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   CHAPTER 1

   

   

   I don’t know which is worse: disease of the human body or disease of humanity.

   I may be a doctor, but I’m not like the rest of them. Docs typically treat without judgment, no matter who the patients are or how they live. Not me. I question the value of my work now and then. Does it really improve society, or is it wasted on the worst among us?

   Let me give you some examples. Last week, a patient came to me with severe hyperglycemia. Turns out he ignored his diabetes meds and overindulged on junk food, so I had to bail out his ass. Months before that, I started treating a man for pancreatitis when the police showed up. Guess what? The patient was suspected of raping his ex-girlfriend. Gee, I had no fucking idea what kind of guy he was. Then there’s the COVID-19 pandemic, with so many needless deaths, anti-maskers, and anti-vaxxers. Don’t even get me started on this.

   Sometimes, that’s what my job comes down to: wiping away physical sickness within the morally sick. Prolonging people’s lives just so they could go back to being a nuisance, a troublemaker, a menace to society. Not all of the time, but often enough to piss me off.

   I’m not supposed to be saying any of this, or even thinking it. If Hippocrates, the great Father of Medicine, knew about me, he’d call on the gods to strike me down. After all, I already took his sacred oath. The one that says “do no harm,” preaching a duty to heal all without playing God. So I can’t be judge, jury, and executioner, deciding who lives or dies. I am a doctor who can stand only on one side, the side of life. I became an angel of health to defeat the demons of disease. Even with the human race so critically ill, with selfishness and stupidity running amok, spreading like cancer, I have a job to do. No ifs, ands, or buts. No questions asked.

   So here I am, standing on a high pedestal, basking in the light of praise from the mortals surrounding me. But my base is shaky. My foundation isn’t solid like the true angels have. I must always watch my footing. Any misstep or misdeed as a healer and I am finished. The gods will punish me, strip off my wings. I’ll fall from the heights of heaven, plummet towards the depths of hell, vanish into oblivion. But I won’t let that happen. I’ve spent my life climbing to the stars, and after all this, I am not going to toss it all aside. There is no turning back. The only path left is towards the light, while the fires of sin burn not too far beneath my feet.

   I must defend my honor, at all costs.

   * * *

   As a habit, I don’t drive in silence. Commuting is such a waste of time that hauling my ass to work while doing nothing else is pretty much the equivalent of trimming my precious lifespan. That’s why I have my radio on. The dashboard of my Tesla can provide different types of audio to keep me company, whether it be the news, music from radio stations, or favorite tunes in my Spotify playlist. It’s all at my fingertips. Right now, I’m flipping through various Southern California FM stations and seeing what songs randomly come up. I soon come across a catchy one: the all-girl eighties rock hit “Manic Monday” by The Bangles. I bob my head slightly to the rhythm and almost mutter the lyrics, too. Yeah, it’s so appropriate for today. Something upbeat to start a new week, while longing for the weekend that just passed.

   Of course, that’s just for normal people, the five-day-a-week nine-to-five folks. I’m not one of them. I’m a hospitalist, a doctor doing nothing but inpatient care. My work goes from no later than 7 AM to no earlier than 5 PM, twelve days straight. Then six full days off, and repeat the cycle unless I opt for extra vacation time. I’m also paired off with a nocturnist, who watches over my patients whenever I’m off duty to get my nightly rest.

   It’s now day ten and I’m almost dead. Plowing through today, tomorrow, and Wednesday is going to be a fucking pain in the ass.

   I’m done with music for now, so I tune in to KNX for the local news. The current segment is wrapping up, something about computer malware and how it’s important for everyone to not open strange and unfamiliar emails. Gone are the days when the morning anchor dished out the latest stats about daily COVID-19 cases and deaths. Thank you, Pfizer, Moderna, Johnson & Johnson, and Novavax for those vaccines, plus the Food and Drug Administration for clearing them. These elixirs are giving us auras of protection, the magic we desperately need. It’s also made my job a hell of a lot easier. The last COVID-19 patient under my care was a little more than a month ago.

   What a way to start the year. Now I’m back to solving other bodily afflictions, like in the pre-pandemic era. Sure, it’s the familiar endless cycle of “new day, same old shit” and it’s still grueling work, but at least I can breathe. No pun intended.

   Another ten minutes and I’m in north Anaheim. Up ahead is Ivory Memorial Hospital, a big shiny white tower that beckons the sick to enter. As one of its healers, I help project the pride of this place. I am Dr. Mark Lin, board-certified internist. Any adults needing nonsurgical care, they may come to me. Anyone else can find other white coats in this place. Don’t forget the nurses, pharmacists, technicians, and other ancillary staff, too. Healthcare is a team effort, as this medical center likes to put it.

   After parking my Tesla, I head up to the hospital’s eleventh floor where the Department of Internal Medicine resides. My cubicle is buried in a back corner, well hidden from the entrance to this office space. There, my first few tasks are always the same: log into my work computer and contact Dr. Jay McKinnon, the nocturnist whom the chief often likes to assign to me. Just as I would hand off my patients to Jay at the end of the day, he would return them to me with updates. I would usually send him a text to find out where he is in the hospital and wait a few minutes for a response.

   Not this time. Today, he just happens to come into the room and sit in his cubicle, only three spots down from mine.

   “Morning, Jay. Hope you had a good night’s sleep.”

   “You mean a good day’s sleep.”

   “No, I really mean a good night’s sleep. Did any of my patients keep you up?”

   “Thankfully, no. Doesn’t mean I relaxed all night, though.”

   “How busy were you?”

   “I’d say one nurse call every twenty minutes.”

   “In other words, the usual?”

   “Yeah.”

