crowd and instructed parents to take their children inside. It was time to put the deer out of its misery. Revolver drawn, Frank approached the prostrate, near-death deer and pointed the gun at the its head. Anxiety took hold. He’d never fired his service revolver before. He fired, and missed.

Big John took out his revolver and shot the deer and the two men dragged it to the shoulder. What this meant to the two men’s working relationship was anyone’s guess. Then they hopped in the Jeep and drove off toward Trefethen. Luckily, by the time they arrived, all of the young sailors had been successfully pulled from the water.

The Jeep accident and the injury to the bicyclist were strong arguments for a controlled hunt on Peaks Island. An emergency meeting was held, but the antihunting faction held firm. Perhaps the argument that might finally swing island sentiment in favor of a hunt was the appearance of Lyme disease on Peaks. The recent Lyme test on Ben Shipman on Chebeague Island came back positive, and that was on an island with a hunting tradition and regular thinning of the herd. Ben was luckier than many Lyme arthritis patients, his knee swelling responded promptly to the course of antibiotics I prescribed. That’s not always the case; several of my patients remained unwell six months or more after treatment with mysterious aches and pains, difficulty with concentration, and profound fatigue.

For a month or so, commuting back and forth on SAKAMO, I felt more in control of my hours. Then, an unprecedented wave of summer visitors arrived on Peaks, and I extended office hours at the clinic. Admissions at the hospital ticked up. More islanders needed house-calls. I told myself that the increased hours were temporary; that after Labor Day, my hours would track back down, but Sandi was skeptical.

One morning I walked through the door of the Peaks Island Health Center and, in addition to my first two scheduled patients, Sister Mia and Lois Herndon, three new unscheduled patients—including a six-month-old infant awaited me. Anne had explained to them that they had a long wait, but the visitors insisted it was better than taking the ferry to Portland and driving to an urgent care or emergency room.

Sister Mia’s visit was a delight. She’d kept to her diet and lost 35 pounds. After a second cortisone shot for her knee last month, she was getting out and walking regularly with the other nuns. I’d been peeling back her diabetic meds to keep up with her improving blood sugars and today, based on a low blood pressure reading, I was stopping one of her three anti-hypertensive medications.

Lois Herndon was not so fortunate. Although I’d tapered her prednisone treatment for giant cell arteritis down to 10 milligrams daily, she had suffered a painful osteoporosis fracture of the lower spine last month while muscling a vacuum cleaner out of the living-room closet. “So much for cleanliness,” she said, only half joking. “While you’re in town, maybe you can talk with your rheumatology conference friends and schedule a back replacement for me. I feel like a rabbit nibbling on all those pills you’re feeding me.”

“Lois, I’m reducing the prednisone as quickly as possible. I know you’re frustrated, we’re both frustrated, but—” Anne knocked on the door and handed me the erythrocyte sedimentation rate (ESR) results. “I have good news for you, the ESR is normal and I want you to reduce the prednisone to 7.5 milligrams daily.”

Lois allowed herself a half-smile. “How is my old cat, Isabel?”

I relaxed and leaned back in my seat. “Molly is learning that carrying a cat with its head on her shoulder while the feet drag on the floor makes for a very unhappy cat.”

“Did Isabel scratch her?”

“More like a warning scratch; it barely broke the skin.” Suddenly, I remembered the waiting room. “I’ll see you next month. Please call if the headaches or muscle stiffness recurs on the lower dose prednisone. Once I can safely reduce the prednisone to 5 milligrams daily, you should start losing some of that excess weight and feel more like your old self.”

Lois leaned on her cane as she struggled to her feet. She caught a glimpse of herself in the mirror and gasped, “My god, I look hideous. I’m a blimp.”

While Lois arranged for a follow-up visit and I scribbled a note in her chart, Johnny Dinsmore limped through the front door. He caught a glimpse of me and pointed to his foot. I thought, Gout management is straightforward. Why in the world am I seeing this foot every month? Johnny settled into a chair, took off his shoe, and propped his foot up on the magazine table.

