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IX. The Four Ages of Man





He with body waged a fight,

But body won; it walks upright.

Then he struggled with the heart;

Innocence and peace depart.

Then he struggled with the mind;

His proud heart he left behind.

Now his wars on God begin;

At stroke of midnight God shall win.



W. B. Yeats, Supernatural Songs




Author’s Note

The events described in this book are based on the author’s own experiences and they have been collected over a period of years, from at least ten different hospitals or healthcare practice settings. While all of the events described are memories of real-world events, the names of patients, relatives, associates and colleagues, if used at all, have been deliberately changed. Additionally, personal and identifying details have been changed. This includes ages, genders, occupations, nationalities, appearances, familial relationships, medical histories and diagnoses. Any resemblances to persons living or dead that has occurred as a result of these changes will have occurred by coincidence.




Introduction

There are thousands of doctors who, like me, spend their time walking in and out of a countless number of patients’ lives. I have stood in rooms, stood in corners, sat on beds, sat on chairs and knelt on floors. I have been the visitor who was there when you found yourself most vulnerable, when you lay on a hospital bed or on a trolley in the emergency department. I have put my hands on you, and yet I have been somebody you may never even have known was there at all.

I am a specialist registrar in intensive care and I work on a national training programme for doctors who have finished medical school, worked through a further four years of postgraduate training and are now progressing towards the role of consultant intensivist. As a doctor in a training programme, I am constantly moving jobs and hospitals – so far, I have had eighteen separate jobs across seven years.

I don’t think I have ever considered myself a writer, though I have always loved to read. I devoured other people’s stories, but it was not until I had qualified as a doctor that I realised I might have some stories of my own. It is the human condition, I think, to try and make sense of things. There has never been a doctor who left medical school fully formed, and perhaps it was because I was so aware of all I had to learn that I started to write. Even seven years on from graduation, the more time I spend in intensive care, the more there is to make sense of. Seven years is a drop in the ocean.

It was more than two years ago that I took up the mantle as the British Medical Association’s ‘Secret Doctor’ – an anonymous doctor whose task it was to write about ‘everyday life’ at work. ‘The Secret Doctor’ wasn’t created to spy on people, whisper truths or blow any whistles. It was mostly created to start a conversation, as a way of suggesting to doctors that there were things we should perhaps talk about more. The intention was to bring together doctors at all points of their career, and the anonymity incumbent in that role was always about focusing the conversation not on the writer, but on the topic at hand. The vision was less about creating a celebrity doctor and more about building a community that could celebrate and discuss, with appropriate honesty, what it is to be a doctor. At least that was the sort of role I had in mind.

Fulfilling this remit meant being honest: about what I knew, and what I didn’t. It meant inviting opinions on my own experiences and problems, and it meant writing in a way that lent itself to readers, not just from a healthcare-profession background, but from the public, too. It meant wanting other people to join in.

It also involved thinking a lot about how I felt.

When I took the time to stop and really scrutinise how my job made me feel, I realised the incredible scope of things that I had simply got used to. I realised how strange all the things I had been conditioned to take in my stride might seem to someone who has never walked in my shoes.

I am not talking solely about the advancement of medicine and technology, though I am surrounded daily by the complex equipment we have created in a bid to scupper illness and disease. Instead I am talking about the large part of my job that is reliant not on being able to work with instruments, numbers, drugs and machines, but on being able to work with being human.

Of course ongoing academic achievement and the acquisition of hard skills are paramount to a doctor’s development, but they are not the whole story. Many of the pivotal moments in any doctor’s story are about learning how to talk to people, to understand them and to make yourself understood. Competence is not simply about knowing what is possible, but also about understanding what is right. It is about feeling and, more importantly, about knowing what to do with a feeling.

Within the context of what I do in intensive care, you will see that many of my patients are often not just vulnerable, but also temporarily dwelling in another place: sedated and mechanically ventilated. I look after people who are at the extreme fringes of existence, and intensive care can be a realm rendered both inaccessible and strange. When I speak to patients or their families and I feel that a conversation hasn’t gone well, sometimes it seems this is because of the power imbalance that my job creates. There can be a sense that I know, or have access to, an understanding about things that give me the upper hand.