   I nod. Even though this hospital is lucky enough to hire nocturnists, it only managed to attract a small handful. The result: each nocturnist covers the patient load of three or four daytime hospitalists, nowhere close to a chill one-to-one ratio.

   “I know how hard it can get,” I say.

   “Don’t worry about it,” Jay responds while logging into his desktop terminal. “It’s totally doable.”

   “You enjoy the night shift?”

   “Do you even need to ask?”

   “Just making sure.”

   “Of course I love it, you idiot. Wouldn’t you like handling stuff without extra hassles?”

   “Good for you. Don’t quit this place.”

   “Oh, I won’t. I’m satisfied. Unlike you, who sometimes complains about being overwhelmed.”

   “Me, complain?”

   “Remember when you gave me your patient list a few days ago? You were pretty damn tense, and you didn’t hide it.”

   I nod and put my hands up in surrender.

   “OK, fine, I had an unbelievably awful day,” I say. “Anyway, can we do the handoff thing now?”

   Jay smiles and adjusts his glasses, then pulls out his hospital-issued tablet from his white coat pocket. On its screen, he taps open an app containing his notes about the patients I signed out to him yesterday. I take out my own tablet from my coat, access the same app, and wait for Jay’s overnight notes to be transferred wirelessly to mine.

   “I’m only teasing you, Mark. You know how much I appreciate your work. I don’t remember the last time I ever got swamped on a night shift because your patients were so unstable.”

   “Good to know. Even if I’m just lucky.”

   “It’s not luck. It’s good patient care. Seriously, you got dedication. You don’t go home until they’re nicely tucked in.”

   “Well, thanks for the kind compliment. Hurry up so you can get your daytime beauty sleep.”

   Jay laughs a little, then looks down at his tablet and slowly scrolls down with one finger. I listen while reviewing the same notes.

   “All right, first patient. Christopher Flint, congestive heart failure. I got called by the nurse a little after midnight. Said he was constipated.”

   “Wait. What?”

   “According to her, the patient had that problem earlier in the day, and even wondered if he should have asked for a laxative then. Maybe he didn’t think it was a big deal at the time. Anyway, it sounds like he decided at the last minute, so late at night, to get that little request over with.”

   “So you gave him something.”

   “Yeah, a dose of Dulcolax.”

   “But vital signs were OK otherwise?”

   “Yep. Nothing out of whack with that, or anything else.”

   “Cool. Next patient?”

   “Uh, let’s see. There was one new admission that I took at around seven last night, so he’s on your list now. But let me get to your existing ones first.”

   “OK.”

   “Darnell Jackson is fine. I even took a peek at his glucose levels when things weren’t busy. He’s not back to DKA, that’s for sure.”

   I nod with satisfaction. Jackson is a type 1 diabetic. He needs insulin every day because his own pancreas cannot make it. Due to chaotic life stressors, he missed an insulin shot at home, so that his blood sugars skyrocketed to the point of diabetic ketoacidosis and paramedics had to rush him to this hospital. The ICU took care of his DKA with an intensive insulin regimen, before transferring him to me on the medicine ward. My job now is to finish controlling his blood sugars and determine the insulin doses that he could continue at home after he is discharged.

   “Doris Schafer with pneumonia didn’t prompt any calls,” Jay goes on. “And all the rest… Tony Palacio, Mrs. Green, Mr. Choi… no, nothing happened with any of them. So that leaves the new patient.”

   On my tablet, I spot the new name in the list: Donald Chester, a 68-year-old man with a history of liver cirrhosis secondary to long-term alcohol use. I listen to Jay while glancing at his notes.

   “Donald Chester came in because of hematemesis. Vomited a lot of blood. Never happened before. He’s also had some indigestion and loss of appetite over the last three days. Obviously, all of this scared him and his wife, especially the bloody vomit. So she drove him to the emergency department here. Doc ordered a CT abdomen, and the radiologist spotted not one but two things: esophageal varices and a suspected gastric tumor.”

   Wow. This is the kind of case that could excite a roomful of docs in grand rounds meetings: a clinical presentation with two possible causes. Possibility number one: blood leaving the esophagus, stomach, and intestines flows into the portal vein in the liver, but if the liver is known to be cirrhotic, blood has a tough time passing through. It backs up. Veins in the esophagus stretch wider, what we docs call esophageal varices. If those vessels break, the patient bleeds down into the stomach and could maybe puke it back up. Possibility number two: A stomach tumor results in pooled gastric blood just by growing and poking through little blood vessels nearby. So which is the source of the bleeding here: the esophageal varices, the stomach tumor, or both? Holy crap, this patient might be an alcoholic, yet his case is both mentally stimulating and emotionally intriguing. I can do this one.

   “Was he unstable at any point?” I ask.

   “Miraculously, he wasn’t. When I spoke to him and did a physical exam, he was a little worried but otherwise awake and asymptomatic. Blood pressure and other vital signs were within normal limits.”

   “Maybe his own blood clotting did the trick, whatever the bleeding source is. Obviously, we need a GI consult.”

   “Already called for one. Joanne Li is the on-call gastroenterologist. She’ll evaluate Mr. Chester today.”

   I nod, making a note to follow up on that. I also need to fit in a surgery consult for the stomach tumor. That would have to come second, because variceal bleeding seems to be the more immediate risk right now. All of this will likely occur in the afternoon.

   “Anything else?” I ask, even though I know the answer already.

   “You’re all set, buddy, and so am I. Well, almost. I still have to wait for two other docs to do handoffs with.”

   At that moment, Jay pulls out a smartphone from his coat pocket and glances at it. Then he smiles.

   “What do you know? They just texted me.”

   “I’ll let you get to it.”

   “I’m almost there. I’ll definitely get some good beauty sleep.”

   “Good for you, man. You deserve it.”

   “Whoa, hold on. I’m getting another text.”

