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Prologue: The Trauma Bay

	The overhead page comes at 9:47 p.m., and it comes the way it always comes — flat, procedural, almost bored, as if the hospital's intercom system has learned to protect itself from what it announces. Trauma one, adult, GSW, ETA four minutes. Four words that mean everything and nothing. A gunshot wound could be a graze to the calf or a hole through the chest cavity the size of a fist. The page doesn't know yet. Neither does the team gathering in Bay 3 of a Level I trauma center in Washington, D.C., pulling on gowns the color of old bruises, snapping gloves, wheeling over the crash cart with the practiced indifference of people who have done this so many times that indifference has become its own form of competence.

	It is a Tuesday. This matters, though it shouldn't. There's a folk wisdom among trauma nurses that weekends are worse — that Friday and Saturday nights are when the city's grief comes due, when alcohol and heat and old scores collide in parking lots and alleyways. But Tuesdays have their own quiet menace, precisely because no one is braced for them. A shooting on a Tuesday interrupts nothing more dramatic than homework, or a rerun, or the ordinary tedium of a work week. It arrives without the narrative cover of a wild weekend. It just arrives.

	By the time the doors bang open and the gurney comes through, propelled by two paramedics whose faces have already gone somewhere else — that specific middle distance EMTs stare into when they've spent the ride doing compressions and don't yet know if they worked — the room has already rehearsed itself into a kind of choreography. Someone calls out a name that isn't really a name yet, just a placeholder: John Doe, mid-twenties, single GSW to the abdomen, hypotensive in the field, two large-bore IVs, one liter of fluid, no response to voice. The trauma surgeon, a woman in her forties who has been doing this for sixteen years and could recite the phases of hemorrhagic shock in her sleep, is already moving toward the gurney before the paramedics finish talking. This is the part of the story America tells itself it understands: the bullet, the wound, the desperate scramble to save a life. It is the part with sirens and drama, the part that makes for gripping television.

	It is not, actually, where this book begins to ask its hardest questions. Those come later — in the hours and days and years after the trauma bay empties out, after the blood has been mopped from the floor and the shift has changed and the next patient has rolled through those same doors. This book begins here, in the trauma bay, because it is the place where the abstraction of "gun violence" becomes unbearably, irreducibly specific. It is where a policy failure acquires a pulse.

	I have spent months inside rooms like this one, and what strikes me every time — more than the blood, more than the machines, more than the terrible efficiency of it all — is the ordinariness. Not ordinary in the sense of unremarkable, but ordinary in the sense of routine, practiced, absorbed into a system that has built itself, out of grim necessity, to handle this specific kind of catastrophe on a specific and recurring schedule. American trauma centers have protocols for gunshot wounds the way emergency rooms elsewhere might have protocols for heart attacks or car accidents — not because gunshot wounds are less serious, but because they are, in this country, common enough to warrant institutional muscle memory.

	This is worth sitting with, because it is the quiet, structural heart of the argument this book will make: that what unfolds in an American trauma bay on a given Tuesday night is not a random tragedy visited upon an unlucky nation, but the downstream expression of choices made over centuries — in courtrooms, in legislatures, in marketing departments, in the slow accretion of law and culture and commerce that together produced something we might call, uncomfortably, an American way of killing. The bullet that enters a body in Washington tonight was manufactured somewhere, sold somewhere, carried somewhere, fired for a reason that is its own small history. And the body that receives it will be stitched back together, or not, by a system that has had to specialize in absorbing this violence because the violence itself was never meaningfully stopped upstream.

	No other wealthy nation asks its trauma surgeons to become quite this expert in gunshot wounds. In Germany, in Japan, in Australia, in the United Kingdom, a surgeon might go an entire career without seeing what an assault rifle round does to soft tissue at close range. In the United States, it is a subspecialty. There are courses for it. There are textbooks. There is an entire vocabulary — through-and-through, tumbling trajectory, cavitation, hydrostatic shock — built to describe, with clinical precision, what a piece of American-manufactured metal does to American-made flesh. That vocabulary exists because the demand for it never stopped.

	Back in Bay 3, the vocabulary is being used in real time, murmured between people who don't have the luxury of reflection.

