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ACCLAIM FOR JUST HERE TRYING TO SAVE A FEW LIVES

“Spellbinding…gritty…after a few chapters, TV's so-called slices of emergency-room life begin to look like a tea party.”

—Biography magazine

“Descriptive language and a vivid narrative style…fascinating reading.…Her colorful descriptions are worthwhile reading for all.”

—from a review by Linda A. Khym, M.A., in the New England Journal of Medicine

“While the medical know-how is impressive in these dramas…even more so is Grim's humanity.…An acute observer and a compassionate doctor [who] pulls no punches…brutally realistic.…Readers can only hope she doesn't stop writing.”

—Kirkus Reviews (starred review)

“Reads like dispatches from the front.…Pamela Grim has peered into our contemporary heart of darkness and in so doing has illuminated us and herself as well.”

—Marc Flitter, M.D., author of Judith's Pavilion

“Transcends reality TV…a fascinating tour.…Grim's pacing is sure, and her writing is deft and often lyrical…introduces us to characters and scenes we can see vividly.”

—Winston-Salem Journal

“Excellent.…If you enjoy shows like ER, then you will really enjoy Dr. Grim's confessional…will not only make you feel for the patients but the doctors and nurses who care for them.”

—Rapport

“Compelling, taut, and well told.”

—Harrisburg Patriot-News

“A gripping real-life book…heartbreaking…insightful, humorous…maddening, touching, and inspiring.…Do the rewards outweigh the costs? I urge you to read and find out.”

—BookPage

“Fans of the popular TV show ER are sure to like this book. Those who wonder how difficult it is to be on the front lines of medicine will come closer to an understanding after reading this book.”

—Salt Lake City Deseret News (UT)

“Impressive.…Grim captures the drama, conflicts, and life-and-death scenarios that happen daily behind the scenes.”

—Bookwatch

“Gripping detail [and] bold simplicity…told with clarity and intensity.…The images Grim creates are stunning and authentic.”

—Sarasota Herald Tribune

To Al, Barb and the other Pam.

1

A TAXONOMY OF GRIEF

IT'S TEN AT NIGHT and I am making a run back to the hospital to check on a patient. Two new roadblocks have been set up since the night before. They don't even seem like roadblocks, really; it's just the lights shining in our eyes that make us stop. It could be anyone behind those flashlights—we can't tell even when we pull up. Only by straining can we see the soldiers. Our driver rolls his window down and waves our paperwork. There is a long exchange in Hausa, and finally a black face, washed out by the glare of the light, says, “ Médecins sans Frontières. Oh, oh, well, okay.” He waves us on.

I am in Nigeria with Doctors without Borders, an international humanitarian organization widely respected as a provider of medical care to various third and fourth-world countries, often under hazardous circumstances. We are here doing crisis medicine, handling a meningitis outbreak in the heart of the sub-Sahara. The outbreak is killing thousands and thousands of people, and we have come because the Nigerian government is unable (read too inefficient, corrupt and useless) to muster anything near the resources needed to fight back. There are about thirty of us expatriates in Kano, five doctors, ten nurses and the rest “administrative.” Unfortunately, there were not enough of us to begin with, even before the cholera cases started.

I am an emergency medicine physician; I have been for over ten years, a long enough period of time, I have discovered, to forget why I went into the field to begin with. Over those ten years 1 have played trauma doctor, social worker, breaker of bad news, heart failure doctor, Band-Aid placer, substance abuse counselor, frontline medic, post-traumatic-stress victim and a thousand other roles. The result was not surprising: I needed a change. I needed a new perspective. Hence Africa.

To be honest, before I came here I had imagined an experience I thought to be very Albert Schweitzer-like. This image had me working in a jungle camp of friendly natives where I serenely administered vaccinations under a tented canopy of brilliant green leaves. The truth: it is a squalid disaster here. We are understaffed and underequipped. The hospital we use had been closed for fifty years. Our staff is made up largely of Nigerian nursing students, most of whom have never even seen an IV before, much less started one. There is no sanitation, no windows, dirt floors, a single hand pump for water, and flies everywhere. Overall we have at least two hundred patients at any one time, but that is just a fraction of the total number of victims. The mortality rate averages about 20 percent.

But it would have been 100 percent without us.

The meningitis outbreak is not a pandemic, not quite on the scale of the cholera outbreak for Rwandan refugees in Zaire, but even so, every morning I have to clear away the dead or the near dead from the front porch of the emergency clinic to make room for the dying. I am currently in charge of the meningitis “emergency room,” formerly a one-room post office. I examine everyone on a bare wooden table, where I also diagnose, treat (chloramphenicol and/or ampicillin) and arrange for a “bed.” (Usually a bed is a piece of swept earth. The few beds we have sport only bare wire springs, no mattresses.) When I first arrive in the morning, it is so busy that if someone dies inside the clinic we put him or her on the floor and just step over the body until the relatives come to take it away. The atmosphere is that of complete chaos, but we have saved lives here, in this small room and throughout the hospital. We will save more, if the government allows us to stay on.

There's a measles outbreak as well.

We see most of the desperately ill in the morning. They come in early, after curfew lifts, and they sit and wait for me. The first hour is always a disaster. I wade down the hallway doing triage. “This one's sick, get him in now.” “This one's dead, forget it.” “This one's almost dead, just leave him be.” To the families, it must seem as though we are passing judgment from on high: this one lives, this one doesn't. I don't think they have any idea what it is I see in each patient when I pass my sentence. I don't know if they know it has nothing to do with me at all, that I have no special power. Still, they accept what I say. No one argues, or rarely do they; no one pleads with me to change my mind, to take one more look. No one reaches out to hold me back, to convince me. Everyone in this line accepts the judgment I pass on to them, even if it is a death sentence.