   Almost simultaneously, I feel a vibration. I have two smartphones, one work and one personal. The work phone in my left pants pocket is the one buzzing.

   “That’s weird,” I say, pulling it out to check.

   “You’re getting it, too?”

   “Getting what?” 

   “A text message from the top, hospital administration. Oh gee, looks like everyone is receiving this.”

   I say nothing as I slowly read my screen.

   

   ATTENTION!

   

   To all staff at Ivory Memorial Hospital:

   

   Our email system has been flooded with numerous spam messages, causing a systemwide slowdown of email communications. It has come to our attention that a form of malware, spreading rapidly via email, is likely responsible, not just in this hospital but also with many incidents elsewhere.

   

   As an urgent cautionary measure, the Division of Information Technology has shut down email servers and disabled all related applications. Technicians are currently working diligently to resolve this matter as soon as possible. Until further notice, please refrain from accessing ANY email (work OR personal), and encourage patients and other staff to communicate with you by alternate means, such as phone and text.

   

   We apologize for this inconvenience. Thank you for your cooperation. Remember, healthcare is a team effort.

   

   Jeffrey Winters, MD

   Chief Executive Officer

   Ivory Memorial Hospital

   

   “What the hell is going on?” I ask breathlessly.

   “Beats me,” Jay says with a frown.

   “Has the CEO ever sent a message like this?”

   “I’ve been here almost nine years. All I ever heard from him were those emails celebrating hospital milestones and annual holidays.”

   “Then something is definitely happening.”

   “It’s probably a big news story now.”

   “Wait a minute. I heard something about malware this morning on KNX. I should look into this.”

   In my cubicle, I open Google Chrome on my desktop computer. I head straight to one of my go-to news sources, The Associated Press. I verbally read the top headline, loud enough for Jay to hear.

   “Lucifer’s Worm cripples computer systems worldwide.”

   “Whoa. What does the article say?”

   I skim the text while reciting the key points.

   “It starts with someone getting a weird email message, with the subject line, ‘Here’s something interesting I found.’ The user opens it, only to find a short message in the body: ‘Hahaha! You have just unleashed Lucifer’s Worm! Now face the wrath of the demon itself!’ The opening of the email triggers the malware to replicate and send itself to every email address found on the computer and any connected servers. Address books and mailing lists are major factors in the spread.”

   “Oh my god, really?” 

   “And when this happens, all other network activity slows down. In some cases, even grind to a halt.”

   Jay says nothing. But I hear a long exhale come out of him.

   “It gets worse,” I continue. “The article talks about some serious consequences of Lucifer’s Worm. At a Bank of America branch in Houston, all of its computers have crashed. And there’s madness in a Cleveland courthouse because everyone’s machine has gone haywire, disrupting case processing there. There’s even the possibility that online retailers like Amazon are going to temporarily shut down their websites, starting today.”

   “It’s like we’re going through another pandemic.”

   “More like a cyber pandemic. But the idea is the same: cripple one thing so many people depend on, the world goes into chaos.”

   “COVID-19 cut off interpersonal contact everywhere. Now Lucifer’s Worm decimates email.”

   “Exactly.”

   “I sure hope I can still sleep today.”

   “What in the world is going to happen next?”

   “I don’t want to know.”

   Me neither. I take a deep breath. Time to change the topic.

   “So, Jay, how are things with that woman you’re dating?”

   “No luck. She’s not returning my calls. But it was hard for us to coordinate schedules, the end of her work day with the usual time I wake up in the afternoon.”

   “Sorry to hear that.”

   “At this point, I’m better off looking for ladies of the night.”

   “You don’t mean—”

   “No, not that kind, idiot. Someone whose circadian rhythm matches mine. Don’t forget smart and beautiful, too.”

   I stifle a laugh. Jay has a funny way of calling me an idiot.

   “How about another nocturnist here?” I ask.

   “None catch my eye.”

   “Are you even looking?”

   “Of course I am. At one point, I even thought about getting to know Joanne Li. But she’s married with two kids, you know.”

   “Just remember you’re not alone. I’m a bachelor, too.”

   “Thanks for the encouragement.”

   “Sure. Don’t sweat it. I think you’ll be fine, as long as you—”

   All of a sudden, a loud high-pitched squeal pierces my eardrums from above. I freeze and hold my breath, waiting for the voice over the PA system.

   “Code Blue, room 832. Code Blue, room 832.”

   I glance at the patient list in my tablet. Shit, it’s Christopher Flint, now on the brink of death!

   I jump out of my seat and run for the door, nearly crashing into two docs coming into the room, no doubt Jay’s last two handoffs. Out in the hallway, an elevator opens up. No one inside. I dash in and press eight. The doors close. Then I clench my fists, suddenly remembering how goddamn slow these elevators are, even for a three-floor descent. I should’ve rushed down the stairs.

   Yeah, I’m a real idiot.

   Once the doors open, I dash down the hall in big, careful steps. Past the nurse’s station. Then a right turn. I slow to a quick crawl as I carefully maneuver through the doorway of 832 and a crowd of staff inside. I reach the patient.

   Flint’s mouth is open, filled like a bowl of putrid stew.

  

 
  
   

   

   

   

   

   CHAPTER 2

   

   

   In any resuscitation effort, step one is to not panic. Step two is to take charge, make sure all the right things are done. Like the clearing of Flint’s vomit, already underway thanks to a lady in purple scrubs wielding a suction cannula.

   There are also random irregular waves racing across the heart monitor at 160 beats per minute. I palpate the patient’s wrist with two fingers. Holy shit, I don’t feel a pulse.

   “Defibrillator?” I shout.

   “Someone’s getting it,” a man says.

