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    Prologue


    ‘Do what you can, with what you’ve got, where you are.’


    – Squire Bill Widener of Widener’s Valley, Virginia, USA, quoted in Theodore Roosevelt’s autobiography, 1913.


    The Lowveld, Swaziland, March 1980


    I’m crouched over a dangerously pale, groaning patient. The stagnant air trapped in the back of the ambulance reeks of past calamities. The siren, obviously defective, wails in outbursts in time with the bouncing of the wheels over the potholed dirt road.


    I’m having trouble keeping the first three fingers of my left hand where they should be, which is securing a fluid line into the rectal passage of the patient. His buttocks are raised on pillows in an effort to keep the fluid running downhill to his head. Much of it is seeping out in a brown watery mess.


    Gingerly, I press the fingers of my right hand against his wrist. Can I feel a thready pulse beat? Yes! His life may yet be saved – if we both survive the trip to the Good Shepherd Hospital in Siteki, Swaziland.


    I ease myself into a position more compatible with a prolonged, uncomfortable ambulance ride, left hand still firmly at the patient’s anus, clutching the plastic line administering the lifesaving fluid. Swallowing a rising feeling of nausea, I reflect on my present unenviable position.


    I’m a 27-year-old recently qualified medical doctor. I completed a harrowing internship in an unpredictable and wildly busy hospital in Windhoek, South West Africa, and then ‘recuperated’ doing a year of well-ordered pathology in Denver, Colorado, USA, while my husband, Peter, completed a Master’s degree in the relatively new field of agricultural and environmental engineering.


    A blissful six months of adventurous and somewhat dangerous travel through Central America followed, during which Pete and I cemented our passion for each other and wild, rough outdoor living.


    Our next choice seemed entirely appropriate: we returned to our beloved Africa, to Swaziland, where we were both employed at a new sugar estate, Simunye, in the early days of its construction. Despite my youth and inexperience, I was the acting senior medical officer – the truth was that no one else wanted the job – and Pete was the agricultural engineer. Our first daughter, Mary, was born here, but I soon returned to work, along with Mary, who had many willing carers in the form of the wonderful nurses at the clinic.


    I was just becoming a little more confident in my bush-medicine role when I was called, this morning, to a tractor accident in the sugarcane fields. My heart was pounding and my palms sweaty as I scrambled over the red clods of earth and stubbled stalks of cane towards the oddly silent crowd of bedraggled cane cutters standing in a circle, craning their heads forward.


    There lay my patient, dead still. He’d been run over by the tractor and no doubt had serious internal haemorrhaging … but the minutest movement of his chest showed that there was hope.


    ‘Let’s get an IV line up!’ I shouted with authority – to nobody in particular, as I had no helpers. His life was ebbing away. I needed to replace blood-volume-boosting electrolyte-containing fluid to give him a fighting chance of survival.


    I scrabbled around in the emergency box, placed and replaced tourniquets, and pulled them tighter. Then I slapped, pummelled and thumped the arms of my patient, trying to get a vein to stand out. I stuck him mercilessly with an intravenous needle, many times without success. I was failing in the most basic and simplest of medical procedures, the securing of an intravenous access for life-saving fluid.


    I sank back on my heels. I wiped the sweat (or was it tears?) from my eyes with the back of a grubby hand. I’d never felt so helpless, so totally incompetent.


    Then a voice, very quiet and respectful, came from behind me. ‘Ma’am? Why don’t you stick it up his arse?’


    I turned to see a short, pale, scruffy young man – I later learned he was the manager of this section of the estate – dressed in a khaki shirt and shorts, wearing sandals made of old tyres. ‘I was a medic in the Bush War in Rhodesia,’ he continued. ‘We only had a two-week training course but we did learn a few tricks. We saved lives by rehydrating per rectum.’


    ‘Come and show me how, please!’


    With steady hands and slow movements, he removed the needle from the intravenous-administration set. He carefully rolled the patient onto his side, pushed a few bundles of sugarcane under his hip to keep him steady, and inserted the line into his anus. He opened the tap of the fluid bag and a steady stream of drops ran down the line and into the patient.


    I watched, spellbound. The fluid seemed to be staying inside the patient’s rectum, hopefully to be rapidly absorbed into his bloodstream.


    ‘Thank you. Thank you so much,’ I murmured.


    My saviour stood up, brushing his hands off on his shorts. ‘Only a pleasure. Glad to be of service. We need to help each other in this Africa.’


    He had no idea just how much he had helped me, how his act of kindness based on so little theoretical knowledge would influence my medical career – my life – from that point on. With his compassionate willingness to help in this scenario of unpredictable medical demand, he opened my path to adventure medicine.