In the afternoon I round on my intensive care verandah and three intensive care tents. These are where most of the critical cases are, not that we can do a whole lot of intensive care. Médecins sans Frontiéres has shipped down over four tons of supplies, but it is pitiful to see how little four tons of supplies is for those of us who practice Western-style medicine. We have liter bags of normal saline, IVs, IV tubing, and a few drugs: ampicillin, phenobarbital, Valium and paracetamol—a form of injectable Tylenol. The backbone of our therapy is something called oily chloramphenicol, an oil-based slurry of a venerable antibiotic; it is long lasting and dirt cheap. Listing what we have makes it seem like a lot, but simple things go missing. For example, we have no tape to tape the IV catheters down. Fortunately, someone at the start of the mission figured out that you could take the labels off the saline bags and tear them into strips. With these strips you can tack the IVs in place. We also have no gloves—but this may be, partly, a cultural thing. The first day I worked, the first time I went to start an IV, I looked around automatically for the glove box—de rigueur in America. There was nothing like this, so I asked Pierre, our chief logistician and head of supplies, for gloves.

He gave me a funny look. “Gloves?” he asked. “You're just starting an IV. What do you need gloves for?” He shook his head and raised his eyes heavenward. “Americans,” he said, tapping his forehead and walking away.

I started after him. “ ‘No gloves’ is not an American thing, it's a French thing. You guys are crazy”

He didn't look back; he just raised his hand over his head and waved at me. “Okay, okay,” he shouted back to me.

He found me a box of gloves.

The other French thing is the smoking. I had dinner before I left with another American who had spent six months in Burundi with a French crew. I don't know what his medical experiences were like because all he could talk about was how much the French smoked. “Meetings, dinner, lunch, at work, after work, in the wards, in the shower for Christ's sake.”

The first thing the mission director asked me when I arrived was: “You don't have that American thing about smoking, do you?”

I raised my hands. “No, no,” I said, “not at all.”

This apparently was all the mission director wanted to know from me. Afterward I never saw or talked to him again.

Back in the car, we continue on past the roadblock, down a street lit by the shallow beam of our one working headlight. The shops and stores that line the main roadway are all shuttered. This is a street that is packed with hundreds and thousands of people during the day. It's dead quiet now.

Pierre, of the gloves argument, is sitting in the backseat trying to read some shipping labels by starlight. As the chief logistician, he has the unenviable job of trying to maintain some small degree of order in a whole sea of African chaos. He is returning tonight to bring in a fresh supply of oily chloramphenicol. I am going back to see a patient who, with luck, might still be alive. I admitted her just before I went home. A little girl. I had been starting an IV on an older woman, deathly ill from meningitis (she died about twenty minutes later), when I looked up and saw a young couple scurry across the open field in front of the ICU tents. I waved them over and they stopped breathlessly before me. The man handed me the bundle he held in his arms. It was a baby, maybe eight months old, and the baby was seizing. Great spasms, with arms extended, joints locked and legs twitching. She could have been seizing from anything, malaria, meningitis, cysticercosis, even a simple febrile seizure. What to do?

In the U.S. the workup would begin now: hundred of dollars of laboratory tests, x-rays, IVs. The poorest child in America would have a bed covered with a spotless sheet and a half dozen people crowded around it, trying to save someone's precious baby. But this baby, now, was examined on a mat on the ground with flies everywhere. The only diagnostic tool I had was my stethoscope. I couldn't look in the child's blood for signs of malaria. I couldn't tap the spinal fluid to make certain of a diagnosis of meningitis. (After the first week, when the epidemic was confirmed, we never tapped anyone. There wasn't time or equipment. If the patients were sick, you treated them for meningitis. If they didn't have meningitis, they would die.)

I squatted down by the child and pulled down on one arm while Simon, my nursing assistant, knelt down over the other. We had to use old IV tubing as tourniquets; there wasn't anything else. Simon and I squatted there, tap, tap, tapping the arm, up and down, looking for a vein to administer the IV. Babies this age are the hardest, even when they are not seizing. Their veins are thread-like and deep under the skin. This time I got one in before Simon. Usually he's a much better shot.

The father took my scribbled note and ran off to the pharmacy. We squatted there watching the baby seize, watching minutes tick by. Finally the father returned, triumphant, with the ampules. Simon broke them open and I drew up what we needed. I injected the baby slowly with phenobarbital, 5 mg, 10 mg and on. This should have stopped the seizure. Nothing. She kept twitching, seizing. I tried to get an idea from the family how long this had been going on. If it hadn't been long, the baby had a chance. A seizure lasting over an hour or more, though, meant there was not much use in even trying. I tried to ask, but either I couldn't make myself understood to Simon or Simon couldn't make himself understood to the parents, because I never did get any information.

We drew up more phenobarb and gave it slowly through the IV. Still, the baby seized. I had nothing more, no oxygen, no monitor. No other medication. If this didn't work, the baby was dead. After a few minutes I drew up another 20 mg and injected it slowly. Nothing else I could do. As I sat there brooding about this, the baby's spasms slowed a bit and became almost hiccup-like. Then, suddenly, the spasms were gone; the baby sighed deeply and was still.

We gave her ampicillin, oily chloramphenicol, and paracetamol for her fever. The nurses found a place for her between another young child with mild meningitis and a woman who had been desperately sick but now was doing much better, even walking a little today. “I'll be back later,” I told the nursing students. “Don't anyone touch that IV.”

So now I'm back. It's quiet at the hospital and dead black. The night-shift nurses are dozing at the two tables wedged between the tents and the verandah. A single candle lights up one table. I jostle Chuckie, Mark and Amos to wake them up. It's funny to think that I get on French nerves as much as they can get on mine. My first act in coming to the hospital was to award each nursing student an “American” name, a modification of whatever their name was in Hausa. My righthand man, Siminu, became Simon. Umar became Omar, Chafu became Chucky, et cetera. The French hate this. “That is so colonialist!” Pierre would tell me—but the nursing students love it. They laugh and clap each other on the back. “Now I shall go to America,” one tells me dreamily, and I know that feeling—everyone has it when they are young—and sometimes I think I've never lost it: that feeling that somewhere in the world—not here but somewhere—there is a place one can find oneself…where someone could be who he or she really is. In Nigeria it is America. Oh, America.