   I nod and look at Flint. A big man in black scrubs stands over the patient, hands on top of the sternum, ramming his weight down repeatedly. Each compression shakes Flint’s massive body. The patient is still unconscious. Behind the man in black, a woman in pink prepares an endotracheal tube. She moves behind the head of the bed, already pulled from the wall before I had arrived. The chest compressions stop, and she tilts Flint’s head back to open his mouth. Metal tongue blade in her left hand, she lifts the jaw up. ET tube in her right, she slides it down the trachea without a hitch. Way to go. Then she attaches an Ambu bag to the tube and squeezes it, ventilating Flint’s lungs.

   My recent ACLS retraining comes flooding back. Emergency life support is all about the first four letters of the alphabet.

   A for Airway. Make sure it is open and clear. Check.

   B for Breathing. Manually get air flowing in and out. Check. 

   C for Circulation. Chest compressions to keep blood moving. So far so good, a checkmark for now.

   D for Defibrillator, the newest letter. Use that device once it arrives. Still pending, and it better get here quick.

   The chaos continues before me. Ambu bag breaths alternating with chest compressions. The monitor still showing ventricular fibrillation, the bottom chambers of Flint’s heart contracting chaotically. Not enough cardiac muscle coordination to propel blood forward. Now I can feel my own heart fluttering fast, plus my own quick and shallow breaths. It isn’t the nurses and their frantic activity. I have great trust in them. No, it’s the patient. How much time does he have left? If only humans could have lifespan clocks.

   “Defibrillator!” someone shouts from the doorway.

   “Hurry up,” I yell.

   A man in gray places a kit besides Flint’s left foot, opens it, and pulls out the defibrillator and metal paddles. I pull down the top left part of Flint’s gown to expose his chest. While the gray man hooks the paddles to the unit, I hear another sound piercing the noise in the room.

   The same alarm that brought me down here, followed by the PA system.

   “Code Blue, room 915. Code Blue, room 915.”

   Shit, shit, shit! That’s another patient in my list: Doris Schafer. What the hell am I supposed to do now? No way I can leave just yet. I’d be abandoning Flint, letting him die by default. All I can do is hope that the second Code Team from the ED gets things rolling. Damnit, I’ll have to pick up the pieces later.

   In the midst of this, the gray man holds the paddles down on Flint. I gesture everyone to move back. The gray man gives the shock. Flint’s body jolts, 360 joules stunning his heart. The team resumes CPR. More Ambu bag breaths and chest compressions, back and forth, back and forth…

   But nothing. Flint is still in V-fib.

   Next step: another 360 joules. Same drill. Everyone steps back, gray man shocks, back to work. Then I throw in another measure.

   “Give him epinephrine,” I say.

   “I’m on it,” a woman in blue says, filling a syringe with one milligram of the stuff. Please let it jumpstart his heart.

   CPR continues over the next few minutes. I stare at the heart monitor, waiting for signs of returned spontaneous circulation. I glance at the response team doing the breathing and circulating for Flint. No need to say another word yet. This is a well-oiled machine, an orderly symphony with the conductor getting a brief moment of rest.

   But we’re not done. The V-fib has not gone anywhere.

   “Shock him again,” I say. “Three hundred sixty joules.”

   The lifesaving becomes routine, to the point of it being a blur. The only break to that monotony is my verbal order for another medication, amiodarone. Anything to restore Flint’s heart, even to the point of throwing the kitchen sink.

   My mind also races through a differential diagnosis. Of all the possible causes for V-fib, which is the most likely here?

   I know Flint has longstanding congestive heart failure. He came here because of CHF exacerbation, with breathing difficulty getting worse. All because his heart, already weakened from a heart attack several years ago, couldn’t pump well enough, causing blood to back up and forcing its fluid portion to seep out of the capillaries surrounding his lungs, making those pulmonary tissues difficult to stretch.

   All of a sudden, it hits me. I had given him a new medication yesterday. Was that the reason he’s gone into V-fib?

   Oh god, it better not be.

   I can’t think about that right now. The heart monitor has stopped showing waves. It’s displaying a flat line only.

   No heart contraction.

   “Asystole!” I scream.

   The man in black slows down a bit. Exhaustion kicking in, obviously. I step in and take over, doing the heavy two-handed chest compressions myself. I stop to gasp for air while the woman in pink squeezes air to Flint. Then another round of compressions. Another set of breaths.

   Compressions… breaths… compressions… breaths…

   “Rapid Response, room 903,” the PA system announces after a crackle of static. “Rapid Response, room 903.”

   Damnit! That’s Darnell Jackson. Rapid Response calls without the wailing alarm may be a step down from the life-and-death Code Blues, but they’re still not a matter of “wait until I have a chance to get there.” 

   I force my chest compressions on Flint even harder, still seeing the flat line on the monitor. Soon, I realize that I’m the only one moving. I stop to take two deep breaths, then I do one more series of compressions.

   It finally sinks in. It’s over.

   Flint is dead.

   “OK, that’s it,” I say while panting heavily. “Nothing more we can do. Thank you, everyone, for your hard work.”

   Then I rush out of the room, without a word of explanation.

   * * *

   The good news about Doris Schafer in room 915: the second Code Team got to her as expected. She’s intubated and bag-ventilated. Not dead right now.

   The bad news: the cold stare from the nearest nurse, Cheryl, a lady in purple scrubs. Several other healthcare workers surrounding the bed also give me looks.

   “I’m really, really sorry,” I say nervously. “I got stuck with the Code Blue that got called before this one. Another patient of mine.”

   “Really?” Cheryl responds.

   “I’m not kidding. What happened here?”

   “Looks like anaphylaxis. We gave the patient epi, which helped. But intubation was still a challenge.”

   “How much of a challenge?”

   “It took three tries.”