    The ambulance slows as we head through the gates of the Good Shepherd Hospital. The back doors swing open and amid a chorus of chatter many hands reach for the stretcher. Finally, I can remove my left hand, and my patient is whisked into the casualty ward.


    I stumble out into the unruly garden and take refuge from the oppressive heat under the shade of a spreading acacia. My area of responsibility is over. I rate myself on my performance: ten out of ten for panic; nine out of ten for care, concern, compassion and being there; two out of ten for skill and expertise. Still, despite the stressful and unpredictable nature of the episode I’ve just lived through, I feel intensely alive. Teamwork and ‘making a plan’ won through.


    My vague thoughts of specialisation in a clean, un-emergency-based speciality like ophthalmology or dermatology now seem strangely inappropriate. Maybe, just maybe, I’m better suited to this, I ponder. Apparently, I thrive on problem-solving with minimal assets at my disposal.


    The roar of a diesel Land Rover engine shakes me from my reverie. It’s Pete and Mary coming to take me home. He declines to hear the sordid details – he has a squeamish disposition despite the fact that his wife, sister and mother are all medical doctors.


    But for me it’s been an epiphany. I can handle the unexpected. I’m always willing to take help when my own ability is lacking. I’m dogged: I don’t give up. Despite high levels of anxiety, I revel in the adventure of this kind of medicine.


    I sit back, shut my eyes and chuckle. Medicine should never be an adventure; medical practitioners are trained to always know what to do, or to work out a good solution. But it’s an imperfect world and just today I’ve been shown the inadequacy of my training in circumstances nobody could have predicted.
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    The Lowveld, South Africa, October 2015


    I feel an overwhelming sense of wellbeing. It’s a returning, after about thirty-five years, of the soul and the spirit to a niche where life felt complete, where all my senses were in overdrive, where I was a wife, a mother and a doctor, and I felt fairly bulletproof.


    We all dance to the beat of nostalgia. I was then in my 20s, when life had not yet had a chance to get too heavy and unpredictable; or I was just too naïve to know any better. Now in my 60s, a private vulnerability lurks.


    I’m driving slowly towards Skukuza, the largest rest camp in the Kruger National Park and also the site of the village that houses the administration, veterinary, service and research personnel, and therefore all the ancillary services like schools, shops, clubs, clinics, churches, recreational facilities and the obligatory golf course. I’m about to start a two-month general medical practice as ‘locum tenens’ – a temporary fill-in doctor – for the clinic in the park, relieving my beautiful young doctor friend Nicki, who has just had her first baby, a gorgeous girl child named Isabella.


    Unknown to me, Nicki is embroiled in her own medical crisis: her father, Mark, who was visiting his first granddaughter, has fallen hard off his mountain bike and is now lying with multiple serious traumatic injuries in the intensive-care unit (ICU) of a hospital in Nelspruit, the closest large town. Nicki and her mother are at his bedside. My expectations of having my friend to ease me into the hurly-burly bush medicine of the Kruger Park are an illusion soon to be shattered.


    In blissful ignorance of what lies ahead, I pull over to the side of the road. I’m watching a choreographed display of a family of warthogs as they forage and frolic, throwing up puffs of red dust in their wake. Some have their pencil tails erect, suspended as if by a magical force. How perfect and often ignored are the small and familiar creatures in our world.


    I’m resolving to practise a heightened sense of mindfulness in my privileged stay in this wilderness when the shrill tone of my cellphone shatters my musings.


    ‘This is Anna-Marie from the clinic. Welcome … but where are you?’


    ‘Hello, Anna-Marie. I’m doing well and will be with you, as promised, in two hours’ time.’


    A tense silence. Then: ‘Can you get here sooner? It is an emergency and our doctor has had to leave. A young girl is injured and bleeding … and there are other problems.’


    ‘I’ll do my best but there’s a speed limit—’


    ‘Yes, yes,’ Anna-Marie breaks in. ‘I will explain if the park cops catch you.’


    ‘And the elephants?’ I try – and fail – at some humour. The phonecall is over.


    I take a deep breath. Despite the fact that I’ve thrown myself repeatedly into the medically unknown, I’m filled with deep apprehension, and I wonder fleetingly what it is that drives me, a 60-something doctor, to continually place myself in the line of fire.


    I start my car and roll off into the dust.


    I have trouble locating the clinic in Skukuza but finally spot the low thatched-roof building outside of which, in a random, haphazard fashion, is a variety of vehicles; an ambulance is drawn up to the door. Groups of subdued people are milling around, some checking their watches, others muttering into cellphones.