I poke at the students. “The baby that was seizing,” I whisper. “I've come back to check on her.”

They all yawn and stretch, looking around. They seem as puzzled and astonished to find themselves here as I feel sometimes. Someone scrambles for another candle for us to round with. Silently, or as silently as we can, we creep through the verandah and on to the tent. I am holding the candle high, not sure where we deposited that family. There are no beds at all in the tents. Each patient has a mat—brought in by the family—that serves as a sickbed. At the foot of each mat a family member sits—or, as now, dozes. The family member serves as the patient's caretaker—making dinner, feeding, washing. The hospital merely supplies and administers the drugs. If a patient requires any drug beyond that which our meager pharmacy supplies, the patient's family must get it from an outside pharmacy and bring it for us to administer.

I walk cautiously through the tent, past the sleeping figures. Bags of saline are randomly tied to the tent cross beams; we have no IV poles. Tubing snakes down here and there to a patient, who stirs restlessly or lies still as death as my little entourage and I pass by.

The baby is there, sleeping comfortably. The sign I made is still in place. For some reason the night nurses regarded it as one of their duties to remove all the IVs sometime during the course of the night. No matter how much I begged, pleaded, bargained, requested, the IVs were always gone in the morning. Finally, I scrounged up a single roll of tape, which I used to tape a sign over the IVs. The sign reads:

I, Dr. Grim, 

will kill you if

you touch this IV.

I also added a homemade skull and crossbones, a sign universal enough, apparently, so that even Nigerian nursing students understand what it means.

My seizing patient still has her IV in place. She is sleeping peacefully in her mother's arms. The mother is sitting there pretty much as I left her, bolt upright and wide awake. She looks transfixed by the saline bag and the loop of IV tubing that dangles from it, dripping precious Western medicine into her child's vein. I flick open the baby's eyes, and she shakes herself restlessly, sighs and sleeps on. Normal respiratory pattern, heart rate, pulse. I hold the candle up to her face. It is not the face of the dying child I left, but the face of a sleeping angel.

I turn to look up at the nursing students. “Well, we've saved another life here,” I tell them. Someone translates this into Hausa and there is a nervous murmur of confirmation. They are all so proud of their work.

I hold the candle up and look around. Shadows dance everywhere in its light. I can see the baby's IV tubing more clearly now and see that it is covered with flies. There are flies almost everywhere you look. During the day the constant fanning of the relatives keeps the tent somewhat clear of them, but now, at night, they range free. The woman on the next mat over, unconscious and with no relatives, has a dozen of them feasting at the edges of her closed eyes.

Across the tent I see the policeman's child. His father is chief of the local police bureau. He makes, according to Simon, $20 a month when the government remembers to pay him. This is much too little to be able to take his son to one of the private clinics. I get up and go over there to say hello to his mother. I gaze down at the child for a moment, remembering. He came in sick, very sick. We gave him chloramphenicol and he only got sicker. One evening during rounds I found him, blue-black, scarcely breathing, sweating, as close to death as I had ever seen anything that was still alive. Again I had no way to tell if this was meningitis or malaria or anything else. He had “failed” chloramphenicol, for whatever reason. I could only give him what medicine we had left, ampicillin and chloroquine. But first we had to get an IV in, which turned out to be impossible in this dehydrated, almost prune-like little boy. Simon tried and I tried, over and over. The child lay there dying, and his only hope was for us to get a butterfly needle threaded into one of his hair-sized veins. But we couldn't get anything. Finally one of the senior nurses came by, looked down his nose through his rimless spectacles, cluck-clucked, and knelt down beside me to examine the arm. He got it in, first try.

We gave the child IV ampicillin, and within a few hours his fever broke. Still, when morning came, the child looked deathly ill. His mother spooned teaspoons of water into his mouth, but he didn't move, didn't swallow. The water spilled out along the edges of his lips. Why didn't you just let him die? I thought to myself. Now he's just going to suffer longer.

Suffer. To suffer. Suffering.

That afternoon I stopped by again to see him, and he was making little sipping movements with his lips and actually swallowing the water. His mother sat there, cross-legged, her scarf covering her hair. Her son's head rested in her lap. She was always there, always awake, always watching her boy. A day or two ago he actually opened his eyes and could lift his hand weakly to touch his mother's arm. Earlier today I had come in and found him sitting upright, very precariously, with his stick limbs girdered to give him some balance.

His father, the policeman, had pulled me aside yesterday evening as I was rounding. He held his hands out, cupped, as if he were offering me water.

“Thank you,” he said to me. He was as formal as his freshly pressed uniform. “Thank you, thank you.” That was all, but what else could he say or do?

Tonight the mother is wide awake, with the child sleeping beside her. She sits in dignified silence watching her son. She nods to me as I kneel beside her. I pull my stethoscope out of my bush jacket and press the bell against the child's bare rib cage.

“Breathing good,” I tell her in Hausa. I know a total of four phrases in Hausa. The others are “Getting better, little by little,” “It was Allah's will” and “He's dead.”

Next to the child, though, is an empty space where there was a patient of mine when I left a few hours earlier. It was a young woman tended by her husband. We were treating her for both meningitis and malaria, but I'm not really sure she had either. The ampicillin and the chloramphenicol we poured into her seemed to do nothing. She wasn't very sick to begin with, but she got sicker as the days wore on. For the last two days it was clear she was dying. Her husband never left her. He nursed her with what he had, a little soup, a cool wet rag to her forehead. He would patiently wave away flies for hours at a time. He never asked us for anything; he never seemed to do more than to accept what fate doled out to him. When I tried to explain that I was going to try to treat his wife with IV chloroquine for malaria, he nodded and said nothing. What will be, will be.

