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			PRAISE FOR THE EMERGENCY

			
				“This book reminds us how permanently interesting our bodies are, especially when they go wrong. Fisher’s account of his days is gripping…. Fisher’s writing about his stream of patients is what gives this memoir its immediacy, its pulse…. His frustration, his outraged intelligence, is palpable on every page…. Fisher [provides] the best account I’ve read about working in a busy hospital during COVID.”

				—The New York Times

				“Riveting…offering fascinating details…[Fisher] eloquently captures the intensity of the situation…and shares heartrending stories of victims…. The result is a powerful reckoning with racial injustice and a moving portrait of everyday heroism.”

				—Publishers Weekly (starred)

				“A captivating blend of memoir and social commentary…Deftly explains inequities in health care that have long been in existence but have especially come to light in the wake of the COVID-19 pandemic…. Shedding light on the social justice implications of the health-care system and an important snapshot of a grim moment in time, this account will appeal to a wide range of readers. Highly recommended.”

				—Library Journal (starred review)

				“[Fisher] recounts intense experiences treating all kinds of people and problems, shares his deep affection for the South Side of Chicago, and exposes the trouble with health care, especially high costs and racial inequities…. Compassion, integrity, and dedication keep medical professionals afloat even as they’re at risk of becoming casualties themselves.”

				—Booklist (starred review)

				“Dramatic…well written and compassionate…a persuasive, sympathetic…insider’s report on a broken system.”

				—Kirkus Reviews

				“Much of it reads like a war report. Yet the suppurating gun wounds and gangrenous limbs are ‘not just a random assortment of injuries and illnesses.’…Beyond the bedside, Fisher has worked in insurance and managed care, and served as a White House fellow. He knows the system longitudinally, and the interests vested in its status quo.”

				—San Francisco Chronicle

				“Tired of reading about COVID-19? Don’t make the mistake of missing what is the best book about it to date. The Emergency is Tom Fisher’s memoir of the first year of the pandemic’s grip on Chicago’s South Side, where he grew up and where he battled the disease, along with every other ailment and injury that reached his emergency room. This is no past-tense memoir but a gripping account of events as they happened. It’s beautifully rendered in the present tense, and leavened by a series of letters he composed to, and to honor, his patients. But this is also a book about our country, a wrenching and tender reflection on an aphorism he invokes: When America catches a cold, Black America catches pneumonia. It won’t take you long to read this fast-paced account, but you won’t forget it any time soon.”

				—Paul Farmer, M.D., author of Pathologies of Power: Health, Human Rights, and the New War on the Poor

				“The Emergency is graphic and gut-wrenching, as it should be. It is an undeniable call for a just health-care system, as it will be.”

				—Ibram X. Kendi, National Book Award–winning author of Stamped from the Beginning and How to Be an Antiracist

				“The Emergency is a doctor’s-eye view of the layered crises afflicting a single Chicago community and the entire nation that surrounds it. By turns brutal and beautiful, this is a tale of life, death, and the people whose efforts often determine which of those two will prevail.”

				—Jelani Cobb, co-editor of The Matter of Black Lives

				“With scalpel-like precision and searing patient stories, Dr. Fisher exposes the battlefield of medicine and the scarring—and often fatal—wounds of inequality. The Emergency is a bat-call. Health care doesn’t care, inequality kills, and we must do better.”

				—Dr. Mona Hanna-Attisha, author of What the Eyes Don’t See
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				The Emergency is a work of nonfiction. The stories told in this book are based upon or derived from real-world medical situations. Most names and identifying details have been changed. With few exceptions, characters (both patients and hospital personnel) are edited composites of real people. The timing of when these medical experiences happened in relation to one another has also been changed. Resemblance to persons living or dead resulting from these changes is entirely coincidental and unintentional. While the events discussed in this book took place at the University of Chicago’s Emergency Department, the events described can and do occur at other medical centers, clinics, and hospitals.

				Copyright © 2022, 2023 by Thomas Fisher

				All rights reserved.

				Published in the United States by One World, an imprint of Random House, a division of Penguin Random House LLC, New York.

				One World and colophon are registered trademarks of Penguin Random House LLC.

				Originally published in hardcover in the United States by One World, an imprint of Random House, a division of Penguin Random House LLC, in 2022.

				Library of Congress Cataloging-in-Publication Data

				Names: Fisher, Thomas, author.