    I park on the opposite side of the dirt road and walk briskly across. Elbowing my way through the crowds at the door, I walk into a somewhat dark and airless waiting room where a ceiling fan is performing very slow revolutions.


    A young girl is sprawled across the lap of an older woman, clutching her bandaged and bloodied forearm. She’s whimpering.


    ‘Doctor Joan! Please come through. I am Anna-Marie.’


    Anna-Marie is the practice manager, a neat, businesslike, 40-something woman who carries an air of authority despite her evident relief at seeing me. She gives me a two-minute tour of the clinic layout, asks that I write up my notes using a computer program I’ve never seen or used before, and points to the dispensary down a distant corridor. The stitching trolley and patient are then wheeled into a consulting room and, simultaneously, Anna-Marie turns on her heel and departs, shutting the door firmly behind her.


    All I can do is smile calmly, introduce myself, swallow my rising sense of panic, and squelch the mental image from another life, of that patient in the sugarcane fields. Here, at least, I have the privilege of being able to wash my hands, and this I do, methodically and slowly, as I consciously keep my voice low, using the time to reassure mom and daughter and lower the emotional temperature in the room.


    I hear how Magda, my 13-year-old patient, while playing rough and tumble with her brother, had fallen onto the fence of a barbed-wire enclosure. I peel the blood-soaked bandage off her right forearm to expose a long, jagged, gaping laceration which immediately begins oozing as the pressure of the dressing is released. My patient begins to whimper again, between staccato intakes of breath. Mother looks green and averts her eyes.


    ‘We can fix this easily,’ I lie.


    I marvel inwardly at how over the years of unpredictable medical practice I’ve learned to play-act as the need demands. Here I need to be confident, engage my patient to take an interest in the repair (‘So how many stitches do you think we’ll need here?’), be honest about the procedure being a little uncomfortable (‘Just a few pinpricks’) and marvel at how well she’s coping. Forty-five minutes and twenty-one stiches later, the drama is over.


    Mother and daughter beam at me and gush thanks, astounding me, as always.


    I sink into a chair as the door closes and wish a cup of coffee and a cheese sandwich would materialise. Instead, a young female park ranger, eyes wide with fright, scurries in, holding high a bandaged right hand: she’s smashed a finger in the door of her Land Rover.


    My examination reveals a nail in fragments, some finger pulp missing and an edge of bone exposed. Now I feel like whimpering.


    ‘We can fix this easily,’ I lie, again, and add, more honestly, ‘but it will take quite a long time and you’ll have to come back often to the clinic for dressings.’


    I rely on the magic of local anaesthetic as I perform a ring block to totally deaden all sensation in her finger and, while salvaging what I can of her finger, I keep the park ranger chatting about her very special job. The diversion tactic works and she departs, arm in a sling, with packets of pills, pain free and with a note booking her off work for ten days. (Her youth and my good luck result in near-perfect healing, with function fully restored within a month.)


    The remainder of the day passes in a blur as I endeavour to empty the waiting room. From tuberculosis to thorns in fingers, panic attacks to depression, piles to constipation, I need to draw on all my inner resources to administer care and compassion. In each case, I hope that the patient leaves the clinic with the problem on the road to being resolved.


    As the sun is setting I stagger across to my new home, almost tripping over a geriatric warthog who’s snuffling, nose in a hole, bum in the air.


    That night I lie in the flimsiest of underwear, spreadeagled across my bed, watching the ceiling fan stir the oven-warm air. I think back over my hectic day of medical practice. Although totally spent, I feel a sense of rejuvenation, a return to youthful energy and thought. Could it be that in our chosen professions, as in life, we go through a given set of stages and then return to the beginning again?


    My choice of medicine as a career has coloured my life in unimaginable ways and rendered huge rewards. Perhaps I no longer need my profession to define who I am – but I have to acknowledge that my unconventional path of what I now term ‘adventure medicine’ needs some scrutiny.


    How, when my desire was to contribute to the greater body of medicine, specialise, and become really good at a well-defined field, did I end up as a jack of all trades and master of none?

  


  
    CHAPTER 1
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    Kruger National Park: 2015


    ‘Youth is not a time of life; it is a state of mind; it is not a matter of rosy cheeks, red lips and supple knees; it is a matter of the will, a quality of the imagination, a vigor of the emotions; it is the freshness of the deep springs of life.’