I point to the empty space and look at Simon. He shrugs.

That woman was all that man had.

It's late. I check my watch again by candlelight but can't see more than a shadow. Outside, the night is as black as before. I look around for Pierre but he must still be at the measles ward, so I walk up to the pharmacy to try to find something to drink. There is no moon. The trees carry their giant canopy of leaves like great black clouds boiling overhead. The air is close; the wind has died down. There is a touch of dampness in the air. Perfect weather for an epidemic.

I fish out my key to unlock the pharmacy door. Everything here has to be locked up and guarded; the pilfering is unending. There are some Cokes hidden behind a stack of saline bags. I pull one out and root around, candle held high, for the bottle opener. How long has it been since I've used a bottle opener in America? I find it, go back out and sit on the front steps where it's cooler. The stars are all out, all brilliant. Out of habit I search for the Big Dipper, the Little Dipper, Cassiopeia, but nothing I see looks familiar.

Why am I in Nigeria? I wonder this for the hundredth time us I look up at the stars. There is the thin arc of a comet up above one of the trees. The answer is simple burnout. I am here NO I won't be there. So I won't be back at home and in the ER. A crisis of faith brought me here to Nigeria. I had been thinking more and more that I might not want to spend the rest of my medical career wide awake at three A.M. attending some screaming drunk shackled to the bed while someone in the next bed over vomits copiously into a metal basin. It was beginning to get to me in ways I really didn't understand. Or ways I understood too well. It didn't take a genius to figure it out. The fact is that I have just seen too many cases of child abuse, sexual abuse, assaults, bad mothers and worse fathers, disastrous car wrecks, people dying who shouldn't die, people alive only by some whim of God's. I was turning into someone I didn't recognize, someone I didn't particularly like.

I have, when I go back home, some career decisions before me—a potential for a whole new life. I have been offered a chance to do a completely different kind of medicine. It involves—don't laugh—hair transplants. A friend of mine, a family practice physician, has offered me a partnership in her practice. She specializes in what charitably may be described as boutique medicine. Hair transplants, electrolysis, skin peels, that sort of thing. She is making a fortune as she sits, day in, day out, planting sproutlets of hair onto bald domes. “Just think,” she told me, “no insurance hassles! No nights or weekends or holidays. You even have background music while you work.”

“New Age?” I asked her doubtfully.

“Anything you want,” she told me.

What do I want?

Perched on that step, a warm Coke in my hand, I contemplate an image of myself sitting in a quiet room performing one simple task at a time with pleasant music in the background, surrounded by polite professional nurses, and patients who don't vomit on my shoes. The image seems comforting in a way. I even think of a slogan for myself: “Stop doing good and start doing great!”

Simon appears out of the darkness, looking grim. “There is a child here,” he tells me. “Very, very sick. Could you please come?”

I sigh and get up. Candle aloft, I light my way back down the path following Simon.

In the last tent a father is sitting on a mat with his child in his arms—a boy—maybe seven or eight. I kneel down beside them and lift up the candle in order to see. The child's head lolls back—his eyes are open and glazed yellow from jaundice. I look up and my eyes meet the father's eyes. His expression is unreadable.

I pull the child from his father's lap onto the matted floor. Automatically I reach for the IVs I keep in my bush jacket pocket. An 18-gauge is all I can find. I need something smaller. The child lies motionless; his matchstick limbs collapse away from him, completely flaccid. His face is sunken, hollow. He is clearly septic and desperately dehydrated.

“Simon,” I whisper fiercely. “Quick, quick, get me some IVs and some ampicillin.” Simon stays rooted to his spot, though, staring down at the child. I look again and then grope for a pulse. I try the wrist but there is nothing there. I fumble, trying to feel for the carotid.

Nothing. The child is dead.

“I see,” I say to Simon, who must have known before I did. “Never mind.”

Simon kneels to tell the father. The father looks down at the child. He hasn't known before this either, I realize. There was still hope. Now the hope is gone.

“How long has he been here?” I ask Simon fiercely.

“Since just after you left for dinner.”

I thump the ground before the child. “Was the child alive when they got here?”

Simon leans over and speaks to the father softly in Hausa. They stop. Simon shrugs. “The father says, yes, he was alive.”

“When did this child die?” It suddenly seemed important to know. I glance at my watch. It is now eleven and I left at six P.M. The father must have been here almost five hours, and during that time his son died in his arms here while he waited for the doctor. Would he have held his son in his arms until morning if I hadn't been here to round? How many hours had he been protecting something no longer his child but a corpse?

“I'm sorry,” I say to the man. I don't dare touch him. Here women do not touch men.

He bows his head.

From out of the shadows comes a woman. She must have been sitting just outside the tent. The man looks up at her and says something. She, too, bows her head.

“It was Allah's will,” I say in Hausa. Who knows if they understand me.

The mother kneels beside her son and lifts him up. She holds him for a moment gazing down at him, a Madonna in chiaroscuro, face as grave, solemn and still as if she were painted by some old master. Then she bends over, and with her husband's help she slips the child onto her back and steadies him. She takes the long winding sheet of broadcloth that all Nigerian women use to wrap their children into place on their backs. She wraps him close to her for the last time. Again his head lolls back drunkenly. The husband touches the wife's hand and they look down at me. The Wind gutters the candle so I can't see well, but they seem to be blessing me, thanking me even, though they say nothing. Simon whispers something in Hausa and they look around dazed, like sleepwalkers. This is their grief. The man lifts his hand to me, a gesture of farewell, and they turn and vanish into the dark, noise-leanly, as if they were never there.

There's a beat. Simon squats down next to me. “That was a bad one,” he says.