   Great. Just great. A near-fatal allergic reaction that really made the patient’s throat swell. Definitely enough to ruin my already terrible morning.

   “Is she stable?” I ask, trying not to sound stupid.

   “Seems to be, so far,” Cheryl says. “She’s going to the ICU.”

   “OK, I’ll take care of the official transfer orders later. I must get to the Rapid Response. Also my patient.”

   “What, are you serious?”

   “Yes.”

   “God, I am so sorry.”

   I’m already out of the room. I run down the hall, triggering a shout from the nurse’s station to slow down. I reach room 903 in no time.

   Inside, the thin black man shakes vigorously in bed, face grimacing, eyes closed. Darnell Jackson’s right hand clenches that of his wife Nina, while another man, the patient’s brother Jerome, leans in close. A young nurse named Tiffany quickly turns to me, with a somewhat frantic expression.

   “Dr. Lin, he started shaking a few minutes ago. Now it’s much worse.”

   “You gave him insulin?”

   “Yes.”

   “What’s going on?” Nina asks in a shaky voice.

   I have only one possible answer. Knowing Jackson’s medical history and hospital course thus far, plus this recent insulin injection, I am looking at the other extreme of the blood glucose level spectrum.

   “Give him IV dextrose,” I tell the nurse. “D fifty.”

   Tiffany nods and runs out. I step closer to the patient.

   “Darnell, can you hear me?”

   His eyes open very slightly. Through the tremors, I could register a nod. Good, he’s still responsive.

   “You might be going hypoglycemic,” I say in my best calm but firm voice. “The nurse is going to give you some sugar water through your IV. Just hang in there. It’s going to be OK. Trust me.”

   “Doc,” Nina says, “how is it possible for him to go from hyperglycemic to hypoglycemic? I thought you were careful with his insulin.”

   “I’ll review what’s been given to him. Hopefully, I can figure out what happened. I honestly did not expect this.”

   “You sure you know what you’re doing?”

   “I’m pretty sure. Believe me, your husband is not the first diabetic patient I’ve ever taken care of.”

   “Doctor, should I also give him this?” Jerome asks, holding up a small box of Minute Maid apple juice.

   “No. The IV dextrose should be a good start. We don’t want his blood sugars to get too out of control.”

   At that moment, Tiffany comes in with a new fluid bag, which she hangs on the IV pole. In no time, the solution of 50% dextrose in water courses down the tube, through the IV port in Darnell’s left arm, and into his veins. The next step is simple: wait.

   “You’re gonna be OK, baby,” Nina says to her husband. “Just sit back and let them take care of you.”

   “Don’t forget to pray,” Jerome says calmly. “We’ll be right here with you. We’re not going anywhere.”

   I slow down my breathing. I have narrowly averted a Code Blue, this time saving a life instead of letting it slip a third time.

   But what the hell is going on here? Jackson’s insulin regimen out of the ICU was at least a good start: a long-acting insulin once each morning, plus a short-acting one before each meal. It brought his glucose down to as low as 190 milligrams per deciliter, still above target but at least far from DKA. So two days ago, I upped the dose of the premeal short-acting insulin. It definitely helped. His glucose inched further towards normal.

   Still, did I screw this up? Have I overdone it?

   After about ten more minutes, Jackson is resting calmly. His shakes are practically gone. He is breathing and looking at me with eyes wide open.

   “Are you OK?” I ask.

   “Yeah,” he says softly.

   “I’m so sorry this happened.”

   “Don’t let me die, please.”

   “I won’t. I promise.”

   The patient nods. Then I turn to Tiffany.

   “Check his blood sugar again.”

   The nurse proceeds to grab a fingerstick kit nearby.

   “Looks like things are under control again,” I say to the patient and his family. “Again, I am terribly sorry. I will absolutely look into what led to this, so that I can prevent it from happening again. Do any of you have any questions?”

   All three Jacksons shake their heads, expressions neutral. Thank goodness. I am ready to get out of here.

   “For now, we’ll continue with the current treatment plan. No changes to his insulin, while still monitoring his blood sugars. Hopefully, we’ll get those levels stable so he could finally go home safely.”

   The patient and his brother nod simultaneously.

   “Thank you, Doc,” Nina says.

   * * *

   Doris Schafer has already been wheeled out of her room. Looks like there’s no more emergency with her, so there’s no super urgent task from my end. Therefore, I head into one of the staff restrooms at the end of the hall. It’s a narrow room with a single toilet and sink, much too small for a second person to fit inside comfortably. It’s also not a place to get some fresh air. But you know what? It’s fine by me. I want a quiet place I could have to myself, even for just a few minutes.

   I take a piss, wash my hands, and wet my face. In the mirror, I see a real sourpuss, wearing a tense but neutral facial expression. I might as well have a police mugshot. It wouldn’t look any different at all. Whatever. I’ve had enough tough shit thrown at me within just one hour. Does it really matter if I might scare some people away? At least I don’t seem to be scowling too much.

   My black hair is slightly out of place, not neatly combed back like it was this morning. I dab those hanging strands with water, then bury them between its neighbors. That’s better. I also make sure my clothes are tidy: green necktie straight and center, light-blue dress shirt tucked into tan khakis, white doctor’s coat covering most of everything. The navy blue stethoscope slung around my neck completes the look. I’m all dressed for success now. Of course, if only my work for today would actually allow some success. I deserve to salvage the rest of the day, without any more nightmares to ruin it all.

   Currently, I have nine patients to attend to.

   #1: Christopher Flint, dead

   #2: Doris Schafer, anaphylaxis, ICU-bound

   #3: Darnell Jackson, hypoglycemic Rapid Response averted

   #4: Donald Chester, new patient

   #5 through 9: Other patients with various conditions, all stable, with two likely going home today.

