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CHAPTER 1

Calm waters

I have had the same recurring dream since early childhood.

I am standing on a beach, curling my toes into soft, warm sand like fine brown sugar. The sky is an endless, untouched, pristine blue. Families and couples dot the shore. Sometimes my own family is there with me – sometimes my parents, sometimes my wife and kids – and sometimes no one at all.

On the horizon, the sea and sky merge in a blurry haze. As I’m staring out across the water, something moves. I strain to see the distant event, my eyes ache and my chest knots, as the horizon lifts and swells. Bigger and bigger, a black wall of water rises and rises. Sometimes I shout and no one moves, sometimes we stampede away from the shore, sometimes I can do nothing at all. The wave gets closer and closer until it plunges the beach into darkness and fills the world. Sometimes it hits. Sometimes, just as it’s about to, I wake.

This time, I wake from the dream with my heart racing well over 150 beats per minute. As a heart doctor, a cardiology registrar, I’ve started to wonder if this is some sort of nocturnal arrhythmia, pounding in my chest. I try the manoeuvres I ask of my patients – forcing my breath out with mouth closed and nose pinched, splashing my face with water – and even the ones I do myself, like massaging my carotid artery as it pulsates at the angle of the jaw, trying to trick the knot of autonomic nerve tissue there into resetting my heartbeat – but nothing settles it, except time.

My wife, Dilsan, mutters something and rolls over. It’s 5 a.m. and my alarm is about to go off anyway. Our two kids, Ayla and Zach, could go off at any time from now until 7 as well. I get out of bed, shower, get changed. Despite my shuffling about and our creaky floors, no one is up yet. At 6.30 a.m., I’m out the door. It’s the middle of January and it’s still pitch-black. A brisk walk on icy concrete, pit stop at Costa, and I’m plonked on the tube, winding my way through the bowels of London to my job at a specialist heart hospital.

Trying to avoid social media, I use the hour-plus commute to learn some coding or to write, putting some words together for one of the newspapers I occasionally contribute to or sometimes just jotting down some nonsense. I work on my Notes app on my phone, penning whatever the flavour of the day happens to be: a novella about a Frankenstein-like child that grows into an insatiable, power-hungry tyrant; a children’s book for my daughter about a detective hunting lost triangles; or a memoir I’d mothballed after probably too few rejections. Meanwhile, the train skips and whispers through the stations.

I jump up the stairs of the hospital, usually still attached to my phone, picking up another coffee if I have a free voucher, and then through the doors to cardiology, a large unit on the top floor. I’m there at 8, or earlier, on days I’m on call. We have multiple subspecialty departments of cardiology, each a centre of excellence in its own right, and as a middle-grade doctor, half-way through specialist training, I rotate through all three. My last rotation, specialty cardiology, is where everything that doesn’t involve inserting stents in heart arteries (specialized tubes designed to keep the arteries open) or dangerous heart rhythms ends up.

The handover from the previous shift takes place in a tiny room for the nurses, plus me and one doctor more junior than me, a Senior House Officer (SHO). The night nurse in charge will rattle through the list of patients – their histories and plans, any problems or updates, and who might fall or have an infection. They occasionally intersperse the handover with a joke or a jibe, usually at the expense of another hospital “tribe” – for example, referencing “difficult” radiologists, the “slow” porters or the “hard-headed” surgeons and cardiologists. Most nurses will spend their working lives on a single ward, and many of them have worked together for over a decade. They are a family of sorts. In those handovers, as junior doctors, we are ever the interlopers, and just as we begin to know names and faces, we often move on.

The handover breaks up and we start the round. The consultant (the senior doctor, who has worked their way up through their chosen specialty) for that particular week will join us most days, sometimes to see every patient and sometimes for a quicker review of the new patients. We make our way round at what an old boss would call a “physicianly” pace. “You can do medicine good, or fast,” she would often say, “but you can’t do both.” Our professional personas are patchwork cloaks of the seniors we have learnt from and the mistakes we have made, and this one got sewn into mine. Another boss, another patch on the cloak, would always go through every single aspect of each patient every day: history, blood tests, ECG, chest X-ray, vital signs, patient symptoms, examination, plan and review. These are the examples I try to live up to, but it’s a lot harder than it looks.

The patients on this ward are a hodgepodge from all over: adults with congenital heart diseases that were corrected as a baby or child with new problems arising from their original surgery; hearts dangerously infected with bacteria lodged on valves, sometimes waiting for or recovering from open-heart surgery; and patients with degenerative heart valves, failing heart muscles, genetic heart diseases or heart cancers. The youngest is sometimes as young as 17 and the oldest patient I ever looked after was 102. Every patient needs as much attention paid to their heart as to every other part of them. Their kidneys can get damaged by too little or too much fluid, and by infections, medicines or clots; their lungs can fill with fluid inside and around them; their brains can get confused or infected; and their bowels can slow down or develop clots. The complexity makes each day a marathon, but also makes every day new. I see everyone from porters to professors, coming from every part of London and beyond. They’re each different but they’re all humans, with unique stories to tell.