Ruth, my schizophrenic patient who survived her pneumonia at home, followed Johnny in. She plopped down in the one remaining seat and though it was 80 degrees out, wiggled out of the first of three sweaters she wore beneath a tattered parka. Then she pointed to Johnny and his swollen foot and stage whispered, “I know what you have. It’s the gout, and I know what to do. You should eat black cherries, a lot of them.” Satisfied, she hummed a hymn that was in tune, even if oddly out of place.

“How many cherries?” Johnny asked. Evidently, he was considering her advice. After all, he’d seen me for the gout and here he was with another attack.

“Six cherries when you first feel the burn, and so forth and so on…” She waved her hand dismissively.

The summer visitors’ illnesses were straightforward. Both the mother and six-month old tested positive for strep throats. A young diabetic presented with a draining ulcer on her forearm. I took a deep culture of the drainage and wrote her family doctor’s name and address on the lab slip so she would get a copy. The woman was leaving for Indiana in the morning and I prescribed a broad-spectrum antibiotic to get her started.

Anne roomed Johnny next, and I anticipated his black cherry question by bringing up the topic myself. “Another gout attack?” I shook my head sadly at the massively swollen great toe. “You are, of course, taking the allopurinol daily?”

“Well… there may be times…”

“And the colchicine? You take it as soon as you feel an attack coming on?”

“Colchicine? You mean to say I’m supposed to…”

“That’s unusual,” I said, cutting him short and shaking my head quizzically. “You’re taking both the allopurinol and colchicine as prescribed and still having attacks. Your gout needs a boost. Here’s what I suggest: Purchase a pill box and place one allopurinol inside for each day of the week. On the outside of the box with a magic marker write, If gout attack, take 6 black cherries and 1 colchicine. Repeat in 1 hour. Black cherries, they’re your ace in the hole.”

Johnny nodded his head approvingly. “That’s the ticket! I think we’re onto something now!”

“Now, of course, you need to stay on track with the allopurinol and remember the colchicine,” I continued. “The cherries may be all that’s lacking. Now, how about a shot for that toe?”

Following the shot, Johnny exchanged a knowing glance with Ruth as he limped by to make a follow-up appointment at the front desk. Anne handed me Ruth’s half-empty vial of Thorazine while I scribbled a note on Johnny at my desk. I emptied out the vial and slowly counted out the remaining pills before subtracting the total from the date of her last prescription. Perfect. She’s taking the medication every day. As I chatted with her, she seemed perfectly appropriate. I asked if she was hearing any voices, and she answered coyly, “I hear your voice.”

“I recently passed along the remedy of black cherries you recommended. Do you approve?” I asked.

“Yes… Yes, we certainly do.” Ruth smiled broadly, clearly pleased with herself.

Hmmm, I thought, the two of us might not be alone. While a higher dose of Thorazine might extinguish the background voices, it could also trigger over-sedation or occasionally a more serious side-effect called Tardive dyskinesia accompanied by random movements of the tongue and large muscle groups. After Ruth left, I opened my pocket calendar and wrote: Call psychiatry re Ruth. Leave well enough alone?

There was a commotion in the waiting room. A close friend, Kay Taylor, huddled inside the doorway with her dog, Moxie. The dog was drooling; a large soup bone was wrapped around her lower jaw, and Kay was in tears. As I watched from my desk, Moxie whimpered and clawed at the bone and turned herself around in tight circles. It was a pitiful sight.

The waiting room was temporarily empty, and before Kay could ask, I offered, “Quickly, come in. I’ll take a look at Moxie.” Kay and Anne led the miserable animal into the back room.

I donned a pair of sterile gloves and bent down to examine the soup bone as Kay straddled Moxie and grasped her collar. This shouldn’t be too difficult. Moxie was a medium-sized older dog, with gray flecks on her muzzle and short brown hair. I looked into Moxie’s eyes; nothing malevolent there. The bone seemed to be lodged behind the lower canines. I lightly jiggled the bone and Moxie yelped and snapped at my hand, narrowly missing my index finger.

“That was close,” I exhaled, now even more determined to remove the soup bone.

“I’m sorry, Chuck,” Kay said. “Moxie is usually a gentle, even-tempered dog; we’ll take the ferry to town. She was rooting around in the garbage bin and the next thing we knew the soup bone was wrapped around her lower jaw. Our vet says he handles these kinds of problems all the time.”