I just sit there looking after them.

After a moment there is some rustling to the right of Simon. It is one of the other mothers, motioning to her sleeping daughter. The daughter has a rash on her face, and the mother holds her hands out toward the rash as if she is trying to sell us something valuable at a market. Staph infection, I think, then I look more closely. The rash is more like a wound and has a purplish hue, like nothing I have ever seen before. I wonder how many things I miss, mistreat, misunderstand, here in the tropics. A world of strange diseases. How many patients…

I realize I can't look again at another festering wound. I have reached my limit. “Tomorrow,” I tell Simon. “I'll look at it tomorrow.” I stumble out of the tent.

The trees, the stars, the night that had so charmed me a short time ago, now seem sinister and oppressive. I kick some IV tubing off the path. There are IV needles on the ground, used IV bags, waste everywhere. I am thinking of something I read somewhere. All grief is alike, someone had once written. Clearly, he didn't know grief; he hadn't seen it every day, day after day, the way I have. There is a taxonomy of grief; it is not one human feeling, one set of human actions. I try not to think of the grief I've seen expressed, but images come flooding back anyway. The young woman in America, one who had just lost her mother, wailing, beating on the walls, shrieking. The husband whose wife had just died in a freak auto accident. He just sat there in stunned disbelief. “But this really can't be…,” he kept murmuring. An old woman, crying after I told her that her husband of sixty-seven years was now dead. “I'm sorry,” she kept saying to me, as she cried. “Please forgive me, I know you all did your best.” She seemed more worried about me than about herself.

I have, in my memory, a whole catalogue of grief. Each entry differs as the human face differs.

And now this. African grief, Hausa grief, Islamic grief. All silence and darkness, no voice, no gesture, just a gathering up and heading out into the night. Did those parents love that boy any less than any other parents in the world? Did they suffer less? Did they see his death as I did—something absolutely unnecessary, useless, a chance encounter between two pieces of bad luck, one involving politics and the other the natural history of a disease?

I shake my head. Of course they don't see it that way. Thank God, thank God.

I find my warm Coke still out on the front steps. I sit back down and look around at the night, the darkness. All this death.

I think: You can't save everyone in the world. You must save yourself first.

I remember a snatch of a poem by—was it Auden?

But here and now,

Our oath is to the living world.

I turn the bottle opener over and over in my hand. W. H. Auden. What did he call death, “the cosmocrat”? Why is it that some poets understand death better than doctors do? I remember another set of lines:

…I have seen

the just and the unjust die in the day,

all, willing or not, and some were willing.

I look down and notice my hands are wet. Stupidly I look up at the sky, but there is only the canopy of leaves. Then I realize I am crying, real tears. The funny thing is, I think, as I wipe the tears out of my eyes, I don't feel sad. In fact I really don't feel anything. And that, it occurs to me, is the problem. I never feel anything anymore. The death of a child—I shrug it off. A bad car crash where people come in dying or dead—nothing; it feels like nothing to me. It's not as if I don't care. I'm sure I do care or I wouldn't be here. But I'm not sure anymore what caring really feels like. It doesn't exist for me as an emotion. In fact, I think, as I turn the bottle cap over and over again, nothing exists for me as an emotion anymore. I try to remember the last time I felt sad or upset, worried or lonely or confused or even happy. The only emotion that seems to have remained a friend is anger. I still know how it is to be angry. All the other emotions just get in the way of being a doctor, of working in the ER, of working in Nigeria.

I can no longer feel things, I think, because I couldn't survive if I did. I can't mourn everyone who needs mourning; I can't grieve at every death. I can't feel outraged at a rape or at a child abused. I can't afford these feelings. What could I do with them except to pile them higher and higher? But what have I become? An automaton? A person who shrugs off the death of a child and all the other tragedies?

And with these thoughts it feels as if I have redeemed another feeling, but not the one I could ever have expected. I am flooded, suddenly, not with sorrow for that child or those parents or the woman in the bed next to the policeman's son, I am flooded by a kind of wistfulness about myself. Here I sit, as detached as ever, another tragedy under my belt. My youth is gone, spent haunting hospital corridors at all hours of the night, and now my middle age is spent in some washed-out back corner of a country where I have come to make some decisions about my life and have ended up, once again, awestruck by the suffering God can inflict.

Just as suddenly as that feeling of wistfulness came, I feel laughter rising up. I'm feeling sorry for myself, I think, smiling as I wipe the tears out of my eyes. The first true feeling I have had in a long time and what would that be? Self-pity, of course. I look out on the night. Everything is as still as death, as still as that child. I put my face down into my hands and draw a deep breath. I would rather feel anything else in the world, self-pity—anything—than feel the death of that child.

As I sit there, images from the ER come flooding back. I see them all, the crazy patients, the nurses, the cops, the paramedics. I hear the banshee wail of the ambulance in the night. Another trauma, another disaster. What I miss most, I realize, is the feel of the instruments, the snap you make with the latex sleeve when you put on a pair of sterile gloves. I miss peeling open the suture package and wrapping the suture around the index and middle finger of my left hand. Putting my hands over the hands of the residents and trying to make them make the right moves for suturing, for starting central lines.

I remember the last evening that I worked, the last ER shift before I left. It was a quiet night. I was reading a magazine in the nurses' station when the deadpan voice of Mark, the security guard, came crackling over the intercom:

“Attention, triage,” he said wearily. “There's a full arrest in the parking lot.”

A full arrest in the parking lot, I think, shaking my head. And I realize, as I wipe more tears out of my eyes, I am smiling.

Could I miss the ER? Could that really be home for me?

I stop myself. I am in Africa. A child has just died. What does the ER have to do with this? But I don't stop thinking about it. I can't. Do I miss it? I don't know, I can't tell. What would it take to have feelings again?