On those days, I tend to eat lunch juggling external calls about unwell patients in other hospitals and moving between wards to see internal referrals. The hours race by and 5 p.m. comes and often goes. Since I’ve had kids, I’ve tried to be much stricter about the time, handing over when my shift ends and going home. My time isn’t just mine anymore – it belongs to my wife, my daughter and my son as much as anyone. I often get it wrong, though, nonetheless. Reeling off the evening jobs and the list of sick patients to the overnight doctor, I shoot out the door and back onto the tube. If I’m quick at the changeovers and barrel down the escalators I can sometimes make it for bedtime. I often don’t. It’s dark again by the time I’m home. Dilsan has usually had a worse day than me – two kids, middle of winter, stuck inside most of the day. We get 14 years of training to be a doctor, and about 14 minutes to be a parent. We are both doctors, we try our best, it’s hard. Dinner. TV. Settle one or both kids. Bed.

•  •  •

If you asked a handful of my colleagues the question, “When did you decide to become a doctor?” I think you’d get back a handful of answers. Mine would be the dullest: I honestly can’t remember ever wanting to do anything else. No one in my immediate family is medical but my mum’s brother was a nurse, and we have a few doctors in the extended family on my dad’s side. My dad is originally from Bombay via Nairobi, while my mum’s family is Irish-English and descended from generations of British Army colonials in India. Dad left India when he was only three, in the middle of World War Two, but my maternal grandmother, Patricia, was born in Bangalore in 1935 to a British Army soldier from Ireland. All our stories of growing up in India came from her: panthers prowling on the veranda, Gurkhas digging the family out of heavy snowfalls in the Kashmiri mountains and chapatis being snatched from her hand by wild eagles – which she had the scar to prove. With feet planted in several cultures, I never really felt like I truly belonged to one. Through school and then college, there was always a sense of “otherness”. I remember a handful of racist incidents growing up – older boys harassing me and my brother in the park, and getting shouted at in my first job in the dairy aisle at Tesco for running out of milk by a red-faced, green-tweed-clad denizen of some country pile, who opened with “You Muslims are all the same!” (I’m not Muslim, but that is beside the point).

When I finally reached medical school, I found a sense of belonging. Medicine, with its unique vernacular, rites of passage, arcane knowledge and long-held traditions, is a tribe of its own. I loved medical school, from the dissection room to the lecture theatre to the teaching ward rounds, and finally felt at home.

Most importantly, I met my wife in our very first year. At the time I was supposed to be raising money for the medical school charity, running a street collection in fancy dress. The first time I ever saw Dilsan I was wearing a suit of golden armour, which was actually badly spray-painted cardboard boxes, so terribly put together that bits would occasionally fly off and a friend would have to tape them back on again. The early January weather was arctic, and underneath this flimsy cardboard covering I was just wearing a t-shirt and shorts. If I’d known then that I was about to meet the woman I’d spend the rest of my life with, I would probably have taken more care with my outfit. Up until that point, I didn’t believe in love at first sight, or even love per se. But from the moment I saw her, wearing a much more sensible outfit, plus fairy wings and a crown, I instantly believed in both. We’ve been together ever since. An artist and now a general surgical registrar and academic, Dilsan is my better half, in every sense of the word.

To make sure we didn’t get separated in our first jobs as doctors, we applied together, and ended up on the same exact rotations: Slough, and then Oxford. My first ever day as a doctor, I did a ward round of about 10 very stable vascular surgery patients completely alone, called my seniors about every minor blood result and went home exhausted with anxiety despite, in retrospect, nothing having happened whatsoever. The step from student to doctor is a chasm. After spending years as the shadow to actual doctors, you one day find yourself as the real deal. The safety net feels like it’s been swept away, and you are holding the weight of responsibility in your hands alone, teetering on the brink of disaster. Of course, we aren’t usually alone, with extended teams above and around us and our junior colleagues going through the same baptism of fire. There isn’t a closer feeling of camaraderie in medicine than in those first few months, when bonds of friendship are made that persist years after. The other first-year doctors we worked with were at our wedding; we’ve held their newborn children and they’ve held ours. But over time, rotations and hospitals come and go, and it becomes harder and harder to make and maintain those connections. As you get more senior, you work consistently with fewer and fewer people, and your teams dwindle to sometimes just you. It isn’t until you put down roots as a consultant that you can start to make those long-term working relationships again, but the road there is long and often lonely.

I’ve been a doctor for eight years now. I struggled in those early days to find a specialty that fitted; I always wanted to do hospital medicine but bounced between infectious disease, intensive care and then finally cardiology. In those first rotations as an F1 (standing for Foundation Year 1, the first year after you graduate from med school and are placed in a hospital), I’d spent four months working in microbiology. I had an office in the pathology lab, literally among the microscopes and agar plates, where I’d sit and process reports of bacteria, viruses and other bugs and then wander round the wards with the consultant, matching reports to people. We saw some strange things, in a hospital very close to an international airport. Infections in general account for one in four of every emergency admission to hospital, and my favourite part of the day would be the rounds in intensive care. Rare infections of the brain, listeriosis, devastating infections of the skin and soft tissue, necrotizing fasciitis and even a case of very rare infection and reaction from abroad in a patient with leptospirosis. Our days were filled by diagnostic conundrums. I’d spend weeks phoning special testing units for results on tropical or super-rare diseases and carrying still-warm tissue specimens around the hospital in my pocket to courier directly to the lab. It was the weirdest and best job I did in those early years.