“Did he say what he gives to calm the dog down?” I asked, unwilling to admit defeat.

“Demerol. He gives them a 35-milligram shot of Demerol.” Kay handed me the telephone message from the vet. “Why?”

“I have Demerol in the office. Let’s give Moxie a shot. I’ll see another patient or two and over lunch, then we’ll give it another go.”

Kay’s eyes brightened, “Oh, you’re a life saver. Our vet’s office is an hour’s drive north of Portland, and it would mean so much.”

After the injection into her hind leg, Moxie curled up on the floor by my desk and promptly fell asleep. I checked on her between patients and lightly pulled open an eyelid which promptly drooped shut. After lunch, Kay gently helped her drowsy pet to a standing position while I re-gloved and grabbed a pair of wire cutters from the basement. Then Kay straddled Moxie and pulled the leash tight and whispered, “Ready.” As I reached out and touched the soup-bone, Moxie’s eyes flashed open like fire hydrants, and she jerked her head to the side and somehow bit Kay’s hand. I jumped back, landing on my rear, and dropped the wire-cutters, barely eluding Moxie’s gnashing teeth. Kay’s jeans were torn and blood dripped onto the carpet.

Then, Moxie promptly laid down and fell asleep.

Later, the next day, I took it as a point of pride when I learned that Kay’s vet had to resort to general anesthesia and a hack saw to remove the soup bone from Moxie’s lower jaw. Even so, before bed, I took out my pocket calendar and wrote: No more Dr. Doolittle!
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After nearly a week in the hospital, the cause of Nora Crothers’ fever remained elusive. Her drenching sweats and fever of unknown origin (FUO) spiked each evening and returned to normal each morning. There’d been no growth on cultures of her blood, urine, or cervix. Her chest x-ray and CT scans of the abdomen and pelvis were normal. So was a bone-marrow evaluation. Cancer seemed unlikely. At her last blood draw, her repeat ESR rose to 122, breaking Lois Herndon’s previous record of 116 at the onset of her giant cell arteritis. I made a mental note to tell Lois she was no longer the record holder. She’d appreciate the gallows humor, particularly since she was finally shedding some of her prednisone side-effects.

A few minutes before my arrival that morning, Ms. Crothers developed an aching sensation in her chest. The resident ordered an EKG, and I reviewed the tracing on my way into the room. The EKG was clearly abnormal, but not suggestive of a myocardial infarction. I placed my stethoscope on her chest and listened. A patient in the adjacent bed had the TV on. A nurse was speaking to another nurse while she adjusted an IV rate. The phone rang.

“Shut the TV off. Can everyone be quiet for a moment?” I said over the din.

“What’s wrong with Dr. Radis? He doesn’t have to yell,” the taller nurse whispered as she turned the TV off and left the room.

I closed my eyes and tried to clear my mind. Yell? Did I just yell? I don’t usually yell. I was frustrated that my patient didn’t have a diagnosis. I was concerned that Sandi was upset with me. I wished there were more hours in the day to play with Kate and Molly. A blanket of silence settled over the room. I placed my stethoscope on Nora Crothers’ chest. The heart sounds were regular. There was no murmur. But there, between the beats, was a faint sound like two pieces of leather rubbing together. Pericarditis. An ultrasound should confirm that there was fluid in the sac around the heart. Okay, at least I had a partial explanation for the fevers.

I still was unable to put the pieces together: the high white blood count and sedimentation rate, the painful wrists, the friction rub of pericarditis. Silently, I reviewed my working differential diagnosis; nothing seemed to explain the diverse features of Nora Crothers’ illness. I needed more help.

That’s when I realized, if I hurried, I could make the weekly rheumatology conference across town at Maine Medical Center. Fifteen minutes later, I quietly entered the conference room and sat at a rear table as a case of lupus was discussed. Senior attending rheumatologist Paulding Phelps asked, “Any more cases?” Then he noted my presence at the back, “Dr. Radis, do you have something interesting for us?”