				Title: The emergency: a year of healing and heartbreak in a Chicago ER / by Thomas Fisher.

				Description: | New York: One World, [2022] | Includes index.

				Identifiers: LCCN 2021039073 (print) | LCCN 2021039074 (ebook) | ISBN 9780593230695 (paperback) | ISBN 9780593230688 (ebook)

				Subjects: LCSH: African Americans—Medical care. |African Americans—Health and hygiene. | Minorities—Medical care. | Medical care—Social aspects. | Discrimination in medical care. | Equality—Health aspects. | Hospitals—Emergency services.

				Classification: LCC RA448.5.N4 F57 2022 (print) | LCC RA448.5.N4 (ebook) |

				DDC 362.1089/96073—dc23

				LC record available at lccn.loc.gov/​2021039073

				LC ebook record available at lccn.loc.gov/​2021039074

				Ebook ISBN 9780593230688

				oneworldlit.com

				randomhousebooks.com

				Designed by Debbie Glasserman, adapted for ebook

				Cover design: Daphne Chiang

				Cover photograph: Clayton Hauck

				ep_prh_6.0_151269558_c1_r0

			

		

	
		
			Contents

			
				Cover

				Title Page

				Copyright

				Epigraph

				Foreword by Ta-Nehisi Coates

			

			
				Chapter 1: February 2020

			

			
				Chapter 2: March 2020

			

			
				Chapter 3

			

			
				Chapter 4: November 2019

			

			
				Chapter 5

			

			
				Chapter 6: May 2020

			

			
				Chapter 7

			

			
				Chapter 8: July 4, 2020

			

			
				Chapter 9

			

			
				Chapter 10: August 2020

			

			
				Chapter 11

			

			
				Chapter 12: September 2020

			

			
				Chapter 13

			

			
				Chapter 14: November 2020

			

			
				Chapter 15

			

			
				Epilogue: August 2022

			

			
				Dedication

				Acknowledgments

				Notes

				Index

				About the Author

			

		

	_151269558_

	
		
			
			
				
					It should not be doubted that human life could be prolonged, if we knew the appropriate art.

					René Descartes, Discourse on Method (1637)

				

			

		

	
		
			
			
				FOREWORD

				Ta-Nehisi Coates

				ONE EVENING IN 2005, I drove over to see an old friend and classmate in the Bronzeville section of Chicago. Natalie Moore—“Big Nat,” as we called her—had attended Howard with me and worked on the school newspaper. As young journalists, we had probably planned an evening of catching up and comparing craft notes. But there wasn’t much craft discussed that evening, if only to keep from boring Big Nat’s other guest: Thomas “Tom” Fisher. Tom and Nat had both grown up on the South Side and had been friends since childhood. I’d met Tom at Howard, where he would occasionally visit Nat. Beyond a love of food, drink, and crude jokes, what the three of us shared was a deep sense that our work must serve our community. For Nat and me, that responsibility manifested itself in our approach to journalism—the stories we told, the people we highlighted, the arguments we advanced. But for Tom, who’d just finished his residency in emergency medicine, that responsibility was always more direct.

				I remember how we commiserated over takeout and libations. I remember the “oh my people” jokes we made as music videos scrolled across the screen. But more than anything that happened in that apartment that night, I remember what happened outside it. When I’d first arrived hours earlier, I’d seen a group of young brothers seated on the stoop across from Nat’s apartment. They were having a party of their own. I pulled up, got out of my car, nodded the silent greeting of Black people the world over, and kept it moving. A few hours later, we heard gunshots. There was almost no alarm among us, save for the collective note that the shots seemed rather close. But we kept the party going until we saw police lights strobing through the windows. It was time to leave anyway. When Tom and I stepped outside, what we saw in the streets of Bronzeville was no great shock to either of us—police tape on the sidewalk, the body of a young Black man laid out on the concrete—but the moment is still indelible for me. And whatever weight it put on me, I knew even then, did not compare to what Tom would have to carry.