Much later on in my medical rotations I worked in a proper tropical diseases hospital, where my bosses included Professor Chris Whitty, no less. One of the best jobs I’ve ever worked was manning the tropical disease walk-in clinic, a clinic exclusively for travellers returning from abroad. We saw lots of dengue fever, some infected hearts (endocarditis) and lots of people who believed they had worm infections – and one, at least, who definitely did, as became clear when he coughed up an 8-cm ascaris worm into his hand in the waiting room. For a while, this was where I wanted to stay.

I remembered those days fondly in 2019 when I heard that Professor Whitty had become Chief Medical Officer for the UK government. I doubt he’ll remember me, but his rounds were unforgettable. We used to present our cases from the tropical disease clinic on a Friday morning. Coffee plus pastry plus a menagerie of microscopic critters from all over the world equals happiness. We’d present the cases in the same format:

“I saw a 50-year-old man from Malawi.”

“STOP!” he’d pronounce, in that authoritative but jovial voice. “Diseases from Malawi. Go!” And we’d buzz round the table describing as many infectious diseases from Malawi as possible.

At the time, Professor Whitty was sitting on the COBRA meetings about the Ebola crisis, and we’d joke that he’d probably cut off the then Prime Minister David Cameron with a “STOP!”, and then quiz the Cabinet in the same way. He is a brilliant and decent man and an incredible teacher. He also has a law degree, just for fun. When he was appointed Chief Medical Officer, I couldn’t think of a better person for the job, and I still think that.

Meanwhile, my career plans drifted from infectious diseases when, in my fourth year as a doctor, I chose to work in intensive care. Where we worked, the patient load was split mostly between routine surgical patients recovering from operations, and very unwell blood cancer patients, often young adults and even teenagers. By a quirk of the rota I seemed to find myself constantly carrying out rounds on these desperately sick young men and women. I remember that time as perpetual night: it was winter rotation and I would leave home before the sun was up and get back home long after it had set. At the shift handovers we would carefully go through the numbers, the mechanical metrics of a human being on life support: ventilator settings, the relative amounts of gases in the blood (oxygen and CO2, measured sometimes hourly in intensive care), the blood pressure and drugs needed to keep them there, the amount of urine produced per hour and the blood test results. Abnormal was the norm for those patients, with blood counts sometimes in the single figures – they had no cells to clot, so there was a risk of developing torrential bleeds, and with no cells to fight infection, there was always the chance of contracting overwhelming infections. These patients, like most intensive care patients, are complex and fragile, and need meticulous daily attention to keep inching ever in the right direction. Too often, though, they would go in the wrong direction.

Despite the sometimes crushing environment, I really enjoyed intensive care. The stakes were incredibly high, the medicine as much an art as a science, and everything felt vital and important. What I also discovered about myself was that I really enjoyed doing things: like putting in lines in arteries or veins and helping to put tubes in lungs and chests. These were small triumphs, but gave a sense of accomplishment, of control, when so much else was failure and we were powerless to prevent it. ICU held a practical and beautiful complexity for me; the highs of snatching a patient from the jaws of death were stratospheric, but the lows were subterranean. I worried that the emotional and physical strain of the work was making me a terrible husband – grumpy, tired and prone to outbursts. I remember on the way to one night shift – the third consecutive shift in a group of four, with little sleep in between – my walk to the tube seemed particularly leaden. We’d lost one patient the night before, a 17-year-old girl, and looked likely to lose another in the next 48 hours. Earphones in, hunched in the tube, something twitched and I found myself in tears for the entire journey. I couldn’t really explain why but felt all the better for it when I got to handover. I’m not very good at emotions – I find it hard to connect the inner and outer spheres. Some of the best doctors I ever met were lifelong ICU doctors. How my colleagues stayed sane in those careers, I won’t ever know. I was and remain in awe of them.

What eventually captured my heart, so to speak, was cardiology, the medicine of the heart. Of all the human organs, the heart is hands-down the best. As a cardiologist you might think I’m quite biased, but, respectfully, history is firmly on my side. In Ancient Greece, Aristotle thought the heart was the “seat and soul” of human consciousness, famously dismissing the brain as merely for “cooling of the blood”. (That’s the skin, by the way.) Galen, a fellow Ancient Greek physician whose ideas would inform European medicine for centuries, believed the heart was the physical site of a “tripartite soul”, with the brain and spleen of equal importance.

It’s not clear why the heart was so recognized as the organ of essential importance that its very name became synonymous with the idea of something central and essential. It was noted throughout ancient history that the quickest way to kill a human being was to injure their heart. As with most of human discovery, perhaps the earliest advance in our understanding that the heart was the life-giving centre came from war and violence.