After presenting my case, several ideas emerged from the group. The first was that I was in the right room, my patient’s illness almost certainly represented a rheumatologic illness. One rheumatologist suspected my patient’s illness could represent an immune reaction to a chronic hepatitis B or C infection. Another suggested I order a CT angiogram of the abdomen to evaluate for occult vasculitis. “Rheumatoid arthritis? If you haven’t seen rheumatoid arthritis trigger pericarditis and fevers and localized joint inflammation,” one rheumatologist suggested, “you haven’t seen enough rheumatoid arthritis.” In short-hand, I entered the ideas in my pocket calendar: Call resident: hep B/C serology, order angio, CCP antibodies.

Paulding Phelps hung back until the others were finished. “Those are all good suggestions. One thing more, Dr. Radis, have you rounded on the patient in the evening when she has her fever?”

I admitted, I hadn’t.

“Well, it may be prudent to do so. A patient with this kind of history may have an evanescent rash with the high fever. That would be pathognomonic of—”

“Adult onset Still’s disease,” another rheumatologist listening in nodded. “That would make sense.”

“There’s no test that confirms the disease, but if the characteristic rash is present with the fever, that would clinch the diagnosis,” Dr. Phelps continued. “Anyway, that’s where my vote goes. Good luck. Tough case.”

I thanked the group. Perfect. Before closing the pocket planner, I glanced at my messages from the previous day. All of them were checked off. All of them but one: Marriage counseling tomorrow 11.

Shoot. I flew out the conference room and ran to the car. The office of the marriage counselor was located on Forest Avenue. It wasn’t far, but I was already late. In front of a CVS pharmacy, I parked and jumped out of the car and was halfway to the counselor’s office building when something clicked in my subconscious: The car was running. Fortunately, when I retraced my steps, the car was also unlocked. Taking the steps two at a time, I burst into the waiting room. It was empty. The receptionist was on the phone but lifted up her finger for me to wait. In a few minutes she opened up the glass slider and asked, “Dr. Radis?”

“Yes.”

“Your wife is in with the counselor. She said you’re welcome to join them.” The receptionist buzzed me in and pointed to the second door on the left. I knocked on the door and ran a hand through my hair. Okay, maybe it’s better this way; I don’t have time to think.

The counselor, a willowy, gray-haired woman with the settled presence of a yoga instructor opened the door. “We’re so glad you could make it…”

“Sorry I’m late.” I peered past her and there was Sandi on the couch. She was in tears. I sheepishly sat down, trying to gauge how close was okay. In response, she reached out and took my hand. I took a slow, deep breath and exhaled.

“Chuck, we were just talking about how difficult, I might say frenetic, your schedule is, and looking at ways both of you can accommodate those hours or work to improve them. I remember when we met last year that Sandi agreed to let go of her expectation you’d be home regularly for dinner. That was difficult; dinner was the one time everyone in her family came together on the dairy farm. There was a lot of laughter. It’s one of her happier memories. You promised to be more aware of choices you were making. Do you remember that?”

“I do. I was on several hospital committees. I dropped off those committees.”

“But every time you make a change, something else takes its place,” Sandi said as she dropped my hand and fidgeted with the barrette in her hair. “And you conveniently forget how often you come home at eight or nine at night. How many times, in the past two weeks, have you caught the 5:35 ferry home?”

“I’m taking my boat lately.”

“Fine. How many times have you walked in the door before seven in the past two weeks?”

I didn’t answer right off and drummed a finger on the magazine table. “I don’t know. I would guess, five, maybe six.”

Sandi took out a yellow sheet of paper. “What would you say if I told you that I’ve written down the times you arrive home by seven, and it’s twice. Twice, in the past two weeks, not five times. Most of the time, it’s later, much later. Kate and Molly are in bed. They won’t go to sleep until you come home. They watch for you coming down the walkway. And yes, you are very good about going upstairs and telling them stories, but by then they’re exhausted. They need their sleep.”

“I know you’re right,” I answered. “But getting the boat has helped. Think about the ferries I used to miss. This summer has been crazy, but in a few weeks, we should see a real difference. The Peaks clinic should slow down; right now, nearly half of the patients I see are summer visitors. It should get better.”