I often think relatives might feel the sting in this because I am the one with the apparent knowledge – the passport to this world that has taken possession of their loved one. Yet they are the ones who feel it is their job above all to advocate the life of that person they have come to support. They are the ones who are often stuck: frightened, angry, grieving; feeling as if they are waiting to lose everything, or something close to it. It doesn’t seem fair that we cannot, at the very least, set off on an equal footing.

The particular point that I want to share with you about the field of medicine I am training in is this: that for all the expensive equipment, all the technology, the screens, the drugs, the lines and the numbers, much of what my world is centred around are feelings that you are already deeply familiar with.

In biology class, you might have learned about ‘the seven characteristics of living things’. These are the signs that tell you that a mouse is alive, but that a stone on the beach is not. All of the things that we call ‘living’ share, at the most basic level, this collection of traits: movement, respiration, sensitivity to their surroundings, growth, reproduction, processes of excretion and the utilisation of nutrition.

I think I always knew that the particular organisms I wanted to spend my life working with were humans; and between humans there is another sort of commonality that is shared. It is the experience of the emotions that hold us all together: fear, grief, joy, distraction, anger, disgust and hope. Yes, they often exist within the context of my own day, as emotions on some form of anabolic steroid. They are often pumped up, oversized and bulging. Across one shift, I might be privy to the spectrum of highs and lows that another person might hope to encounter only over a lifetime. But these feelings are still versions of exactly what you already know. When one doctor stands at the head of a trolley looking down at a patient who is dying, surviving or still somewhere in between, you would be forgiven for focusing on everything that sets those two people apart in that moment. All of the differences between them are obvious. But isn’t it more likely that we are all exactly the same? What my time as a doctor has taught me so far is that all of the things I most need to come to terms with are the very same things I have been dealing with since the day I was born: those signs of being human.

Let me show you what I mean.




Fear





I learned that courage was not the absence of fear, but the triumph over it … The brave man is not he who does not feel afraid, but he who conquers that fear.

Nelson Mandela






I want to tell you that I am brave. I want to tell you that the doctor standing at the head of the bed, while you take up the role of ‘possibly dying patient’ on a trolley, is courageous. I hope that I am, but it has become convenient for me to forget that would not be true, but for the acknowledgement of fear.

The first time I felt fear at work it was almost comedic in its ridiculousness, and it took me by surprise. If someone had taken me aside in medical school and asked me what I thought I might be most afraid of at the beginning of my career, dead people wouldn’t even have made the list. The thing is, I come from a background where death and dying aren’t taboo. In my family, we ‘wake’ our relatives in their homes, and the coffin is usually open. The first body I ever saw was when my grandmother died. She was laid out in her best clothes on top of her own duvet on her own bed. I remember being eleven years old and sitting on the bed beside my cousin, chatting about things unrelated to death or funerals, whilst absent-mindedly rearranging the rosary beads around her cold, dead fingers.

My first job as a doctor was on an elderly care ward and, for obvious reasons, it didn’t take long until the issue of a dead patient presented itself. I don’t think I had even considered it might be my job to ‘verify’ death, until the first opportunity arose (you will have to forgive this use of the word ‘opportunity’ – as a doctor, opportunities to learn often occur in the setting of unfavourable events). I found myself approaching the registrar to tell him that I had no idea how I was supposed to go about it. He took me to the patient’s bedside and we went through the steps together. When the next time came round, though, I was on my own. I entered the side-room alone and shut the door behind me. I put on gloves, which in retrospect seems odd, because I wouldn’t have put on gloves to do a routine external examination the day before, when the patient was alive, but now they were dead, and I was already acting differently.

I approached the bedside and I remember being especially put off by my realisation that this patient was still quite warm. When I placed my stethoscope on her chest, I could hear those hollow noises that rumble inside the thorax of somebody who is dead – the sort of noises that make a newly qualified doctor think: What if they’re not dead at all? What if I say they are dead, and then the family walk in the door and she moves? These are the sort of noises that make you wish you’d waited until the patient was colder.