The heart has historically been a bedrock of culture and religion since time immemorial, reflected in the ubiquity of the heart in our day-to-day parlance. You can have a change of heart, have your “heartstrings” pulled or your heart “set aflutter”. Hearts can be cold, closed, empty or black. They can be worn on our sleeves and given away. They can even be “broken”, which is more than just a figurative term. A fairly recent discovery, “broken heart syndrome” (formally called Takotsubo cardiomyopathy, named after the shape of an octopus trap used by Japanese fishermen) is rare and generally occurs after a major life event or massive upset. The first time I ever saw this was in a patient of mine who fell and broke her hip while planning her husband’s funeral. The results from blood tests (which look specifically for a protein that is released if the heart muscle is damaged) were so unusual that the lab phoned me directly. Suspecting a heart attack, an ultrasound of her heart was scheduled for the next morning. As I looked over the technician’s shoulder, she pointed out the problem: while the normal heart should be a muscular, rounded oblong, tapering gently to a point at the apex, each segment contracting and relaxing in perfect synchrony, the heart before me looked very different, ballooned and thinned at the apex into a bubble of flesh that barely moved at all. It was extraordinary: I was staring at the physical manifestation of a broken heart. Our hearts are so inextricably linked to our minds that it made me wonder if Galen didn’t have it right all along: inside our hearts rests a little bit of our souls as well.

For such a cultural touchstone, the heart was an organ we really didn’t know very much about for a very long time. If all of human history from 6000 BC to 2020 AD was a single day, it’s only in the last 20 minutes or so we’ve really had any fathomable clue of the function and mechanics of what is our most vital organ (although I may again be guilty of bias here). In fact, keeping to our analogy here, the advances have been so rapid and so recent that the whole field has been transformed in a matter of seconds.

It’s rare in medicine to be truly hands-on, to “fix” someone. Cardiology is different – we do these things all the time. We put wires and stents in heart arteries, heart valves and heart chambers, inserting pacemakers and electrodes to make the heart speed up when it’s too slow or delivering energy to burn away areas of tissue that are causing the heart to beat too quickly. We handle heart transplants and even give patients artificial hearts. Some surgeries are just remarkable, like grafting a transplanted heart onto a failing one instead of swapping it, leaving the patient with two physical hearts and two separate heart beats, a condition called “piggyback” heart.

I finished core medical training and became a cardiology specialist registrar in 2016, shortly before our first child, Ayla, was born. I had a dream of a year off, having weekends back and reconnecting with friends and family. This easy life seemed all set, until Dilsan pointed out that there was a baby due imminently and bills to pay. Scrambling for a job, I applied for a non-training registrar post in cardiology at a local district general hospital. I loved it straight away – it was everything I had wanted to escape as a junior: the endless paperwork, gruelling tick-box exercises and hoop-jumping around the department for “sign-offs” disappeared. I didn’t have a login for the computer for three months and it was wonderful. Suddenly it was pure medicine again: see a patient, listen to their story, examine them, make a diagnosis and treat them. It was also exhilaratingly terrifying.

I remember once asking a brand-new consultant on their first day what it felt like, and he told me, “like driving a very very fast car: it’s fun, but also scary as hell”. Being a brand-new registrar was exactly like that. It’s easy to fall into a cul-de-sac, circling the monotony of endless ward rounds as a junior. But this felt like the open road, and I was excited but fearful as well. I wrote down notes about every single patient I saw or discussed for four weeks, and would ask my incredibly understanding consultants, in what must have been excruciating detail, if they were happy with every decision.

The other great thing about that very first job was that I didn’t do anything else; I didn’t work weekends or nights, and I didn’t go to other training areas or study days or rotate anywhere. Every single day for nearly a year, I just saw cardiology patients – we would see around 20 ward patients and then 15–20 ward referrals every day. I was there for such a long time that I developed something we hardly ever get in hospital medicine training: patient continuity. I can remember a handful of patients I saw many times, one of whom, during our fourth and fifth encounter, joked that I was his “personal cardiologist”, while another more waspish patient would greet me on our repeat encounters with a forceful “you again?!” It’s actually very rare in training to ever get to see the long- or even mid-term outcomes of your actions, like the patient with chest pain that you just felt wasn’t quite right and decided to admit, to find three days later that their main coronary artery was hanging on by a thread, a whisper away from a possibly fatal heart attack. This job was a constant carousel of my decisions revisited; the wins were incredibly rewarding and the failures were the best training I’ve ever had. I was fortunate to have great bosses, and enough time to learn.

At the end of that year I got into the cardiology training programme and moved to a large general hospital with an advanced heart service. I thought I’d be well prepared, but this was another level, and as a trainee there was far more to do procedurally, which came with its own terrain of joys and challenges. I thought I knew what busy was, but the on-call shifts were some of the most intense I’ve ever worked. A single registrar would cover emergency patients arriving by both the front door (A&E) and the back door (the direct heart attack service), the cardiology wards at night and all the referrals across 10 floors of busy specialist care, on top of receiving referrals from a whole other district general hospital without specialist heart services. Those shifts were sometimes brutal, a physical and mental battle, without any of the support networks I’d known before. The first year of proper cardiology training was like a forge – I felt white-hot and beaten into shape, with a few dents to show for it. I took away a phenomenal amount, and, after two years, in 2018, I finally landed at the large tertiary heart centre where I work today.

Around the time Dilsan became pregnant again, in autumn 2018, we were living in Tottenham in north-east London. We were only five doors down from her sister, Neslisan, and her husband Ehsan, who we are very close with. Nes is a teacher and Ehsan works in IT for several large schools, and we are perpetually jealous of their long holidays. Their children are only a little older than ours, and we would spend most of our weekends and days off together. On the incredibly rare moments that we could get all the kids asleep in one house, we would try to spend an evening as well: a movie, perhaps a board game, but not Monopoly, which is now banned following an incident that we no longer speak of. Dilsan and I, both being doctors, would occasionally get calls when their oldest was a baby and would get ill, and we’d sprint up the street in pyjamas to try and reassure the new parents. Ironically, when we had Ayla, we would call them for the exact same reasons. The cousins all growing up together is the best life I could want for them.