				It was not merely that Tom was an ER doctor directly caring for those affected by the plague of gun violence that covered the country and levied a particular toll on Black neighborhoods. It was that those bodies were rushed into the ER from the streets that Tom called home. He was working not just for the Black community in general but for the same South Side of Chicago where his parents had settled and where he had been raised; he was caring for the lives and bodies of his neighbors. I don’t think it’s too much to say that the lion’s share of Tom’s professional life has been consumed not only by treating the kind of violence we bore witness to that evening, but by an urgent attempt to understand why that violence tends to fall with such weight on the South Sides of America while barely grazing its Gold Coasts. It is those two labors that fill the pages of The Emergency: the work of Dr. Fisher’s hands, treating patients in the midst of a pandemic, and the work of his mind, trying to understand the larger system that delivers so many broken bodies from these streets into his care.

				The answers he arrives at are not comforting. African Americans rank at the bottom of virtually every socioeconomic indicator. Health care is no exception. Explanations for this tend to focus on individual behavior. Confronted with the shocking death rates befalling Black people in the wake of COVID-19, Surgeon General Jerome Adams asserted that the Black community needed to “step up” and “avoid alcohol, tobacco and drugs.” “Do it for your Big Momma,” Adams asserted. “Do it for your Pop-Pop.” There is no data that shows Black people drinking, smoking, or drugging more than anyone else (and some that indicates they do so less.) But the point is comfort, not data. And it is simply more comforting to believe that the disproportionate impact of the worst pandemic in American history could have been avoided if Black people were monastic.

				But The Emergency joins a disturbing consensus increasingly being reached in the scholarship of power—the vast chasms between the haves and have-nots of America are rarely benign mistakes amenable to behavioralism. The work of Ira Katznelson, Beryl Satter, and Richard Rothstein has demonstrated that the yawning wealth gap is the result not of poor spending habits but of federal policy. Eve Ewing’s research into Chicago’s schools shows how “school reform” in Black communities ultimately destroyed the last outposts of the state, short of law enforcement. Devah Pager’s studies of employment and incarceration show that employers evaluated Black men with no criminal record the same as white men with a criminal record. Moreover, this scholarship has demonstrated that the relationship between the powerful and the powerless is parasitic. The historian Edmund Morgan does not merely condemn American slavery but demonstrates how American notions of freedom depended upon it.

				This is the tradition out of which The Emergency emerges. What it shows is that the health-care chasm is not an accident but a feature of white supremacy and American capitalism. But unlike the journalists, sociologists, and historians who must painstakingly recreate events and power dynamics from archives and interviews, Tom is a direct observer. He has seen the machine from every possible vantage—as a doctor operating within it, as a public health scholar studying it, as a White House fellow working to shape policy, and as health-care leader trying to implement that policy. He comes to understand that long wait times in ERs like his on the South Side cost lives and allow for the spread of misery; that those wait times differ drastically from those in hospitals mere miles away; that the misery in one ER and the satisfaction in another are linked. He shows how even within a hospital ostensibly serving a poorer and blacker clientele, the relentless laws of capitalism lead the hospital to consider erecting a system of de facto Jim Crow health care.

				To demonstrate this, Tom unearths a factor that those in power seek so often to obscure: the state. It is a trick of members of the corporate class and their followers to depict their success as the correct outcome of a working market. But The Emergency shows how that enterprise is subsidized by the state—doctor training funded by the public, research underwritten by government grants, patients insured by government programs. And despite the public subsidization of health care, the public benefits vary according to class. The residents of the South Side that Tom cares for are ostensible participants in the American social contract—its edicts and its bounty. But the former land harder on them than the latter. And despite being a part of the public that subsidizes health care, they do not get their fair share of the returns.

				The Emergency renders the impact of this capricious system in visceral detail. Pain and agony are everywhere, but a look at the system through a doctor’s eyes reveals that Black people do not merely live shorter lives than their peers; their lives are more physically agonizing. And this is not just the agony of illness and injury, but the compounding of that illness and injury by the sheer fact of racism. “Your body, like many bodies on the South Side, began accumulating injury and illness before the bodies of your peers on the North Side,” Tom writes to a patient. “And unlike your peers, you had fewer chances to recover and return to your prior health.”

				Through it all, the author moves like a blur, going from patient to patient doing his best to heal the body, “our most important endowment.” He almost always comes up short. And that is because even as a doctor, he is merely an actor within the system, not its author. And at the climax of The Emergency, the system reaches out to touch not just Tom’s neighbors but his family.