Verification of death involves looking in the pupils, checking for a response to pain and stating that there is no respiratory effort, no palpable pulse and no heart sounds. The last three take some time, so I stood for the requisite two minutes with my stethoscope on her chest and my hand on her neck, where you would find a carotid pulse in a living person. And I stared. The more I stared at that patient, the more I became convinced that she was going to open her eyes. I pictured them snapping open, her hand lurching towards where I had my hands on her neck, and her grip closing itself around my wrist, clamping shut with a strength that I knew she did not have in recent life. I let my imagination construct the whole terrifying ordeal; I couldn’t stop it, and when the second-hand signalled the passing of two minutes, I raced out of the room, heart pounding.

It reminds me of something I used to do in my first childhood home. We had a staircase that went straight upwards – the house was built in the Seventies, and the first seven or so steps had empty spaces between the treads. As a child, I would convince myself that a hand was about to spring from one of those holes and grab me round my ankles. It wasn’t real, I knew it wasn’t, but I let myself believe it and I ran so fast up those stairs. Perhaps it is true that we create most of the fear we experience.

Looking back on this first experience of verifying a death, I still remain surprised by how I felt. Why hadn’t I felt this way around a dead body previously? Maybe it was the corpse of somebody whom I did not already love that made the difference. Perhaps it was because it was my job to say they were dead (and what if they weren’t?).

I don’t know if I’ve ever experienced undiluted fear quite like that again, though I do think that at least some of what I do requires a level of courage. And how can I call myself brave, if I cannot admit to still feeling fear?



One afternoon as a still-green, first-year registrar in intensive care I was waiting in the emergency department for a middle-aged man who’d had a myocardial infarction. We had been alerted in advance and, on that particular day, heart attacks were like buses: there had been no emergencies for hours and then, just as the evening shift started, two arrived at once. We split our teams accordingly and things got busy.

Martin was wheeled in, red-faced and drenched in sweat. His appearance was typical of somebody in cardiogenic shock. This is what happens when the heart suddenly becomes unable to do its job, which under normal circumstances is a task of two halves: the heart receives deoxygenated blood into its right side and sends that blood to the lungs to be oxygenated, before receiving it back into its left side and pumping it out into the body again. In the medical sense, ‘shock’ can refer to a number of sudden insults to the body, all of which leave a person unable to supply their tissues and organs with sufficient circulation to support them. In Martin’s case, the culprit was what is called a myocardial infarction or ‘heart attack’, and disruption to the blood flow through his coronary arteries meant that his heart muscle was dying a little bit more, with every second that passed us by. ‘Time is muscle,’ the cardiologists like to say. And so when Martin arrived, it was with the remit that there was no time to lose.

A quick glance told me that he was somewhere between conscious and not. He had the noisy, snoring hallmark of a partially obstructed airway and he was obese, with a body mass index that was at the very least fifty. Even on a good day, Martin wasn’t made for lying flat and it was clear he would require induction of anaesthesia and the insertion of an endotracheal tube to protect his airway. So this will be my first solo emergency intubation in the emergency department, I thought as I looked at him, and exhaled slowly. I find I am rarely presented with the ‘average 70-kg man’ that they write about in textbooks.

The cardiology consultant was lingering at the bedside, eager to speed up Martin’s passage into the catheter lab, and he had already summoned the rest of the on-call intervention team. ‘We need to get moving,’ he told me. ‘Are you happy with his airway?’

Of course I wasn’t happy with his airway. Martin was far too unwell to support his own breathing while lying flat on a table in the coronary catheter lab. I prepped for intubation: drugs, laryngoscope, endotracheal tube; mental walk-through plan A, plan B, plan C. One of my more senior colleagues was in the bay next to me, preparing for the other incoming patient, and there was a pre-hospital emergency-medicine consultant another cubicle away. I took this in and reassured myself that I would have help, if I ran into trouble.