Fairly broke after one child and a year of full-time extortionate nursery fees, we tried to look for a place to move to have a second. Lots of back and forth followed, but the tipping point came not by a house we fell in love with, but rather by the appearance of a dead body in our street after someone experienced an overdose at a newly opened crack den just one street over. We had to step round the police cordon to get to our front door.

“What’s that?” asked Ayla.

“It’s the reason we’re moving house,” came my clipped reply.

We put in an offer we couldn’t afford the very next day and moved further north.

To pay the bills during Dilsan’s maternity I’d been working two jobs. Day-to-day, I was a trainee heart doctor, about three years at a push from reaching consultancy, at the specialist heart hospital. My second job was more of the same at other hospitals in London, ad hoc general medicine agency shifts on weekends and on days off.

Despite my love of cardiology, on top of the usual satellite clinics (owned by the hospital but operated on another site), heart CT or MRI scanning sessions and the regular on-calls, the extra hours doing agency shifts were starting to take a toll. Trying to balance home life, work life and all the paperwork between was becoming overwhelming. Deflated and in need of a break from clinical medicine, I started making plans to take a temporary hiatus from cardiology into what has become a nearly obligatory part of training: to go and do a PhD or MD. It’s perfectly possible to traverse the entirety of cardiology training without doing a research degree, but the vast majority of trainees will, which makes consultant posts nearly impossible to obtain without one, at least in London.

The subject that came to mind was the use of artificial intelligence in cardiology. As a somewhat headstrong and possibly slightly obnoxious teenager, when I applied to study medicine at four medical schools – the maximum number you can apply to – I also applied to do a course in AI. Of course, not bothering to write a new application for this course, I didn’t get accepted on it. And then, as the years went by, AI went from a novelty on a UCAS application form to a ubiquitous and vital part of modern human life, and everywhere I looked in cardiology some new AI algorithm or technique was popping up.

•  •  •

As January 2020 began, it coincided with a dark time in my life, both figuratively and literally. Zach (just six months old) wasn’t sleeping, our maternity pay was about to run out entirely, and everyone was tetchy and tired and stretched. I’d just burnt myself out on social media over the election period. Thankfully, two things happened. Firstly, my brother (Paul) booked a surprise holiday to London from the USA over Christmas. We hadn’t seen each other for nearly three years, and I’d only ever met his oldest child. I brined a turkey, took two weeks off, ate my own weight in chocolate, and dashed around half of London’s sights with my kids and nieces. My younger sister, Beck, lived with us over the holiday and planned an elaborate surprise for my parents, who had no idea my brother was going to turn up to Christmas dinner from 10,000 miles away. Speaking with my cardiology hat on, I was quite against the idea of initiating a huge shock, given that my dad, Leander, is an Indian man (and thus prone to coronary heart disease) and over 80 years old (although he is pretty fit and, incredibly, still working, despite my protestations). My mum, Debbie, 20 years his junior, would be a blubbering mess but would be fine. After a few weeks of intense discussion, I lost the argument and we kept them both in the dark. Thankfully, the day before, somehow Dad managed to find out anyway, but it was still a magical moment to be all together, with all my mum’s grandchildren, for the first time ever.

The second thing that happened was that I threw my phone away. I put it in a box by the front door, and there it stayed. Social media fools your brain with all the right social cues and impulses, but it doesn’t feed your soul like those actual interactions should; it’s like junk food for your mind. I went on a digital detox. I felt nearly instantly better. I started to be more positive, and took stock of what was really important in my life.

So with my newly self-enforced social media ban, I diverted the time to an online qualification studying machine learning and started exploring the uncertain winds of academia to go and see what I could make of AI and hearts. I also loved spending time learning how to code. It was like a head-bangingly hard puzzle that suddenly became simple once you knew the trick. The learning curve was steep but satisfying, and I could load up the exercises on my laptop and park myself in the corner of a tube carriage while I completed them. Consumed again, this time by finishing the course, applying for research jobs and trying to barter for time away to actually do a PhD, the outside world was passing me by. On top of all that, we had a whole catalogue of issues with the new house – faulty electrics, gas supply and drain, and damp – and I had a bank account to keep out of the red and a family to support. At the time, the biggest disaster of the day was invariably poo-related. I started running again and trying to eat better. Life was busy, but good.



CHAPTER 2

Exposure

I’m not sure where my nightmare of the approaching tsunami comes from, but I know I would have it nearly daily when we went on holiday. Whenever we went to the beach my dad would stand thigh-high in the sea and throw us, shrieking with laughter, over the titanic waves we would sometimes get. In my memory these waves were 10 ft tall or more, walls of water that we would so narrowly escape. Later, my brother and I would jump headfirst into these seemingly colossal plumes, letting the force propel us toward the shore. We loved it.