				The Emergency is not just a year in the life of an ER during COVID but a powerful examination of the entire complex of health care and the inequalities that bend it. It is worth remembering the early days of COVID’s arrival, when it was said to be “colorblind.” Maybe we wanted to believe that in a true crisis we would find ourselves together, on even footing, if only in our common human frailty. But now here we are, two years later, with Blacks and Latinos having lost some three years of life expectancy over the course of the pandemic—triple that of whites. We should have known better. We should now know better.

				The Emergency explains why, be it the plague of gun violence or the plague of COVID, the burden is never borne equally.

			

		

	
		
		
			I

			FEBRUARY 2020

			WE HAD BEEN WAITING for the virus to appear in our ER, but when it did, a heavy pall still fell on the department. Unmasked nurses with long faces spoke in hushed voices and laughed nervously as the patient was directed to Room 41, a negative pressure room that had been designed in 2015 to contain Ebola. The negative pressure in the room keeps the patient’s air from contaminating the rest of the department, and the room has a window and microphone in the wall so that we can communicate with the patient while remaining safe outside. Before I entered the antechamber between the common ER hall and the room, I put on a yellow gown, an N95 mask shaped like a duckbill, and a disposable plastic eye shield that I placed over my glasses. The nurse, Fred, was similarly protected, and together we leapt from the safety of the boat into the dark abyss.

			I first met the leviathan on New Year’s Eve less than two months earlier. “China investigates outbreak of atypical pneumonia that is suspected linked to SARS,” tweeted Agence France-Presse on the morning of December 31, 2019. At the time, I had been following foreign media for human signs of the flu that was culling a third of Asia’s hogs. But this was not swine flu. Rapidly spreading and deadly infections threaten everyone who works in emergency rooms. We fear the day that a panicked traveler shows up with a high fever and an unusual rash. In the time it takes to figure out what’s going on, the patient would be able to infect all the nurses and doctors who try to help. That nightmare kept me vigilant for deadly viruses and outbreaks of hemorrhagic fevers no matter where they are on the globe, but so far, I had only experienced misses.

			In 2001, when anthrax spores were mailed to politicians and journalists, our waiting room filled with healthy patients worried that they had been exposed to a “white powder.” Thirteen years later Ebola swept the world, and I drilled donning and doffing head-to-toe protective equipment for the seemingly inevitable febrile patient bleeding from eyes and nose. Now, as this unusual pneumonia bloomed into tens then hundreds of cases, my curiosity turned into something else: fear. When The New York Times took note in a January 8, 2020, article nestled deep within the global health section, I forwarded the item to friends along with a caveat: “This may not be a looming pandemic, but when the next one occurs, this is how it will start.”

			All of January and most of February elapsed before the first symptomatic patient arrived on the South Side, where I worked as an emergency room doctor at the University of Chicago. By then the coronavirus had been dubbed COVID-19 and had infected people on every continent. At last, in late February, a febrile traveler named Terri came to us with a cough and a story. A flight attendant had coughed in her face on her way to Seattle, a city already besieged by the virus. As Seattle’s ICUs swelled with infected people, Terri, a middle-aged businesswoman, shook hands in meetings and dined with clients. On the flight back she broke into a fever and developed a hacking cough. After googling “best hospital in Chicago,” she grabbed a cab from Midway and came directly to our Emergency Department.

			Terri coughed behind her blue surgical mask but greeted Fred and me in good spirits. Dwarfed by the proportions of Room 41, a room designed to accommodate a dialysis machine and a ventilator, she lay semi-reclined, red-faced and sweaty on the gurney. As she was complaining of body aches and nausea, I made a call to the hospital epidemiologist and ordered tests for the virus, a chest CT, and an admission to the hospital to keep her isolated until we confirmed her illness.

			Terri’s vital signs remained stable despite a fever that Tylenol did not break. I could hear her cough through the closed double doors on her room—each time, my shoulders tensed. We tested our infection precautions every year, but even so, Fred forgot to take off his protective wear when he returned to the ER from the murky depths of Room 41. While he was sending blood to the lab for tests, Fred left the isolation room door open, setting off a squealing alarm. Sweating and nervous, he apologized repeatedly for these miscues. I told him that it was okay, but we both knew these social graces were meaningless. The virus doesn’t care about our apologies or forgiveness. Diagnosing and treating an illness we’d never seen before while keeping our lungs and mucous membranes safe was going to require vigilance and stamina.