I think of hair transplants and that beautiful office, those professional nurses, the sober patients worried about nothing more than their hair. Kenny G playing softly in the background. What a nice life that could be. As I think of this, though, I can feel the tethering, the sense of being anchored and drawn down, back down, again and again, to those dark places, the places where children die and monsters are born. Probably, I can never go completely back to the surface again, where the bright sunlight is, where most people live. I remain entwined by the memories of days and nights in the ER, and those memories would never let me go, not even if I were drowning.

An owl flies overhead and beyond, down to the tents. The first tent is lit from within; the nurses are making their rounds. The light is amber through the canvas of the tent, the color of old gold. I have emptied my mind out—there is nothing left for me to think. I stand up, dust my pants off and lock up the pharmacy again. My candle has gone out, so I make my way back slowly down the path shuffling in the dark. It must be midnight, I think. Late, late. A few hours from now, not long at all, the world will begin to fill with light and from every minaret and mosque rooftop the crackling sound of some old loudspeaker will echo and reecho the muezzin, the Muslim call to prayer.
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SUDDEN DEATH

What to Do When Someone Dies

IT'S FIVE A.M. WHEN YOU GET THE CALL. Ambulance 18. “We've got a full arrest from Lake Village Nursing Home.” Everyone groans and you groan too. “Eighty-two-year-old female, severe short o' breath. Doc, she arrested, stopped breathing, just as we got here. She had a pulse but now we've got nothing…”

You can hear the banshee wail of the siren in the background.

“We've intubated her, and have a line established, normal saline and all. We'll be there in two.”

You hit the transmit button. “I assume the patient is not DNR.” Do Not Resuscitate.

“That's an affirmative, the nursing home says she's a full code.”

A full code means the whole enchilada, chest compressions, intubation, the pharmaceutical resurrection cocktail.

You shake your head while Pam M., the nurse in charge tonight, raises a hand and says, “We know you have a choice when choosing your emergency department and we want to thank you for choosing Hope General Memorial Hospital.” She drops her hand and walks away in disgust. Pam is rarely cynical like this, but Julie, who is standing to Pam's right, is the embodiment of peevishness. She throws a clipboard down on the desk. “Why do they even bother to do this? It's so stupid. Like we are going to bring back an eighty-nine-year-old full arrest. Get real.”

“Eighty-two,” you say, but you know she's right; everyone in the ER knows she's right. You glance at your watch and think, this shouldn't take long.

One of your classmates decided he wasn't cut out to be a doctor when, one night during his first week of internship, as he performed CPR on a patient, he found himself hoping that the patient would just die because he was too tired to take care of her if she lived. You, too, have had this thought more than once—the irony is that you never took it to mean you shouldn't be a doctor. You have always felt that death can sometimes be a release for everyone involved, not excluding yourself. Tonight, for example, you are hoping for something easy: a quick death.

There's an old saw: “It is the duty of a doctor to prolong life. It is not a doctor's duty to prolong the act of dying.” You believe in it.

Everyone shuffles off to the code room. Pam, as charge nurse, commands the crash cart while you fiddle around trying to get suction to work. The sense of utter fatigue, that five A.M. slump that occurs at the end of every night shift, steals over you. You feel as if you are doing everything underwater—as if exhaustion has exaggerated the drag coefficient of air so that every movement, even breathing, has become a major effort. You abandon the suction equipment, fold your arms and sag against the cabinet, looking around, seeing nothing.

The ambulance doesn't take long to get here—you hear the backup signal, then the doors bang open. The paramedics, panting and sweating, sweep into the code room. One is doing chest compressions, the other is ventilating the patient. Firefighters maneuver the gurney.

“I told you guys to stay out of trouble,” you grumble at Jack, one of the EMTs.

“Trouble loves us,” he responds brightly. He's counting out chest compressions Lawrence Welk style, “and a-one and a-two and…”

Everyone moves to take over from the paramedics, transferring the monitoring leads, switching off on CPR. The respiratory tech takes over the Ambu bag. Julie climbs up to replace Jack for chest compressions. “This is so stupid,” she observes once more.

You look down at the patient and then close your eyes tight. Full code! you wonder to yourself. How could anyone think this patient should be full code? There is barely anything human left to her. She couldn't have weighed more than sixty pounds, each bird-like limb bent, arms to chest, knees to belly—the fetal position except she's been fossilized there. The paramedics had a hard time just doing CPR because they can't get her to lie flat on her back. As you lean over her you smell that distinct odor, the odor of old age and of nursing homes, that curdled milk and rotting blood smell with overtones of decayed feces. You know the rest too, without even looking. The peg tube in the stomach, maybe a colostomy, an indwelling Foley catheter draining silt, and, always, massive decubitus ulcers. (Decubitus: from the Latin decumbo, to lie down.) These are pressure sores, great potholes eroded through the skin—sometimes even down to bone. They occur when someone lies in one position in a urine-soaked bed for months or years. As this woman probably has.

From the Latin…actually, from the Greek. It was Eos, you think, Goddess of Dawn, that fell in love with a mortal. She went to Zeus to ask for eternal life for her lover but forgot to ask for eternal youth. Eos realized what she had done when her lover's hair turned gray. She left him and he went on alone to age and age and age into all eternity. Eventually he shriveled up and became so small he turned into a grasshopper.

You shrug at the thought. Your fate as well, perhaps.

Pam must be thinking of the same thing. “Just kill me when I get like this,” she tells you.

“What'd she get?” you ask Jack, meaning drugwise.

“She got three of epi and three of atropine.”

“Hold CPR,” you say, hand up. The patient is now connected to your monitor and you want to see the rhythm.

Flat line. Zippo.

“I feel like I'm not doing CPR,” Julie says, “I feel like I'm beating a dead horse.” She folds her arms, glaring at you, daring you to have her restart CPR.

You glance back down at the patient and the glance confirms your first impression: it's criminal to go on.