    – from the poem ‘Youth’ by Samuel Ullman, 1918


    THERE’S ACCESSIBLE MAGIC ON OUR PLANET. It took me, wrapped me in a glass cocoon, and allowed me, ‘high in the sunlit silence, hovering there’ (in the words of Second World War fighter pilot and poet John Gillespie Magee Jr), to view land and water with the eye of a dancing winged creature.


    This magic is helicopter flight.


    I was always, from childhood, fascinated with small planes, and embarked on obtaining my private pilot’s licence, starting flight training at the tender age of 17 in Rhodesia, where I lived then. My parents had little to say about this except that the funding was my responsibility. They knew that I had small means, and still being at school didn’t allow too much in the way of employment.


    Perhaps they knew me better than I knew myself: I found the small cockpit of the Piper Cherokee to be intensely claustrophobic, and the dreaded airsickness intervened. I flew solo once – and never again.


    But now, to hover, twirl and swoop, with only glass between me and the ether, and to be almost unlimited as to where gentle landings could occur, was sheer magic.


    I’d been summoned, as usual at short notice and before sunrise, in that time when the sky seemed an impossible blue and in the east there was the hint of gold and pink. The reason for a doctor being called to board the helicopter in the Kruger National Park was never a joyful one: it usually meant that there’d been contact between park rangers or the rhino anti-poaching-unit personnel, and poachers. Shots had been exchanged, and someone lay injured, dead or dying.


    Much money and effort went into slowing the killing rates of these defenceless animals, whose misfortune is having a horn made of inert keratin rising like a noble beacon from their skulls.


    The barbaric slaughter of rhinos contaminated the lives of all who worked in the Kruger Park. Rangers who were trained to cope with dangerous animals now had to face dangerous armed criminals. The risk factor of their jobs had risen exponentially. They could also be drawn into the dark underworld of bribery and corruption when massive money became too hard to resist.


    Helicopter pilots were asked to fly in suboptimal conditions because a colleague lay dying. Doctors had to deal with gunshot wounds in the veld and, if the wounded person was a poacher, work under the scornful, disapproving glares of the rangers whose lives had almost been ended by that very patient. There was no fairness.


    I knew all this, but for a few minutes I suspended knowledge, for the thrill of watching a herd of wildebeest kicking up clouds of red dust as they stampeded to cover. Vultures, alarmed by the noise of the strange flying machine, spiralled upwards off the bones of a kill. Two hyenas skulked into the shadows.


    We followed a small watercourse. It disappeared into a wooded grove from which granite koppies arose. In an open sandy clearing lay a dead rhino, a gaping bloody hole where her horn had been.


    I felt a physical pain in my chest. There was a baby rhino trotting aimlessly around, towards its inert mother and then away again, spinning in a circle, then standing, head drooping to the ground.


    The pilot radioed these findings to the veterinary team. They would follow in another helicopter. For this small creature, there was some hope.


    I saw a ranger near a khaki-coloured bakkie below us. He pointed to a suitable landing spot, and the pilot settled the chopper with barely a jolt. I offloaded my well-equipped emergency bags and a portable stretcher, while a member of the anti-poaching unit, who’d flown in with us, conversed in isiZulu with the chief ranger. I gathered that we needed to climb to the top of the koppie, where there were two casualties.


    The ranger indicated to his subordinates to carry my gear. We walked in silence, negotiating boulders and flesh-tearing thorn trees. I was led to a body wedged between two boulders. The person was unconscious and breathing irregularly. There was a mound of bleeding ragged tissue over his left thorax – the entry site of a bullet. A torn T-shirt covered his torso and around his waist I noticed colourful plaited woollen cords – his lucky amulets. His blue jeans were filthy.
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    Travelling to work by helicopter.


    I dropped to my knees and felt for a pulse in his neck. I imagined I detected a slight pulsation. I called for my bag and unzipped it in haste. I checked his eyelids to assess colour and make some estimate as to blood loss.


    There was a sudden heave of his chest – and then nothing. He died as I sat with my fingers on his pulse.


    Behind me there was agitated conversation. I saw the rangers moving farther up the hill. I followed.


    The second poacher was propped up against a rock. His wrists were bound together in front of him with thick black cable ties. He was ordered to stand up, which he did with difficulty. His right arm showed an entry-and-exit bullet wound. The bone may have been fractured and he was bleeding actively. I needed to get an intravenous line up and replace fluids.


    The chief ranger said they would assist him down to the bakkie and then I could work with greater ease down there. The atmosphere was angry and hostile. My only relief was that no ranger had been shot – and then I reprimanded myself for not staying impartial.