“And what about next summer?” Sandi asked. “And the summer after that? After the first three years it was going to be better when you stopped going to Long Island and Cliff Island for house calls. This spring it was going to be better when you bought SAKAMO. People like you. They want you to be their doctor. Every time you say ‘yes’ again to your patients, you’re saying ‘no’ to your family.”

Afterwards, we went out for lunch and tried to continue the conversation. Our conversation was forced; we missed the mediation of the counselor. She reframed our questions and followed up on our replies. And she was fair. I didn’t feel she was on Sandi’s side or my side; she was trying to help us see a way forward. I looked at my watch, it was time for Sandi to take the 12:45 ferry back to Peaks to pick up Molly at the babysitters.

Driving toward the waterfront, a heavy, impenetrable fogbank closed in. I dropped Sandi off at the dock. Sandi checked her purse for a ticket and leaned into my window and gave me a kiss goodbye. Before she disappeared inside the Machigonne, she turned and smiled. I realized, then, that I needed to do more; if I wanted our marriage to succeed, I needed to fight for it. It was my turn to cry.

I realized it wasn’t safe to take SAKAMO up the coast. Between the fog, my absent mindedness, and our therapy, I’d be lucky to get out of Portland harbor before I hit a ledge. I’d have to drive up the coast, catch the ferry to Chebeague Island for my afternoon clinic, and stop off at the hospital to see Nora Crothers on my way home.

No clinic day is routine, but today, there were no surprises, and aware that I was still upset, I focused even more than usual on each patient visit and carefully dictated my findings and recommendations. On my way back to the hospital, the counseling session weighed on me. Was it true that by saying “yes” to my patients, I was saying “no” to my family? The criticism seemed an oversimplification of my work and my relationship to Sandi and the children. Medicine is not a nine-to-five avocation. Out of balance? I parked the truck in the hospital lot and sat for a moment. Yes. Absolutely. My work/family balance was tilted toward work, lots of it, more than I could (or should) sustain indefinitely.

Entering through the emergency room entrance, I stopped at the doctor’s dining room and sat for a moment, sipping on my fourth cup of coffee of the day, a wave of fatigue washing over me. An oncologist grabbed a bag of chips, shouted hello, and was out the door. Divorced. A pulmonary specialist entered and sat nursing a can of Coca Cola. Pending divorce. A half-dozen family practice physicians came in from the cafeteria and set down their trays. One, I knew was divorced, another was in a second marriage. Of the other four, one was single, and three, from what little I’d heard, seemed to have solid marriages. The operative word was “seemed.” Who really knows what goes on in a marriage?

I’d never considered that divorce might be in Sandi’s and my future. But I would guess neither had my physician peers. The Chinese proverb I applied to my mental health patients now spoke clearly to me: If we don’t change the direction we’re headed, we’ll end up where we are going. Upstairs, I reviewed the chart of Nora Crothers. Her nurse flagged me down. “Your patient’s fever just spiked to 104 degrees. Do you want blood cultures drawn?

“Yes. I’ll enter an order. Can you call lab, and have them come up and draw two sets of blood cultures, twenty minutes apart?”

“Done. Restart antibiotics?”

“No,” I said, “Not yet.” I was tempted to start prednisone. Prednisone is a perfectly reasonable treatment for pericarditis. The likelihood that her fevers were driven by an occult infection was nearly zero. I was aware of a tongue-in-cheek definition of a rheumatologist circulating in my own doctor’s dining room: A clinician who comes to the bedside, orders a lot of tests that come back inconclusive and treats the patient with steroids.

I closed the chart and paused at the open door of Nora Crothers’ room. Her cheeks were flushed and her hair stringy and soaked in sweat. She leaned forward, groaning, and clenched a fist against her chest. She noticed me lingering by the door. “Dr. Radis, how are you today?” She was the sickest patient I’d managed in months and she was asking me how I was doing? Some people are just born nice.