You raise a hand. “Anyone object to terminating this code relatively early?”

Julie glares around the room. No one else moves.

You check your watch. 5:38 A.M. In the hour of the wolf.

Code called 5:38.

The nurses are drifting out of the room when Father Minke, the priest on call in the ER this month, peeks in. “Am I too late?” he asks.

“Well, Father.” You are peeling off your gloves. “I guess it depends. She's been declared dead, if that makes any difference.”

“Okay,” he says, paging through his prayer book. You look at him again, quizzically. You didn't call him for this death.

“Father, what are you doing up this late?”

He hmmms, distracted.

“Father?”

He looks up at you. “I was watching TV,” he says, as if that explains everything. He goes to the foot of the bed, opens up his prayer book and begins, in an almost imperceptible whisper, his bedside prayer for the dying and the dead.

Everyone gets this, regardless of creed, if Father Menke is in the mood.

You stump away, back into the ER. Your job is the secular side of death.

Step 1: When someone dies: fill out the paperwork. In this case, the eponymous “death pack.” These are supposed to be in the drawer by the door. You poke around there until you finally unearth one. The envelope contains a set of forms and a conveniently provided toe tag. You must fill out the forms with information about the deceased (but you may give the toe tag to the tech so that he can put it on the body—that's why you went to medical school).

You open the pack and pull out the first form. Name, age, social security number. Cause of death? You think for a moment. What you usually write here is: cardiopulmonary arrest. After all, the heart has stopped beating and the body has stopped breathing. Someone, though, probably a pathologist, pointed out once that this was the definition of death, not a cause, so you sit there, pen tip tapping against the paper. What am I supposed to write? you think. Cause of death: Old age? Human nature? Cell apoptosis? God's will?

You write: cardiopulmonary arrest.

As you finish up the form, Bill, the ER tech of the day, comes in. He has an empty body bag in his hands.

“I wish someone would think to put this bag on the bed before they put the patient on it,” he grumbles. “Do you know how hard it'll be to put the patient in it now?”

You hand him the toe tag and walk out. You are on your way to Step 2: Call the coroner.

When you call you actually talk to the night shift deputy coroner, a Mr. Loredo. You've talked to Mr. Loredo so many times that you recognize his deadpan voice in an instant. Mr. Loredo sounds the way you expect a deputy coroner working night shift to sound. He's not real happy to be there and he's not real happy you called. He has a nasal, monotone voice salted with a bit of country music. He gives you the impression that he has seen everything, and, in fact, Mr. Loredo may be one of the few people in the world that, given the nature of his job, actually has seen everything. Once Mr. Loredo asked you for the cause of death and you told him you thought it was secondary to a butcher knife, the blade of which had transected the left ventricle of the heart of the deceased. He said, without a beat, “When was the patient pronounced dead?” and he just went chugging along with his list of questions without pause until he got to the last one: “Any sign of foul play?” And you said, “Well, Mr. Loredo, I'm no detective, but the guy does have a knife sticking out of his chest.”

Now, at last, he paused. “Okay,” he said after a moment's reluctant reflection, “I guess that means he's a coroner's case.”

Mr. Loredo's job is to ensure that nothing is a coroner's case. In fact you've heard that the best way to get away with murder in this state is to dump a body somewhere in these city limits and have someone find it when Mr. Loredo is on.

“Cause of death?” he asks you tonight.

You wonder for a moment what he would say if you told him, “Rabies.” Then you think, he probably wouldn't say anything at all. He would just ask the next question. So you tell him with a shrug, “Cardiopulmonary arrest,” as you scribble, scribble a note about the code for the closing chapter of this patient's chart. Your mind is already on:

Step 3: Notify the family. This is the hardest part of the job. Breaking the news. The bad news. As an ER doctor you get to give families the worst news they will ever receive and you get to do this almost every day. It's your job to say, “I'm sorry, but your mother, daughter, brother, husband, >insert name here<, has died.”

After saying this you always stop and there are a couple of heartbeats while the news sinks in on the other side. Disaster; shipwreck. This is the time when people hate you as a doctor. You have failed, flunked, dropped the ball. You should be sued—you will be sued. You are a quack; if they had gone to the hospital down the street this never would have happened. And a part of you believes all this because no matter how sure thing the death was, some part of you really believes that because you are a doctor, you really can perform miracles. And actually you've seen this happen. Only not today. Today you didn't save a life. That nightmare you had during your second year of medical school has come true. You couldn't save a life because you are a fake; you are an incompetent fool who never should have been a doctor. Hippocrates would have laughed you out of this profession.

But it's not Hippocrates that calls you to judgment; it's God. After all, you just went one-on-one with Him and God won. Forget the patient; this is between you and Him. But then, you've always had a very special adversarial relationship with God, just like every other practicing physician you know.

So they hate you and you hate yourself even though this has really very little to do with you. But each death still leaves its mark on you, every telling, every “I'm sorry but he has died…” always leaves its little bruise and sometimes more than a bruise. Last week, for example, you had a classic “sudden cardiac death” patient, a fifty-two-year-old male with no history of medical problems, no previous cardiac symptoms, who suddenly collapsed at church. You took the radio call—which didn't sound promising. On scene, per paramedics, the patient was apneic—not breathing—and the monitor showed an “agonal” rhythm, the heart's electronic death rattle. By the time the team arrived at the hospital the patient was in asystole—flat line. He was also wearing a tuxedo. In fact, he was the first patient you ever tried to resuscitate who was wearing a tuxedo. You had to hack away at the black tuxedo jacket with your trauma scissors, cursing all the while, in order to get your monitor leads on his chest. He stayed in asystole too, never a hint of anything else. After twenty minutes of drugs, cardioversion and CPR, it was clear that this was all useless, so you raised a hand. “Let's call it a day,” you said. Time pronounced: 4:14 P.M. Pam immediately turned to the paramedic. “The tuxedo,” she said. “What gives?”