	"BP's 70 over palp." A voice, calm, almost conversational, though the number is not a conversational number. Seventy is the sound of a body beginning to lose the argument with itself, blood pressure collapsing as the vascular system tries and fails to compensate for what's leaking out somewhere inside.

	"Massive transfusion protocol, let's go." Another voice, this one sharper, cutting through the low hum of monitors. Somewhere in the hospital's blood bank, coolers are being packed — units of O-negative, plasma, platelets — the raw material of a body's survival, rushed down hallways on carts that exist for exactly this purpose and no other.

	The patient — and I will call him only that, because in the trauma bay he is not yet a name, not yet a story, not yet a person whose mother has been called or whose Instagram account will later be quietly deactivated by a cousin — the patient is young. Very young, in the way that nearly all gunshot victims arriving at urban trauma centers tend to be young, disproportionately young, young enough that the statistics about him will later get filed under a demographic category that sociologists and public health researchers have spent decades trying to explain without flattening him into a number.

	He is not conscious. This is, in a strange way, a mercy that the room does not have time to acknowledge. The surgeon's hands are moving with the specific fluency that only comes from repetition — repetition that, again, should not need to exist in a country of this wealth, this stability, this claim to civilizational advancement. She makes an incision. The room's attention narrows to a point.

	I am not going to walk you through the surgery in granular detail. This book is not interested in trauma pornography, in the queasy spectacle of injury for its own sake. What I want you to sit with instead is the infrastructure — the sheer scale of coordinated human effort, expertise, and resource that a single gunshot wound calls into being. A surgeon with a decade and a half of training. An anesthesiologist monitoring vitals with the focus of someone defusing something that might still explode. Nurses whose hands know, without being told, which instrument comes next. A blood bank stocked and staffed around the clock in anticipation of exactly this kind of emergency. A hospital administration that has learned to budget for trauma surgery capacity the way other countries budget for flood defenses — a recurring, foreseeable cost of doing business in a landscape shaped by a particular and preventable hazard.

	Somewhere in a windowless room down the hall, a chaplain and a family liaison are already reviewing a list. In a few minutes, someone will need to call the mother. This, too, is part of the protocol — an underappreciated one, rarely discussed, that every Level I trauma center in America has had to develop with the same rigor as its surgical algorithms. How do you tell a parent, at 10:12 p.m. on a Tuesday, that their child has been shot? There are training modules for this. There are scripts, of a sort — not scripts in the sense of scripted lies, but frameworks, learned phrasings, ways of delivering unbearable information that leave a small margin for the human being on the other end of it to survive the telling. Hospitals have gotten good at this, too. That is the quietly devastating truth buried inside American trauma medicine: an entire apparatus of expertise has been built, generation after generation, refined and professionalized and passed down through fellowships and conferences and journal articles, in response to a form of violence that other wealthy democracies have simply, mostly, declined to tolerate at anything like this scale.

	He survives the night. I want to tell you that plainly, without suspense, because suspense is not the point of this book, and because so many gunshot survival stories in America are treated, culturally, as the end of the story — the credits roll, the headline is written, "man shot on such-and-such street expected to survive," and the public's attention, already thin, moves on to the next thing. But surviving the night is not the end of anything. It is, if anything, the beginning of a second story that almost never gets told with the same urgency as the first.

	Because here is what the trauma bay cannot fix, no matter how skilled the surgeon, how fast the transfusion, how well-drilled the team: the six months of pain management that follow, sometimes tipping into dependency, in a country whose opioid crisis and gun violence crisis are more entangled than most people realize. The colostomy bag that may or may not be reversible. The nerve damage that turns a hand into something that used to be a hand. The bill — and there is almost always a bill, staggering, arriving weeks later in an envelope that feels almost obscene given what it's itemizing, because America's system for repairing gunshot wounds is exquisitely developed and its system for ensuring people can afford that repair is not. The PTSD that trauma psychologists increasingly recognize as clinically indistinguishable, in its shape and severity, from what soldiers carry home from war zones — except this soldier's war zone was a corner store, or a birthday party, or a bedroom window that happened to face the wrong direction on the wrong night. The insomnia. The hypervigilance. The way an ordinary
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