			A week later, Americans awoke to a society unraveling in the wake of the monster’s cross-country frenzy. As the infection spread, businesses reduced hours, then closed altogether and laid off workers. On March 9 the stock market crashed. Deaths mounted from one to tens to a hundred. I canceled my boys’ trip to Vegas for March Madness. Our country’s retreat progressed from there. An NBA player tested positive; the NBA abandoned its season; then all sports seasons were terminated. Chicago Public Schools had fought to extend its year after a fall strike, but it soon sent kids home indefinitely. Drunk young people, slurring their speech and draped over one another, spread the infection over St. Patrick’s Day and pushed our governor to close bars and restaurants and prohibit all nonessential travel. By then the virus’s campaign had gripped the world’s economy, culture, and routines. Seattle nursing homes had been wiped clean; in Italy refrigerator trucks filled with bodies; my colleagues in New York were exhausted—and infected.

			Friends across the country reached out for my advice on when to take their kids out of school or whether to take their planned vacation to Jamaica. I couldn’t make those decisions, but I did share my understanding of the situation and its risks. I directly addressed the misinformation emanating from Facebook and the White House—I told them that this would not quickly disappear and that it was not a hoax. Each time my friends asked how many people would die, I considered withholding information from the models that forecast millions of dead Americans. While that would have been soothing, obscuring key information from those I care about undermines lifesaving decisions. Offering that the equivalent of Denver could die in a matter of months stuck in my throat. Sometimes we had to end the call.

			Then the plague closed in on me from another direction. On March 23 my uncle fell ill, and three days later he was admitted to the intensive care unit. Uncle Robert was the one who took me to Tigers baseball games and rode bikes with me when I was a kid. In retirement from teaching in the Detroit Public Schools, he developed a chronic illness and landed in a care facility that didn’t protect him. As with millions of other Americans who’d been warehoused or discarded—seniors, prisoners, migrant workers in airless camps, people who society preferred to keep out of sight—the virus fell on his body hard. Uncle Robert was lucky; after a few days of gasping in the ICU, he recovered. And then it came for the South Side.

			COVID smashed through the South Side’s multigenerational homes. This is a neighborhood packed with people who don’t have the sort of white-collar jobs that let you work from home—with nothing but a frayed safety net to hold them if they fell, they had to risk their bodies just to keep from starving. And when they came home, they exposed the vulnerable elders who often lived with them. The devastation was a literal manifestation of the old truism “When America catches a cold, Black America gets pneumonia.”

			Even back in January, I knew that the onslaught was inevitable. No matter how I prepared, I expected to be infected before it was over. Scores of physicians around the world had already died. As their lungs became stiff and wet, they were attended by peers rendered unrecognizable by protective garments. Li Wenliang, the thirty-four-year-old Wuhan doctor who alerted the world to the monster, was one of the first to die. A man about my age, facing down the pandemic just as I was going to, was lost in its wake. When I read about Li’s death, it strangely brought me back to 1999 and the killing of Robert Russ. I hadn’t thought about the story in years. Russ was around my age and was just about to graduate from Northwestern when a Chicago police officer shot him dead in a police stop. I didn’t know Russ; I’d only read about him in the newspaper, just as I was now reading about Li. But there were similarities in our lives that had chilled me as I read his story: at the time we were both college-age Black men who faced traffic stops from the same police department. Both Russ and Li were innocent, both lost to a lethal scourge that strikes down victims who share a portion of their identity. Just as in 1999, I now searched for the balance between fear of death, anger at the unfairness, and comfort in the long odds.

			The only question I had was: how sick will I become? The only certainty is that once I’m infected, I will be contagious, and I can’t risk passing the disease along to my family, my patients, or the woman I think I love. So the terrifying months ahead will be spent mostly alone. It feels cruel that I will be without human touch during the most stressful time of my life, but the alternative is to infect the people who mean the most to me.

			As stores were emptied of toilet paper and shuttered in late March, our family group text buzzed with plans. I let my family know at my niece’s muted first-birthday celebration that I wouldn’t see them for a while, to protect them from infection. With primary-colored helium balloons floating to the ceiling, my announcement turned it into a going-away party. Later, a physician group chat churned with anxious messages about securing better protective equipment. Hospital preparations included a schedule for doctors to cover for those who fell ill and alternative housing for folks who couldn’t go home. I prepared my affairs—set up autopay for my mortgage, stocked my freezer, and withdrew cash as though I’d be gone for six months. My will was up-to-date.