During the last year of medical school, it’s traditional to go and study for at least part of the year in another country. Some students will go and do a higher module in an area of special interest; others will go and work in a different healthcare setting to understand how medicine is practised around the world. Dilsan and I took our medical school elective abroad in Samoa. It was an eye-opening experience, a clash of Western and traditional Pacific cultures, with the two very different sets of health problems that each of those brought. I saw things I doubt I’ll see ever again in my lifetime: gout so terrible a man’s hands were unrecognizable, with calcified deposits known as tophi that just looked like a bunch of rocks attached to his wrists; a young woman dying of a mysterious illness we thought might be “wet beriberi”, a fatal lack of the vitamin thiamine, caused by pregnancy-related vomiting for months without treatment. Stray dogs slept in the baking midday sun outside the ICU, and we would end most days sitting on the beach in our scrubs, watching the most beautiful sunsets. It was a surreal and deeply wonderful experience.

One night we stayed on the sister island of Savai‘i. At least that was the plan. In a hut on the beach I lay down wide awake, listening maniacally to the whisper of the waves coming in and out, in and out, but then out once more? Was that the first trough of a tsunami? In the pitch-black night, the sky ablaze with stars, I was on the beach again, trying to stare out at the horizon. After the third time I think Dilsan suggested we left. We were on the 5 a.m. boat back to the mainland. I’d like to tell you that this was a one-off, but a few years later I was doing it again, on a holiday in Tenerife of all places, checking the volcanic activity of nearby Gran Canaria, waiting for the wave.

And then one Christmas, Dilsan and I were curled up on the couch. I’d just come down from settling one of the kids, and a movie was just starting on the TV. I’d missed the titles, but it was set in Thailand and Ewan McGregor was ushering two kids around a coastal hotel resort. Quite soon afterward, I was watching my nightmare unfold in HD widescreen – a crashing tidal wave wiped out the hotel complex, as the family and thousands of others were caught helplessly in its wake. I realized that it was the film The Impossible, and I was livid at first, because I’d heard about it and had been trying to avoid watching it for years, but Dilsan insisted we continue through to the end. It helped, briefly. I’m not a particularly anxious or irrational person, in fact usually quite the opposite, but I have never been able to shake that feeling, that cold knot, warning of impending doom, once I get it.

•  •  •

My brother Paul lived in China for years, in Xining and then Shanghai, an eight-hour drive from Wuhan. He moved there when we were in our early twenties, and then stayed out there before moving to Los Angeles a few years ago. It still seems such a wild concept that he could move to a city larger than London that I’d never heard of, but, to the citizens of Xining, Paul was an equally wild concept, a foreigner living in a city with nearly no tourists whatsoever. I’d never heard of Wuhan either, before the outbreak started.

One cold evening, Dilsan looked up from her phone.

“Did you hear about this thing in China? It’s killed 10 people, it says here.”

I snorted into my tea. “Where’s that? Facebook? Fake NEWS.”

“This is CNN.”

“Oh.”

The details were vague, a “mystery virus” in the city of Wuhan, China. It sounded like some sort of food infection reported as a local outbreak around a meat market. I knew that Ebola and other serious viruses could be transmitted through bodily fluids from animals. I read the article Dilsan handed to me and passed back her phone.

“Huh. Interesting. Wonder what that was.”

I went back to messing up some very simple code and swearing loudly.

Those first reports of outbreaks of coronavirus I remember reading with academic dispassion. In my career I’d seen a few of these global viral epidemics, looked after plenty of cases of swine flu and bird flu, and lots of dengue fever. Just the year prior we had had a particularly nasty strain of influenza in the UK that seemed to like heart muscles, and we saw many heart attacks and even Takotsubos in the weeks after an infection. Even more recently, just a few months before, we had had a strange run of (probably) viral heart infections. There were four or five patients with myocarditis, essentially inflamed heart muscles, desperately young and desperately sick, with hearts prone to suddenly pause or to jump into life-threatening rhythms. They all arrived within three days of each other, and two within 45 minutes, direct to my ward. Both were barely out of their teenage years, jumping in and out of heart-stopping rhythms, and nearly every blood result came back wildly abnormal, a screen of row after row flashing in red. All of them ended up in intensive care. Huddled in our team discussing the cases with the ICU doctors, it felt like a mini-epidemic, and we discussed declaring it to Public Health England if a sixth patient appeared. That sixth patient never arrived and, fortunately, all of the five survived, but even that short run gave me a now all-too-familiar sinking feeling, as if we were being overrun.

Five years ago, I saw the only other serious possible coronavirus patient I’d ever seen. She was a young lady, just off the plane from Qatar, who was feverish and barely able to breathe. She had suspected MERS (Middle East Respiratory Syndrome), a cousin of the coronavirus we’re now facing. A few years before that we’d had SARS (Severe Acute Respiratory Syndrome, also a type of coronavirus) scares when we were travelling in Bali. But these incidents simply became touchstones of interest, isolated cases and potential diagnoses to learn from. I’m not sure I ever would have recalled MERS or SARS as coronaviruses. At that time, Corona was still simply my favourite beer.