   During my rounds, who goes first, second, third, etcetera? Shit, this is complicated. I take a deep breath, then form a plan. I would assign priority by acuity. Complete tasks for the most serious cases first, then work my way to the lowest-risk patients. That means the two potential discharges would have to wait a little while. I hope they won’t bite my head off once I get to them.

   One more minute, and I’m heading out.

   Any escape from the insanity of clinical medicine is akin to breathing in new life. Even a moment to relieve biological needs is heaven. I could refuel, recharge, and reenergize quickly, then return to the battlefield. There is no end to the war against disease. Only victories in individual fights. Any soul I save, any sickness I banish, adds to my glow as a physician. I could soar with bigger wings, taking me to greater heights. I could build up my honor and proudly show it to the world.

   At the same time, I must tread carefully. Something tells me that the rest of the morning will not be so kind.

  

 
  
   
   
   
   
   
   CHAPTER 3

   
   
   First things first: pronounce Christopher Flint’s death.

   I stand over his lifeless body, attuned to the silence through the stethoscope over his chest. No heartbeat echoes, no breath flows. I move the stethoscope’s diaphragm around to different spots over the thorax. Same findings as expected. I also check for any pupillary light reflexes and motor responses to pain. After a thorough few minutes of postmortem examination, I check my watch. Time of death: 8:24 AM.

   Behind the nurse’s station is a room full of desktop computers. I go in and sit at a terminal in the back corner, out of sight from pretty much anyone passing by outside. I log into Icarus, the Integrated Clinical Record System, and open Flint’s chart. As quickly yet carefully as I can, I type a note describing the Code Blue, the interventions attempted to revive him, the time of death, and the cause of death. I also complete the death certificate, where I have to list, in reverse order, the sequence of key clinical events leading up to the patient’s death: ventricular fibrillation minutes before death, due to congestive heart failure for five years, due to acute myocardial infarction for about the same period of time. That sounds about right. I submit everything and let out a big exhale. Hospital staff will now handle the morgue transfer, and all the rest.

   Now, the really hard part: notifying next of kin.

   I’m not talking about just any surviving family member. Lisa Flint, the patient’s widow, is the epitome of overpowering, overbearing, and overcontrolling. In every phone conversation and face-to-face meeting, she would nitpick all sorts of details and write them down in a small notebook. It could be doses of inpatient medications, how often the nurse is cleaning his bedpan, that sort of thing. One time, she had the nerve to question whether CHF is reversible. The problem wasn’t the question itself. CHF can be reversible in certain cases, depending on the cause. That’s the simple and clear answer I provided. No, the real issue was how she refused to accept the fact that her husband’s CHF may not be reversible because it was caused by a myocardial infarction, a heart attack, destroying some of his heart muscle. It’s as if she saw online articles about the reversibility of CHF with specific causes, but extrapolated that wishful thinking to her husband who was not an applicable case.

   All of this occurs no matter if she’s alone with me or at her husband’s bedside. She’s the one in charge. But I don’t like her stubbornness. Hell, even the patient hates it, based on his frequent eyerolls whenever his wife speaks.

   And now I have to call her. Goddamn it.

   I pick up the phone next to the computer, call her work number, and breathe nervously with the ringtones.

   “Hello. Lisa Flint speaking.”

   “Hi, this is Dr. Mark Lin at Ivory Memorial Hospital. I’m calling about your husband, Christopher.”

   “Of course. Who else would you be talking about?”

   “Well, I’m afraid have some really bad news.”

   I leave it right there. This is the kind of thing that has to be fed piece by piece. No point in torturing someone by making them swallow it whole. At that moment, I hear what sounds like a chair squeaking. I can tell Lisa is priming herself for a powerful blow to the gut.

   “What is it?” she asks a bit anxiously.

   “This morning, Christopher went into cardiac arrest. I rushed to him, along with the hospital’s code team. We did everything we possibly could: defibrillating him, injecting some meds, the works.”

   I pause. She says nothing.

   “I’m sorry, Lisa. Christopher has died.”

   Another moment of silence. Then, a sudden wail that rattles my eardrums, making me jump in my seat. I close my eyes and cover my face with one hand. It’s like I’ve stabbed her in the heart, then ripped it out through her ribcage. But this isn’t my fault. No way. Deep down, I know I did all I could.

   “Dr. Lin, I’m coming as soon as I can. Maybe in an hour or so, since I have a long drive from Irvine.”

   “I’ll be here. And again, I’m—”

   She hangs up, just like that. Damnit, my morning is fucking ruined. Normally, I would be halfway through morning rounds on all of my patients. Not this time. I haven’t even yet checked the first of nine off my list.

   Once again, how the hell did Flint just die like that? I look through Flint’s chart documents from the past two days, reviewing thoroughly what I did. I remember how totally fine he looked. He was his usual jolly and upbeat self, even as he already had a solid medication regimen: the diuretic called furosemide to make him pee more, the ACE inhibitor lisinopril to lower his blood pressure, and the beta-blocker metoprolol to slow his heart down a little. Yet, fluid still surrounded his lungs. So for the first time yesterday, I added digoxin to make his heart muscle contract more powerfully. I was pretty damn careful with that, too. I prescribed 125 micrograms of digoxin, a relatively small dose, knowing Flint’s history of renal insufficiency.

   But wait. Something’s wrong here.

   My eyes stay glued to the screen, at the nurse’s medication administration record. At the row for digoxin, given to him this morning at six. Oh my god, could it be? Does this line actually say…

   No! 

   Flint got 250 micrograms of digoxin. Impossible!

   This can’t be happening. Right away, I open the physician orders tab of the chart, then select the entry for digoxin. And I look really, really hard.

   My eyes aren’t deceiving me. It’s the same dose. 250 goddamn micrograms.