		

	
		
		
			2

			MARCH 2020

			I PREPARE FOR MY shift with gospel music. I’m a nonpracticing agnostic, but today the gospel themes of hope, sacrifice, and community give me comfort. The music is expressive, a release, an offering, a plea. Hope birthed by Black folks during our darkest days. My skin runs with goosebumps from a choir in full swing while I gather an extra N95, clean my eye protection, and find my ID for my first evening working in the hot zone. I feel an odd cycling of impulses—swollen with courage, knowing I’ve prepared for this my whole life. Ready to sprint away.

			Doctors are accustomed to the possibility of looming death when we go to work—but usually not our own. It is strange that we are sometimes seen as heroic for doing our jobs, when it’s the patient whose life is on the line. Of the invisible markers that set me apart from my patients—sometimes class, sometimes education, sometimes race, sometimes sex, sometimes age, sometimes power—the clearest marker is that one of us is sick and one of us is not. But this virus muddies that distinction—its transmissibility means the line between us might collapse, the work of healing suddenly laced with the threat of sickness, maybe even death. This new threat does not change my obligation or oath. If I meet my end caring for people, I tell myself over and over again, then this is an acceptable way to go.

			But my subconscious is not as confident. Last night I woke up at 2 a.m., tachycardic, tense, and wondering whether I’m going to walk into an emergency department full of sick and dying patients. Sleep brought nightmares of having to decide who lives and dies based on limited time and scarce materials. In those dreams I was judge and executioner rather than caregiver. I tossed with panic that my parents would fall ill and that I wouldn’t be able to help before they died all alone. Nevertheless, at 6:30 my alarm sounds, the sun rises, and I make coffee.

			The virus changes everything. What to wear, how to get to the hospital, when to eat, and every step of patient care has to be rethought in order to stay safe. I borrow my parents’ car to get myself to work, now that ride shares are too risky. Normally I choose which of my own scrubs to wear to work, but today there’s no need to linger over that decision, because I’ll change into blue hospital-supplied scrubs when I arrive and change back when I’m done to reduce the amount of virus I transport. After showering and dressing, I pack water and snacks to devour on the twenty-minute ride back home, as I don’t plan to remove my mask to eat or drink over my eight-hour shift. Once home, I’ll undress in the hallway outside my apartment, come in naked, drop my hospital scrubs in the washing machine, and shower. I hope that my neighbors Joseph and Dianne don’t catch a glimpse of my striptease, but neighbors rarely linger outside their apartments anymore. Before I leave, I place a clean towel in the bathroom and leave the door open so I won’t have to touch the handle on my way to the shower. A friend who saw combat in the Middle East reassures me that once I’m in the ER I’ll feel comfortable and my training will allow me to focus on the situation. For now, everything seems new and difficult.

			It’s an overcast day with sharp gusts of Chicago wind. Heading south, the roads are remarkably full—we are about a month into lockdown, and I’m expecting the roads to be clear. But the drivers are numerous and aggressive, as if this is just a typical rush hour. I turn to WBMX 104.3 FM, the old-school hip-hop station, and nod to “Bonita Applebum.” The traffic clears. Darting down the Dan Ryan Expressway past empty train platforms and the vacant stadium, I rev the engine, thrilled by acceleration. Exiting at Garfield Boulevard, I pull to the intersection. There I’m greeted by a spotless gold 1992 Coupe de Ville with chrome hammers, and by ramp workers panhandling. A man in a wheelchair with an amputated leg pushes himself across the street, and another, short in stature with a grizzled beard, sells socks down the block. As I make my way through the South Side streets, I realize there are no women out, only Black men, and no one is stopping to engage with anyone else. I proceed down Garfield through deserted Washington Park, whose grass is starting to turn green. Soon the budding trees will be encircled by purple flowers making fairy rings in the same grass where many of our trauma patients fall bleeding. The hospital sign, The University of Chicago Medicine, looms just over the park’s bare trees, and I arrive at the hospital thirty minutes early. I park the car on the street near the Emergency Department entrance and don my protective eyewear and a mask before walking in. My goggles fog up with each breath.