I looked down at my patient as he lay on the trolley. He was huge, clammy and snoring. But he was snoring – breathing for himself. I looked at the syringe of muscle-paralysing drug in my hand and thought how I would soon put a stop to that. About forty-five seconds after the drug entered his circulation, he would stop breathing and then, for some seconds, his life would hover precariously in the space between here and the ‘there’ that I hoped I would keep him from.

Airway, Breathing, Circulation: we like to make the routines of emergency care accessible to the memory in a crisis. So we have a pre-formed plan of attack: airway first, breathing second, circulation third. I have been drilled on these manoeuvres and it can be as easy as ABC, but if I couldn’t manage the A and the B, Martin would be dead in minutes. Even if I managed the A and the B flawlessly, if I didn’t judge the drugs correctly, I might bring about the end of his already-failing C.

If you had come up to me at this point and asked, ‘Are you afraid?’, I’d have told you No and that, clinically, I was competent to be in this position. It was my job. I’d have said I had a plan and a healthy amount of respectful apprehension, but I was not afraid. Bowing to fear is something that happens when you’re not in control. What help would that be to me?

I was afraid.

As I was making some final adjustments to the trolley, trying to angle Martin’s head so that it did not extend so far backwards, in contrast to the towering height of his abdomen and thorax, I looked up and saw an emergency-department consultant whom I hadn’t seen in at least two years. He remembered my name. ‘How are you?’ he asked. It seemed at the time an odd moment to start bedside chit-chat, but I know now that wasn’t his motivation for approaching me.

I told him of my plan for Martin’s airway, my ‘plan A’ and my back-ups, and then he asked me if I’d like him to be on his merry way or to stand quietly in the corner behind my left shoulder. I chose the latter. We pulled the curtains around our bay and I sent Martin off to sleep. I waited the seconds that seemed like hours for paralysis to set in and for him to stop breathing. During this time my grip was vice-like beneath his mandible, as I pulled up the angle of his jaw to keep his airway open, while keeping the oxygen mask pressed onto his face. We waited and my eyes flicked back and forth from his gradually slowing chest to the monitor beside me, until there were no more breaths and forty-five seconds had passed. Before I start an emergency intubation, I always say the same thing to the nominated nurse or doctor on the team: ‘If his oxygen saturations drop below ninety per cent, tell me. If I don’t answer you, I didn’t hear you, so tell me again.’

I picked up the laryngoscope, guided it into Martin’s mouth and proceeded to pull the weight of him up, and then up with more force. There, exactly where they were supposed to be, were the vocal cords: gateway to the trachea, pathway to the lungs. It was a perfect view. I pushed the tube through the hole, inflated the cuff, hooked him up to the portable ventilator and it was done. Martin was prepped for the catheter lab, ready to have his coronary artery unblocked.

The consultant had only made two comments during the entire procedure, and he said them quietly enough that only I could hear him: ‘This is going really well’ and ‘You’re doing great.’

In that moment I needed to believe in myself, and not succumb to the fear that was threatening to rise up at any second. Looking back now, it’s clear from the consultant’s kind words that it was blindingly obvious to him this was what I needed. As doctors, I think we often choose to make fear cryptic, by calling it something else: apprehension, trepidation, acknowledgement that something is serious, nervousness, lack of confidence. Any of these feelings we might freely admit to, but ‘fear’ is not a word that we often use. Frequently I am involved in the resuscitation of a patient and the only outward signal that I am frightened is the bead or two of sweat that starts to drip slowly down the small of my back. There are times when I peel off my gloves and am genuinely surprised by just how wet my palms have become. There are times when I fool myself.

I extubated Martin myself during a night shift, a couple of days later. He’d had a rocky few days, but he did well subsequently and went back to his life; to his wife and their two Labrador dogs, which he now intended to walk every day. When a patient is ‘ready’ to have the tube out, they are often more than ready. The plastic becomes an unwelcome irritation within their throat, and their eyes water with the discomfort because, unsedated, they fight against its presence. I lean towards Martin, so that my face is in his eyeline, and say, ‘Don’t worry, we are going to get this tube out now.’ His wide eyes implore me to, and in that moment I am aware that he has placed a palpable amount of trust in me. I am also aware of the privilege. I remember pulling the tube out, hearing his now-hoarse, thick West Country accent and thinking how nice it sounded. It is a strange thing to have been through something that was, for different reasons, so significant to both of us, and yet to share no real relationship at all. I’d never even heard Martin’s voice until that moment.