That wasn’t the end to it, and further reports of “a new viral illness” kept coming. As the new disease came from a country famous for secrecy, it wasn’t clear at first what the shape of the illness was, and I, like many others, didn’t pay it much attention. Out of interest more than anything else, I’d occasionally dip into Google News and then the scientific research. But years of swine flu, avian flu, SARS, MERS and regular influenza made me think that this was nothing unusual. Another season, another virus, this time the Wuhan coronavirus, and in the unlikely event that it would ever come here, we would cope with the handful of cases from abroad that we might see. In the meantime, there were babies crying and bills to pay and endless paperwork to fill in.

In the midst of all this, I was trying to write. A throwaway comment from my sister Beck one day – “Whatever happened to your book? It was okay you know” – made me decide to self-publish my previously mothballed manuscript and let it loose on Amazon. Then I started writing other pieces for various newspapers. I was also trying to finish my machine-learning qualifications and put together grant proposals about the use of AI in various clinical situations. I could foresee the huge benefit of AI in my field to take over all the mundane and simple tasks where we are prone to occasionally make mistakes, through human factors of distraction and bias, rather than lack of cognitive ability. Meanwhile, my day-to-day was occupied by both trying to build algorithms to interpret images of heart stents, and processing the risk of different types of people experiencing heart attack and heart failure.

And then, as soon as I started sniffing around the research, something awoke in me. I’d spent years wondering about various clinical questions without the time or resources to pursue them. On my commute, I was writing all sorts of wild ideas, like analyzing the fingerprint of the thousands of bacteria in human faeces with AI to identify patterns linked to obesity and to work out who should eat what and how much to avoid heart disease and stroke. With the prospect of a paid research job and time on the horizon, my brain was alight with possible futures. It’s that feeling you get as a kid when you are allowed to run free and explore a new space.

As the coronavirus blew through Wuhan, I felt that same dispassionate interest medics like me are often guilty of – marvelling at the power of disease even while being shocked by the scale of such human tragedy. I remember watching Wuhan get locked down, photos of bodies in the streets, 10,000-bed hospitals thrown up in a matter of days. But like so much in modern life, even the daily images and news from China felt faraway, not real. It was just in a box of light – one that I could simply switch off. And I did.

•  •  •

A family friend messages me a few days later. A high-powered executive in the financial world who grew up with my wife, Sem often drops us medical questions from time to time about various things. Just as I am finishing the morning ward round, I find that a text is waiting for me on the phone:

“Hello. Should we be worried about this virus?”

I think about my response for a little while. Should we be worried? How did I answer the same question about Ebola a few years ago?

I reply: “No more than we should worry about the flu. Just wash your hands on and off the tube :)”

Sem doesn’t let me get away with just that. “Are YOU worried?” she asks.

I think about this some more. AM I worried? I rattle off a further explainer.

“Only to get on the Piccadilly line, but that’s not rational. Flu is still more common and dangerous so far.”

Sem is happy with that. We make plans to meet up next week. Another phone call comes in about a young man with an infected heart valve, and then there’s a cardiac arrest in another intensive care unit, and coronavirus is pushed entirely from my mind.

•  •  •

The next day, Sem gives me a quick ring. Her oldest, Emma, has a temperature. It’s slightly out of the blue – Sem hasn’t rung me about something like this for some time. We go through the usual hoops:

“Any rashes, cough, pain?” I ask.

“No,” she answers.

“Eating and drinking and playing normally?” I ask.

“Yeah,” she replies.

“Doesn’t sound like anything to worry about, Sem, just keep an eye like normal,” I say.

“Okay, sure,” Sem answers.

At the time I didn’t really put those two conversations together, but over the following week Emma’s temperature didn’t come down. There is no mention of coronavirus, but Sem is in touch far more than normal. Sem’s mother has a long-term severe and incredibly complex chronic health condition, under the care of an international super-specialist, and has suffered nearly every complication under the sun in Sem’s lifetime. Understandably, Sem is often anxious about health. After two days of fever, Sem takes Emma to the GP, who diagnoses a viral illness. Emma stays well, gets over it, and almost certainly just had a simple cold or viral illness that kids get all the time. But I’ve got two kids too, and Sem’s anxiety affected me in the same way.

Sitting down that weekend, I pull up some of the latest news from Wuhan. Human-to-human transmission, proving that the virus can spread among communities, has been confirmed, and the first smatterings of positive cases in Europe are on the news. Dilsan looks over my shoulder.

“Sem messaged me too. ARE you worried about coronavirus?” she asks. We’ve gone back and forth on this already, I’m thinking. I try to be completely objective. Wuhan is locked down, the Chinese government is throwing up a 10,000-bed hospital in 10 days, and we in the UK haven’t yet had a single confirmed case.

“I suppose this couldn’t have happened in a better country – where else could the government lock down hundreds of millions? They’re building an entire hospital in 10 days.” I shrug. “I don’t think we should be worried. Seriously.”

Dilsan doesn’t say anything, but it’s the kind of silence that speaks volumes. She’s unconvinced.

“Just make sure you wash your hands,” I add.

“Yes, boss.”

•  •  •

The day after, 31 January, the first two cases of coronavirus in the UK were confirmed and contained at the infectious disease unit at the Royal Victoria Infirmary, Newcastle. Back in my days working at the tropical disease hospital, many of my seniors volunteered to man the Ebola units at the 24/7 special infection containment ward at the Royal Free Hospital in London (the other high-level isolation unit in the country, alongside Newcastle). One of the infectious diseases registrars, Umar, told me about how these special isolation units are set up. Essentially, the patient’s bed sits in a clear plastic sealed box, with ports to access and administer care. Surrounding that is a further isolated area to prepare equipment, and both areas sit inside a negative-pressure sealed room (to allow air to flow into the isolation room but not escape from it), with a double antechamber outside to doff and don the protective equipment.