			The ER is empty. Security guards greet me with a nod and “Where you been, Doc?”—they’re unrecognizable in their procedure masks and eyewear. The only other person in the waiting area is the nurse who checks everyone’s temperature before they enter. Silence has replaced the usual cacophony of coughs, moans, and talking. Empty chairs and blaring TVs make the waiting room seem hastily evacuated just before my arrival. The area where patients usually wait hunched in wheelchairs is unoccupied, and the plastic seats designed for ease of cleaning rather than comfort are vacant. I swipe my ID to enter the treatment area, turn right and up through the private passageway to the scrub machine, where I pick up large-size scrubs and head to the locker room. Normally I arrive two minutes before my shift, throw things in my locker, and get right to work, but today requires a more methodical transition. I close the bathroom door behind me and am taking off my personal scrubs to change into the crisp hospital scrubs when I realize there’s nowhere to put my clothes. The coed locker room does not have the privacy to change clothes and the sparse bathroom has no ledges or counters; all that’s left is the dirty floor. I’ll need a new plan.

			My shift is in a section newly built for the pandemic, reclaimed from the parking garage. The smell of fresh drywall and paint seep through my mask. Parking spaces have been transformed into a waiting room and treatment area for people with flu-like symptoms. To enter I have to climb stairs and then pass a new sign warning, Beyond This Point Protective Equipment Is Required. Our makeshift hot zone. My hair is covered, eyes behind goggles and face shielded by a mask. My heart races but everyone else seems calm, like this is a normal day. Two nurses concealed head to toe with personal protective equipment (PPE) greet me with joyful voices. “Hey, Dr. Fisher!” The PPE masks their identity—how do they know it’s me? I try to match their energy with my own “Hey, y’all.” The area is packed with patients, each in a stacking chair exactly six feet apart. People are bundled up, sniffling and coughing. These are not monsters; no one sprouted horns and grew hooves once infected with COVID-19. These are the same Black folks as before, up against yet another hazard trying to kill them.

			My patients are South Siders, Black folks whose grandparents fled terrorism in the American South to jobs in Chicago. This community shaped Mahalia Jackson’s voice, guided the surgical precision of Daniel Hale Williams, and molded Barack Obama into presidential form. My patients’ labor, organizing, and creativity built this country. Their suffering, exploitation, and deaths are also woven into the fabric of America. These communities have been devalued by segregation and are often designated “crime-ridden” or “food deserts.” Efforts to address these conditions are too often frustrated by Chicago’s notorious political “machine,” which distributes buildings and benefits according to loyalty, patronage, and hierarchy. Still laboring in public while white-collar workers sit at home, they queue up coughing and febrile. As I feared, the virus has sickened scores.

			As the attending physician I supervise the care of each patient in the Emergency Department. Like attending physicians in EDs across the country, I don’t get involved with every decision, but I meet and examine each patient and I am ultimately responsible for their diagnosis, treatment plan, and outcome. The residents are the ones who put their hands on every patient. We discuss every case, then they run resuscitations and prescribe medications with my support and feedback. With each level of training, residents gain more and more autonomy. Their documents and orders direct the nurses and techs, who draw blood, deliver medications, perform EKGs, and measure vital signs. The nurses and techs spend more time with patients than any doctor does. If anyone on the team is off their game, the whole choreography falls apart. But when the dance is flowing as it should, it takes on a kind of frantic beauty.

			Less than an hour into my shift we get notice that a shooting with multiple victims is sending three people our way. When I hear the trauma code, I leave the hot zone and hustle back through the ED, put on a blue plastic gown and swipe my ID to open the locked doors to the ambulance bay. I arrive just in time to see the first victim roll out of Ambulance 38 on a gurney. I look through my protective goggles at a young man with full, long dreads. His eyes are partially open and unfocused. His head lolls to the side as a paramedic holding a finger to the young man’s neck shouts “He’s lost a pulse!” I am on the periphery of the scene, this is not my patient, but I watch intently in case I’m needed. The paramedics, gurney, and the ten-person trauma team run toward Room 41 to resuscitate him. There is an airway team waiting for him, so I stand out of the way as surgeons, nurses, and techs hurry in and out with surgical trays, packs of blood, and tools to desperately try to revive the young man.