I retrieved my stethoscope from my green satchel and pressed it lightly against her chest. The heart was racing at more than a hundred beats per minute, and the leathery friction rub sounded like sandpaper. As I opened the back of her hospital gown to listen to the lungs, I silently thanked Paulding Phelps. There it was, in all its textbook glory: the rash of Still’s disease. The salmon-colored, irregular, blotchy rash stretched across the upper back, into both upper arms, and over the upper abdomen. When I pointed out the rash on her upper arms, Nora said, “Rash? I haven’t noticed any rash. I’m not allergic to the bed sheets, am I?”

“No, it’s the missing piece of the puzzle. The appearance of the rash with the daily fever, along with the joint pain, and the pericarditis, fits with a disorder called adult onset Still’s disease. As yet, the trigger remains a mystery. I want to begin an infusion of Solumedrol tonight. It’s a relative of prednisone and the primary treatment for your disease. I think you’ll feel better soon.”

I toned down any sense of enthusiasm I had over making the diagnosis. Whether Still’s disease afflicted young children, where it was most common, or adults, the textbooks described patients who required high-dose prednisone treatment indefinitely. A small percentage of patients died from complications of the disease. I decided that this was one case where I’d initiate treatment, but then refer her to Dr. Phelps in rheumatology.

I wrote the orders for Solumedrol, dropped off the Chebeague Island patient laboratory specimens, and a few minutes later was on my way to the waterfront. Now that I was finished with rounds, the day came racing back: the Chebeague clinic, the counseling session, Sandi waving goodbye, the rash of Still’s disease, the realization that I needed to make real change in my practice. I pulled over at a convenience store parking lot and shut off the car. Then I spied a pay phone booth and called one of my physician friends.

I told him that I was okay, well not really okay, but hoped he could cover for me tonight. I bit the inside of my lip, hoping he wouldn’t ask too many questions. When he said, “yes,” I signed out my hospital patients. Then he laughed and said, “Phone coverage for the islands too? I get some impossible phone calls from your patients. I mean what am I going to do?”

“Yes, the islands, too. Thank you so much,” I said and hung up the phone.

There was one last hurdle to overcome. I was in no condition to take SAKAMO home in the fog. As I walked down the wharf to the Casco Bay Lines, I picked up a newspaper off a bench and decided that if a book wasn’t enough to discourage medical questions, perhaps a newspaper held up to my nose might do the trick. I boarded the ferry, took the first seat on the inside bench, and opened the newspaper to the sports section. The ferry pulled away into the fog. I glanced out the window; a solitary heron kept pace with the boat, its wings dappling the quiet surface of the water, and I felt myself relax.

Thirty minutes later, the diesel engines throttled down and two crewmen slid open the lower doors and prepped the gangplank for off-loading. Head down, I gathered my backpack and green satchel and wearily joined the other passengers waiting to disembark, staring straight ahead as the line moved slowly forward. Passengers drifted off the wharf on bicycles or trudged up a dirt road toward a house I didn’t recognize. In another moment, I was alone.

Then it hit me. Through a gap in the fog, Peaks Island was clearly visible across the channel. I was on Little Diamond Island. Somehow, in my stupor, I’d boarded the wrong ferry, the down-the-bay ferry. This was not my island. I was too numb to yell or stamp my feet or throw my backpack on the ground. I stood dumbly on the wharf. Then, from up the channel, I could see the faint outlines of a substantial boat. It was Dave Quinby’s work boat, and I flapped my arms like a giant pigeon, hoping he’d look my way. No reaction. I cupped my hands and yelled and whistled. Dave peered over the wheel inside the pilot house, focused over the bow, intent on safely navigating the fog toward his mooring off the western shore of Peaks. The Quinby boat slipped by, the roar of the diesels drowning out my hopes for a quick ride home.

Behind the pilot house, on a fish crate, sat Kip, age five, nearly asleep. She drowsily looked up toward the wharf and, recognizing me, smiled and waved. I pantomimed a knock on the pilot door and pointed to the Little Diamond wharf and then to her dad. She cocked her head and looked at me curiously. Why was Kate’s dad doing a crazy dance?

Then she ever so slowly pushed herself off the crate and brushed off her pants and picked up her rag doll and opened the pilot door and disappeared inside. I held my breath. The metal work boat made a slow, lazy turn to port and glided back to the Little Diamond wharf.
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