   No way in hell did I order that! I clearly recall what I did, every step of it. And don’t ask me if I was impaired, because I wasn’t. To this day, and to the day I die, I never let a single tiny bit of alcohol or drugs enter my body. It’s all shit to me. I keep my mind and body pure. Can’t do my job otherwise.

   Then I notice something else. The order for 250 micrograms was submitted yesterday afternoon. Definitely not right, because I ordered 125 micrograms in the morning, hours before the timestamp of this one. Right away, I change a record display setting on the screen, to show physician orders that are discontinued or expired in addition to the active ones. I scan the list, then slowly shake my head.

   My 125 microgram order isn’t there at all. Not around the time I submitted it, or anywhere in the order record.

   Now it looks like I ordered 250 micrograms in the afternoon, from the start. If this case goes to a medical malpractice court, I am so fucked. I lean forward and cover my face in both hands. I’m not crying, but I don’t want to show myself to the world right now. I can’t let anyone see me like this.

   Goddamn it, goddamn it, goddamn it!

   “Excuse me, Dr. Lin?”

   I look up. Nurse Tiffany is at the doorway.

   “Are you OK?” she asks slowly.

   “Oh yeah. I’m just having a rough morning. Don’t mind me.”

   “Sorry to hear. Some days can be like that.”

   “What’s up?” 

   “I got Mr. Jackson’s blood sugar level.”

   “Which is?”

   “Two hundred twelve.”

   I nod. It’s still elevated, but at least it’s nowhere near 400 milligrams per deciliter at ICU admission. Even though there was no chance to check his glucose when I suspected hypoglycemia, it didn’t matter. The dextrose did the trick.

   “Did Mr. Jackson skip any meals?” I ask.

   “I don’t think so. Yesterday, the nurse from the previous shift noted that he did eat dinner.”

   “All of it?”

   “Yeah. And you know his wife takes real good care of him. She’s definitely making sure his meals and diabetic meds aren’t off.”

   So Jackson’s hypoglycemia wasn’t because food intake was lower than normal, so that insulin brought his glucose down way too low.

   Uh oh, wait a second. What about the insulin itself?

   “Tiffany, how much time passed between you giving him his insulin and you noticing him shaking?”

   “You’re talking about Humalog, right?”

   “Yeah, the short-acting insulin.”

   “Hmmm… maybe like twenty minutes. I was going to give him his meal a little after that.”

   I quickly open Jackson’s chart in Icarus. I go straight to the last physician order for Humalog. Then I freeze, seeing something out of place.

   Actually, two things.

   One, the order for Jackson’s Humalog is for 200 units per milliliter, not the 100 units I had originally ordered.

   Two, it was placed yesterday early afternoon, a little after one o’clock. Not two mornings ago, which I goddamn remember well enough.

   Shit, it’s the same kind of anomalies as with Flint’s digoxin.

   I clench a fist under the table. How in the world could both Flint and Jackson have medication errors? I almost stomp the floor thinking about it, but I stop myself. Through a narrow slit between my lips, I take some deep breaths. 

   “Dr. Lin, do you want me to give him Lantus?” Tiffany asks, referring to Jackson’s long-acting insulin.

   “Yeah, go ahead. And keep checking his finger sticks periodically. Let me know if his glucose goes low again. Or if he gets symptomatic.”

   “I will. Are you OK, by the way?”

   “Oh, I’m doing fine.”

   “Just thought I’d ask. You looked a little uptight a moment ago.”

   “Don’t worry. I’ll live.”

   “It’s OK to admit you’re stressed out.”

   “I’m not. I really am OK.”

   “Just don’t forget that you’re human.”

   I nod just to be polite. Tiffany smiles and leaves, and I turn back to the computer screen. Then I close my eyes. I don’t want to think about this anymore. But I can’t get away. I have to push forth, get all my crap done before the morning is over.

   All of a sudden, I remember another patient. What about Doris Schafer? She almost died, too. Are any of her meds screwed up?

   I open her chart. First, I read the note left by the physician handling the Code Blue. The nurse sounded the alarm because Schafer had a swollen face and couldn’t breathe. With suspected anaphylaxis, the patient got epinephrine. Because she wasn’t fully conscious and breathing freely, she got intubated and hooked up to an Ambu bag. The record doesn’t say it, but I recall nurse Cheryl telling me there was difficulty with the intubation.

   The patient was admitted because of pneumonia. Pretty straightforward case, with coughing, difficulty breathing, and an abnormal chest X-ray. I had started her on an antibiotic called azithromycin, something that could defeat several species of bacteria, even without knowing which one was the culprit. I also made sure not to give her ciprofloxacin, because she was allergic to that antibiotic.

   Now I’m shaking intensely. I open the chart tabs for both physician orders and medication administration. Nervously, I switch back and forth between them. 

   I confirm my worst fear.

   Schafer didn’t receive her next dose of azithromycin this morning. She got ciprofloxacin instead. And here is an order for ciprofloxacin submitted late afternoon yesterday, which is definitely not right. Just like my order for azithromycin that is no longer there.

   Then, without going anywhere, I spot something at the top of the screen. Where the chart mentions allergies, it just says “None.” Not ciprofloxacin, as I remember seeing before. At least I think that’s what it said previously. I hold my breath and feel another gut punch. 

   Without logging off my terminal yet, I briefly step out of the room. I prepare to ask the charge nurse for Cheryl, but turns out I don’t need to. She is coming down the hall, having just exited a patient’s room.

   “Cheryl, can I talk to you? In here?”

   She nods and approaches me. I get back in my seat at the computer as I gesture for her to come over.

   “About Doris Schafer’s anaphylactic reaction. Was it you who noticed it?”

   “Yeah,” Cheryl says, with a slightly stern face. “After I gave her the Cipro.”