			Back in the doorway of the ambulance bay, the next patient is mine. A woman who says she’s in her thirties but looks like she’s in her fifties is bleeding from her leg. She’s stable, so I usher her into the trauma room for a full evaluation. With smoker’s lips and hair loss from braided styles that have pulled her hair out on the sides, she sits there with bloody jeans and a gunshot wound in her left shin. The leg is bent at an awkward angle, but when I touch it, it’s warm and has a pulse. Before we have her fully evaluated, we are called over to an older gentleman in his sixties being rolled into the trauma bay, fresh from an ambulance. He was crossing the street when he was hit by a car. A Black man in baggy jeans and a workman’s flannel shirt under a puffy coat, he’s swearing in Spanish and trying to describe the pain he’s in. The nurse translates—or at least translates some of it: the pain is in his hip. Since the resuscitation in Room 41 is occupying half the staff, I’m the only attending physician in the trauma bay. I have to float between these two patients.

			I focus my attention on the woman and take a closer look at her leg while the techs cut the clothes off the older man in the bed next to us. The trauma residents begin their “primary survey” examination, and the emergency medicine resident stands at the head of the bed ready for any airway issues. Simultaneously, a nurse starts an IV, another takes the patient’s blood pressure, and a third stands at a computer documenting what we’re doing. The pharmacists prepare pain medications, drugs for resuscitation, sedatives, and paralytics from their red tackle box, which is equipped to address any emergency. Two techs are a blur of activity, cutting off clothes, covering the woman with a warm blanket, applying monitor leads, and finding gauze for the wound. All the while, I continue my examination. I discover that the woman has a single bullet wound that shattered her tibia—the large bone in her shin—and broke her fibula—the smaller bone. She’ll need surgery to repair her fragmented leg sometime in the next twenty-four hours, but she has no other injuries.

			I turn to the next bed and see that the older gentleman is in more trouble. Now that it’s exposed, I can see that his right leg was previously amputated below the knee and that the left one is causing him pain near his hip. He’s having trouble breathing and suffering with chest pain. After we measure his vital signs, get an IV started, and draw blood, we give him fentanyl for the pain and send him to the CT scanner to check for internal injuries. In the meantime, we move the younger woman out of the trauma bay to free up room in the ER.

			When I engage the most intense situations and the sickest patients, I turn off my brain. Then experience, training, and time-tested algorithms transform complicated scenarios into simple steps. COVID forces me to rework my usual choreography for new music. I slow down to find my footing as I think through every situation. Keeping the team safe and PPE vigilance preoccupy thoughts that are usually free. Where usually there’s no room for anxiety, now I’m nervous about making a mistake or taking too long with my new procedures.

			We’re still moving smoothly through the choreography of trauma, executing without thinking. But I can see that the new PPE and distance guidelines are causing little lapses in our execution. I find it as uncomfortable as brushing my teeth left-handed.

			The changes are everywhere. We used to snack and sip throughout our shift to relieve stress and hydrate, but that’s over. To eat or drink requires a sequence of unmasking, handwashing, and finding a nonclinical area six feet away from anyone else. Once there, we’ve got to make sure that the food and beverages are safe and that we have PPE ready for when we’re done. It’s exhausting. But so is dehydration.

			With the trauma bay settled I return to the COVID treatment area. I try to see my colleagues through my mask and through theirs, but even as I joke around with the nurses and techs as usual between patients, everything feels like it’s happening across a murky fog of distance. A quiet feeling of alarm at this alien environment pulses through me. Once I take stock of who is here, I realize half of the usual staff is missing. There are fewer residents. The registration staff who usually greet me on the way in are gone. Respiratory therapists are not around, and neither are consultant physicians. The skeleton crew is the product of simple math: fewer opportunities to be infected should lead to fewer infected workers. I also learn that most of the doctors in the hospital are afraid to come down to the Emergency Department, the most infectious and uncontrolled area of the medical center. Their fear is also a rational calculation.

			But for me, being in the ER feels better than being out in the city. Here there is a sense of control, but back in the real world things seem to be falling apart with every news update and email. Here our risk is in the patient room and with each adjustment of our PPE. In grocery stores nobody wears a mask, and every cough is like a bomb going off.

			My next patient is an asthmatic who does not have a fever, runny nose, cough, or any other COVID symptoms. She’s about twenty-eight and rail-thin, wearing a burgundy leather jacket. Her hair is dyed blond but seems like it hasn’t been styled
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