As it turned out, the patient was the father of the bride at a wedding. He had seen his daughter get married and then collapsed during the reception. The paramedics told you all this so you knew up front that, in this case, talking to the family was going to be a very bad scene. But still you weren't prepared. They were sitting in the grieving room, a tiny cubbyhole of a room back behind the security office. There was the patient's wife—the mother of the bride—wearing a beige dress, pearls and an orchid corsage; the groom was in another tuxedo, then the maid of honor, and, of course, the bride. A flower girl sat in the corner weeping, unnoticed and uncomforted. The rest of them sat there, stony faced, looking at you as you walked in the door. They expected the worst and they were dead on, but still you just stood there, looking at the corsage, the tuxedo and the pearls, anything but anybody's face. You had no idea what to say and you don't really remember what you finally came up with. Afterward you came out of the room quaking, and sat down out in the nurses' station in front of Pam, palms sweaty, hands shaking a little. “I can't believe it,” you told her, “I had to tell someone in a bridal dress that her father had died.”

“Bummer,” Pam had said.

But that was last week. Tonight, thank God, there is no wedding. This woman's death was a release if ever there was one. Still, you would give anything not to have to talk to the family. You are so tired you feel like your skin has been peeled away exposing every neuron to the open air.

“Who's the next of kin?” you ask Pam.

She pushes the chart toward you. “Daughter,” she says. “In Phoenix.”

You sigh, half glad that at the very least you don't have to talk to the woman face-to-face.

Usually you try not to notify a family on the phone, but tonight there doesn't look to be a choice. You paw through the chart and miscellaneous pieces of paper that have accrued during the course of this death until you find a phone number for the daughter. You dial the hospital operator and it takes her a long time to answer; she was probably asleep in her chair.

The call rings through, rings and rings until finally a sleepy voice asks, “Hello?”

“Hello, Mrs.…” You shuffle frantically back through the stack of papers in front of you looking for the registration sheet. “Mrs.…You had it just a moment ago. Finally you give up. “Are you Helen Jablonski's daughter?”

“Yes,” she says, not sounding much more awake than before.

“This is the doctor calling from Hope General Memorial Hospital. I'm afraid I have some bad news for you.”

“Hmmmm?” the woman murmurs, oblivious.

Always it comes up, how to put it into words. Most medical experts tell you not to use euphemism—don't use “passed away,” or the even more delicate “gone.” Use dead—died—has died. You personally have always like “passed away,” especially with the death of someone very old. It seems to evoke a gentle slipping from one spiritual plane to another—something appropriate to the death of someone who has lived out their full term of life, as, you believe, this woman has.

You take a deep breath and say, “I'm afraid your mother has died.”

There's a long pause; the tossup moment. Anything can happen now.

“Oh,” she says, still sleepy. You're not sure she heard.

You take another breath. “I'm terribly sorry but your mother has passed away,” you say again, to be sure she understands. “I'm the doctor in the emergency room and I'm afraid there wasn't much that we could do. The paramedics gave her medicines to restart her heart and put the breathing tube down her to breathe for her. We continued this in the hospital but we were unable to bring her back.”

“Oh,” she says again. There is a pause and she says, “Well, thanks for calling.” And the line goes dead.

You stare at the receiver.

“What did she say?” Pam asks.

“She said thanks for calling and then she hung up.”

“She hung up?” Pam asked. “But you have to find out what funeral home they want.”

You look at Pam and shake your head. “You call,” you say pushing the phone toward her. “I'm at the end of my rope.”

You look up at the clock. You want to be busy doing something so that you wouldn't think about the resuscitation but you are too tired to move. Face it, you think helplessly, there isn't a time when you see an elderly patient like Mrs. Jablonski that you don't think of yourself there in her place.

Stop! you think. You close your eyes and discover that by rubbing them you generate dozens of colored lights that dance on the back of your eyelids. Then you open them again and discover the intern sitting in front of you, ready to present a patient. He looks to you so bright, so young, so ready for the future—even at five A.M.—that there is nothing else that you can do but close your eyes once more and let your face drop back down into your hands.

Congratulations: you have successfully declared someone dead. Now, as an encore, sometime during this shift or the next, you'll get to do it all over again.

The Farmer's Wife

I've had two or three patients who have reached up and gripped my hand and whispered, “Don't let me die, please don't let me die.” One patient I took care of, a guy with a terrible cardiomyopathy, thirty-two years old, exactly my age then, was wide awake and alert but had a systolic blood pressure less than forty—no matter what I whipped his heart with. He, for sure, said, “Don't let me die,” as I stood there, one hand on his carotid, staring up at the monitor, saying, “You're going to be fine, fine,” while I was thinking, This is it. This is the end of the line. This guy is going to die. So dopamine, ephedrine, atropine, epinephrine, the whole drug box. Nothing worked and, by God, he died, staring me straight in the face until the very end, with terrified, accusatory eyes. I was letting him die, those eyes said, even though I was trying with every thing I had not to let him die.

And there was another one, another patient, fifty-five, a smoker, chest pain, vital signs okay. Normal ECG. I was standing by his bed talking to him, once again half watching the monitor, just out of habit. The patient had a perfectly normal sinus rhythm rate of 82 when he reached out suddenly, grabbed my hand and said, “I'm going to die.” The monitor went straight line, asystole. I stood there a moment, stunned, while a nurse, who had seen it on the monitor in the nurses' station, came running over, shouting, “Hell's bells, we've got an arrest here!” I fumbled for the Ambu bag while the nurse started CPR. Thirty seconds later the patient reached out and popped me on the nose. I turned away with a yelp while the patient, freed of the face mask, shouted, “What happened? What happened?”
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Pamela Grim, M.D

“Breathtaking...bold and daring. A wonderful new talent
Abraham Verghese, author of My Own Coun