   “How soon after giving it to her did you see her face swell up?”

   “Really quick. Like maybe two minutes.”

   “Here’s the thing. Yesterday, when she got admitted, I ordered Zithromax, because she’s allergic to Cipro.”

   “Seriously?”

   I nod slowly.

   “You didn’t see anything strange with the Cipro order?” I ask.

   “No, not at all.”

   I stop to think. Because nurses work in shifts, a different nurse was assigned to Schafer late yesterday before Cheryl took over this morning. Based on the timing of the supposed order for Cipro, the previous nurse probably had no idea that the first antibiotic given was actually Zithromax. So Cheryl wouldn’t know either.

   “Well, something is very wrong here,” I say. “I did not order Cipro, even if it says so in the chart.”

   “Really? You sure you’re not impaired or anything?”

   I glare at Cheryl.

   “I am pretty certain that I was not then and that I am not now,” I answer deliberately. “And do you understand that I was stuck with the Code Blue before Schafer’s, because that was also another patient of mine?”

   “Yes, yes, I get it.”

   “Good, because I would’ve gotten to Mrs. Schafer if I could. Speaking of which, I need to call the patient’s husband to let him know the bad news. I’ll let him know that you and the team tried. Is there anything you want to make sure I tell him?”

   “No. I think you know the story.”

   “OK. Thanks, Cheryl. You can go.”

   Once the nurse leaves, I pick up the phone and dial the phone number listed in the patient’s chart. Given that Schafer is 71 years old, I assume Ronald Schafer, her husband, is also retired and living at home.

   Sure enough, he is.

   “Hi, Mr. Schafer. This is Dr. Mark Lin at Ivory Memorial.”

   “Yes?”

   “Well, I’m sorry to be bothering you, but I have some bad news.”

   “Oh god. Is Doris dead?”

   “No, but she’s in critical condition.”

   I wait for Ronald’s next comment. All I can hear is his breathing that has a slight wheezing quality.

   “What happened?” he asks.

   “This morning, she had an anaphylactic reaction. A severe, potentially life-threatening allergy. She’s in the ICU now. As for how that happened, I’m looking further into it. But I regret to inform you that some kind of medical error might have occurred. She may have gotten the wrong antibiotic.”

   “What? Are you serious?”

   I pause, giving him a moment to let it sink in further.

   “Did you order the wrong medication?” Ronald asks tensely.

   “No,” I answer quickly. “I know which antibiotic I ordered, and I remembered to make sure it wasn’t the one she’s allergic to. Yet, something happened that led her to get the incorrect one. Like I said, I’m looking into this.”

   “It’s still your fault, you know.”

   “I understand your frustration.”

   “No, you don’t, you prick. I trusted you to look after her.”

   Here we go. Time to brace myself for some fiery abuse. He sighs heavily before continuing.

   “At first, I thought you seemed all right. But now I think I shouldn’t have. You goddamn docs are all the same. Not knowing shit, then messing things up. And you still act like you know better than us!”

   “I get what you’re saying, sir.”

   “Do you really?”

   “I’m trying to look at this from both sides. I know that you are unhappy. At the same time, I am also trying to figure out where the problem lies. Healthcare is a team effort, after all. There’s also nurses, the pharmacy…”

   “Are you trying to deflect blame here? You’re the one in charge.”

   “Again, I’m going to find out—”

   “Fuck you, Dr. Lin! If I hear that my wife is dead because of your sorry excuse for care, your ass is going down!”

   I stiffen, as if taking a hard kick in the crotch.

   “I am sorry this has happened,” I say, trying to sound sympathetic. “I get it. At the same time, please calm down. Let’s work together to find a way through this. There’s no need to be uncivil. OK?”

   Ronald breathes loudly, like a fire-breathing dragon ready to bellow out a roar and shoot its flames.

   “Whatever,” he says. “At least you’re not taking care of her in the ICU, right?”

   “That’s correct. A critical care doc is doing that.”

   “Then again, is that doc any better than you? Or any other goddamn physician who doesn’t know crap?”

   “I can’t say.”

   Ronald says nothing. Fine by me, because I’ve had enough of this shit. Doing the best I can to save a life and then still getting a beatdown because things turn out wrong, not to the family’s liking.

   “Do you have any other questions?” I ask gently.

   “No, I have no goddamn questions. I’ll go visit my wife later today. And I don’t want to talk to you anymore. All right?”

   “Understood. Have a good day, sir.”

   I wait a few seconds. Then he hangs up. So do I.

   In a daze, I do one more thing for Schafer in Icarus. I type a brief note in her chart, documenting my acknowledgement of the code doc’s note and explaining that my attention with another simultaneous Code Blue prevented my immediate presence for this one. I also make sure to do a similar kind of note for Darnell Jackson’s Rapid Response. It’s the least I can do to save my own ass.

   * * *

   Six more patients to round on, but at least the pace is picking up. I start with two patients whom I expected would get well enough by this morning to be discharged home. Sure enough, they have, and I complete their discharge paperwork, finally easing the tension of their long wait. Three other patients are making progress with their conditions. I only have to adjust a medication for one of them. At least one may be able to go home tomorrow.

   That leaves Donald Chester, the new patient I see for the first time. He is asymptomatic at least. The only thing he’s feeling is anxiety. What is it that made him vomit blood over the past couple of days?

   Dr. Joanne Li, the consulting gastroenterologist, would find the answer. Her note in Icarus documents her initial evaluation of the patient and confirms that he will be wheeled downstairs to the GI procedure suite. That will happen later today, meaning it’ll likely be sometime this afternoon. He will undergo upper endoscopy, with a scope going down his esophagus into the stomach. For now, all I can do is wait for Joanne’s findings. At least I am reassured. She is great with bedside
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