Doctors and nurses work in two-person shifts to look after the isolated patient, in full spacesuit-like personal protective equipment. I saw some of this kit during a drill at an emergency department in central London during the height of the Ebola crisis in Sierra Leone. It was a particularly busy evening in A&E, and the timing of the “drill”, at 8 p.m. on a Saturday, was slightly suspicious. Two figures in full protective gear (full-body suits and hoods with visors) marched through the waiting room and into the severe care area we call resuscitation, conducted their isolation protocol and took the simulated patient to another waiting area. Given that this took place during the Ebola crisis, the sight of these fully-kitted figures striding through the hospital induced half the waiting room to promptly stand up and leave without being triaged. I wondered if the same registrars working on the Ebola cases at the Royal Free would be volunteering again for the coronavirus outbreak. For the first time, the bravery of the act of volunteering to staff these special units struck me – a feeling of pride in my colleagues that would come back to me time and time again over the coming months.

•  •  •

Around this time, in early February 2020, I’d just completed what had turned out to be a long and painful journey through the machine-learning course and was rejected from my first-choice PhD programme. No matter where you are in your career, rejections like these still hurt. Sitting on the tube again, feeling dejected – a combination of free time and pessimism, the cocktail that fuels all social media use – drew me inevitably back to Twitter.

We’ve just had our third UK case, in Brighton, not far from my hometown of Emsworth on the South Coast. Imagining the densely packed high streets I remember from trips as a child, Brighton seems uncomfortably close to home. I read this news on the way to another of my weekend jobs, a general medicine shift at another central London hospital.

I grab a coffee on the way in, juggling the cup with my phone and my ID badge. I let my feet take me along the familiar route into the ambulatory care area, so I nearly fall over the cordon that now blocks the entrance to the department. A new “Do Not Enter” sign covers the double doors out of the A&E area that I’ve used a hundred times before. Diverted down several unfamiliar corridors, I eventually find my way back to my room, still, thankfully, on time.

By chance, I know the sister covering the clinic today well. Bernadette is in her mid-forties, a senior sister I’ve known since my medical rotations as a much more junior doctor. It’s easy to get burnt out after a long career in acute medicine, but Bernadette has an infectious energy and sarcastic wit that can make even the worst day seem manageable.

“Bernie,” I say, keeping my voice to a conspiratorial whisper.

“Oh, hi Dom. Are you with us today?” she asks. “One day only.” I’d tended to start splitting weekend shifts where I could, to get a break before starting the next week. “I’m the special guest today. What’s going on down there?” I ask, nodding back to the corridor that’s closed at both ends now.

“Oh. They’ve quarantined it.” She nods her head knowingly. “Coronavirus.” “Really?” I reply, slightly incredulously, given that cases are still in the single digits. “Well, someone thought it might be. Maybe too jumpy. They are cleaning, anyway,” Bernadette answers. Not sure how I feel about this, I go back to my room and pull up the list of patients for the day. It looks busy, but in the end a third of the patients don’t turn up.

Bernadette catches me at the end of the day, and I mention the high number of people that didn’t turn up. “Expect more of that.” Again, she nods her head knowingly, with a glint of a smile in her eyes. “Coronavirus?” I enquire, but I know the answer. “Exactly.” She cackles. “I’m just messing with you. It’s a Saturday – who’s going to want to ruin it by going to the doctor?” “Fair point. Do we know what happened with the corridor patient?” Bernadette shrugs. “No news is good news.”

Despite Bernadette’s reassurances, A&E looks slightly more empty than normal too. I try to ring some of the missing patients, but only one responds and is happy to receive their blood test results over the phone in any case. But suddenly coronavirus has leapt from my screen to a sort-of reality, even if it is just a scare. It’s uncomfortable being immediately so close to it.

My dad

















































































Published by Welbeck Non-Fiction Limited,

part of Welbeck Publishing Group.

20 Mortimer Street,


London W1T 3JW

 

First published by Welbeck in 2020

 

Copyright © Dominic Pimenta, 2020

 

Dominic Pimenta has asserted his right under the Copyright, Designs and Patents Act, 1988, to be identified as Author of this work.

 

All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted in any form or by any means, electronically, mechanical, photocopying, recording or otherwise, without the prior permission of the copyright owners and the publishers.

 

Note: in order to preserve the absolute confidentiality of the patients in this book, certain details, names and places have been changed or merged where necessary.

 

A CIP catalogue record for this book is available from the British Library

 

ISBN Paperback – 9781787395596

 

Typeset by seagulls.net

 

www.welbeckpublishing.com


OPS/images/cover.jpg
One NHS Doctor’s Story of Courage and
Compassion on the COVID-19 Frontline

DUfTY
CARE

‘Hard to put down’
RACHEL CLARKE

Dr DOMINIC PIMENTA





OPS/images/title.jpg
IIIIIIIIIIIIIIII

EEEEEEE