There have been occasions when I was even less sure-footed in the face of fear. George Eliot said that ‘we learn words by rote, but not their meaning; that must be paid for with our life-blood, and printed in the subtle fibres of our nerves’. From the first day that I started working as a doctor, I knew what a ‘Do not attempt cardiopulmonary resuscitation’ (DNACPR) order was. I knew what it meant; I knew the indications for it and I knew the implications of it. But more than three years into my career, I stood with a patient and a DNACPR order, and fear made me question everything I knew.

It was 4 a.m. and I had found myself on the way to the oncology ward to see a woman in her fifties. Her nurse was worried about new-onset shortness of breath and a fast heart rate, so she had paged me and done an ECG (electrocardiogram). I was on-call at that time for medicine, providing urgent reviews and troubleshooting whatever problems cropped up during the night. As was the usual way for out-of-hours cover, the vast majority of those patients weren’t part of my daytime caseload; I didn’t ‘know’ them.

I reached the ward and was met by a woman sitting on the edge of her bed. She was about the same age as my own mother and was very short of breath. I estimated a respiratory rate of more than thirty breaths a minute. Her oxygen saturations were less than 90 per cent, and I still recall thinking how seemingly calm and composed she was, for somebody who was struggling so obviously. The nurse went to get another oxygen mask and I enquired if the woman had any pain.

She shook her head and replied, ‘No pain.’ Her tone carried no urgency; it was as if I’d asked her if she had wanted sugar in her tea.

‘Are you sure?’ I reiterated. ‘You don’t have any pain in your chest?’

‘No,’ she said. ‘I just came back from the toilet and felt breathless.’

‘And can you slow your breathing down?’

‘I don’t think so.’

The nurse returned with the new oxygen mask, as I placed my stethoscope on the patient’s back and listened to her breath sounds; air moved in and out of her lung fields, and they sounded clear. Much too clear.

‘I’ll be back,’ I said, as I left her behind me to look at the ECG, which had been placed on the nurses’ station outside. The pattern of right heart strain was obvious and confirmed my suspicions: this woman had a massive pulmonary embolus.fn1 I had never diagnosed an immediately life-threatening pulmonary embolus myself, and I’d never seen one before it had been treated. Nevertheless, I felt sure of it. I picked up her folder of notes and there, poking out of the front cover, was the DNACPR order. It had been discussed and signed just two days before, citing reference to discussion with the patient, and metastatic cancer. I remembered only in that instant that I was on the oncology ward.

So here I had a woman who I was sure had a massive pulmonary embolus, who was probably about to have a cardiac arrest, but hadn’t done so yet, and the form for limitation of treatment only mandated that we wouldn’t carry on after that happened. There was no other advice, but I knew she would never be given thrombolysis to break down the clot – the risk of bleeding from her tumour would be astronomical – and yet I was not sure if I could make that decision, alone in the middle of the night, as a relatively junior doctor, for a patient I hardly knew. I had picked up the phone to call the medical registrar when the nurse called from the patient’s bedside, ‘You better come back in here, Doctor.’

My patient now lay flat on top of her bed: breathing, heart beating, but unresponsive. Seconds ticked past and I was helpless, standing there thinking that I owed her something, but I did not know what. She had walked to the toilet, and now she was dying so abruptly that this nurse at the bedside and I were the only two people who knew about it. Who else was supposed to know? The nurse said she would go and call her family, although I realised the patient would probably be dead before they arrived. I couldn’t bring myself just to leave this woman alone while I went to call the medical registrar.

When you read this story, you may pause time for a while, to consider what you might do next. But, in that moment, time surrounded me like an army advancing: step, step, the sound of heavy boots on ground, rifles brandished with their bayonets pointed in. Time, breathing down my neck; so close to me that
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