    The poacher was lifted and carried, none too gently, down the hill. I sat him in the back of the bakkie with his back against the cab. He showed intense gratitude when I let him drink from my water bottle; the rangers showed their open disapproval.


    I got a drip up and gave him a morphine injection. He kept his gaze low.


    The body of the other poacher was carried down on a stretcher and dropped in sight of my patient. Nothing covered him. His eyelids weren’t fully closed.


    The chief ranger addressed my patient in isiZulu but I didn’t need to understand the language to understand the message. He leant over and took the chin of my patient in his hand. He twisted his head and forced his gaze to fall on his dead friend. An animated monologue followed, during which the chief ranger edged his boot under the dead body to give it a small lifting movement. He pointed at my patient, then jabbed his finger at the body while his tirade continued at great speed and volume. Once finished, he kicked at the earth in anger, turned his back and strode off.


    I was informed that the wounded poacher would be taken to the closest hospital, so I scribbled my findings and medications given on Skukuza notepaper and sealed it in an envelope. The corpse was placed in a khaki body bag and hoisted onto the bakkie, and my stretcher was folded and returned to its case. Two rangers climbed into the cab, revved the engine into life and headed south across the veld. There was no road.


    The helicopter already had its rotor spinning and we did the leopard crawl back into the cockpit. In moments we were airborne.


    We flew in silence. Then the pilot, as if talking to himself, muttered, ‘What a shit job it is now, being a ranger. Always in the firing line. Dead people, dead animals. No justice. Do you know what the chief ranger told me?’


    I shook my head.


    ‘That dead poacher – he knew him. He comes from Mozambique but lives somewhere locally. The ranger has personally caught him poaching before. He was arrested and taken to prison. Then he was released on bail, awaiting trial. Well, it’s too late for that now.’
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    I was phoned late one afternoon by the head of the anti-poaching unit, who had a reputation for being direct and efficient. It was his responsibility to despatch the chopper for any valid reason, not only those linked to poaching.


    ‘Doctor Joan. This is Bernard. You know who I am?’


    ‘Indeed. You’re well known around here.’


    ‘I’ll get straight to it, then. I’ve been phoned by the resident manager of Satara Rest Camp. There’s a party of schoolkids at their camp swimming pool and they’ve just hauled one out – suspected drowning. He wants you to fly up ASAP.’


    ‘Can I speak to the manager, please?’


    ‘I’ll get him to phone you immediately.’


    I stood in the evening light, sweating, and answered my cell at first ring. ‘Doctor Joan here.’


    ‘Yes, Doc. Charles Dlamini here.’ He spoke softly and hesitantly. ‘We need you and your medicine to save a child, right now.’


    ‘Charles, I need some information. Is the child breathing? Does he have a heart beat? Was he pulled out from the bottom of the pool? Has anyone tried mouth-to-mouth?’


    ‘Ah, Doctor, I am not sure. Yes, he was lying at the bottom. Nobody noticed him sink. Too many children. I was called there. He is very still. They have tried to help him. Please come.’


    ‘Charles, listen carefully,’ I said. ‘You’ve had first-aid training. Go and use it. Bernard and I will try to get some medical help there but …’ I hesitate in stating the painful truth ‘… the child may not be alive. It will take me about forty minutes, even in the helicopter, to get to you. That is too long. Keep your cell with you. I will phone back very soon.’


    A frenzy of phonecalls resulted in Bernard locating a psychiatrist who was a guest at Satara. He consented to examine the child – while it was way out of his comfort zone, he had the training to be able to pronounce on life or death.


    I phoned Charles. ‘A doctor in your camp is coming to help now. He’ll check the child and decide if I should come to fetch him and take him to hospital.’


    ‘The child … he does not breathe,’ Charles admitted. ‘But, Doctor, come with the helicopter and save him.’ There was real agony in his voice.


    Minutes later the psychiatrist phoned. On examination he’d found that the child’s pupils were already widely dilated – he’d been dead for some time.


    I spoke to Charles again. ‘I’m so sorry, Charles. You did your best.’


    There was a long pause, then Charles said, ‘Doctor, you should have come with the helicopter.’


    Charles was crediting me and the helicopter with magic we sadly did not possess.


    The tragic drowning of that young schoolboy was the first death during my time in Kruger Park. I had dealings with four more. I had to confirm death by gunshot wounds of two poachers. The other two deaths, to this day, leave me with lingering questions.


    Emergencies seldom happen at convenient times. An elderly Indian man came into my surgery late one afternoon. He was accompanied by his obviously wealthy and authoritative son, who did all the talking. He told me that his father had a long history of hypertension and angina but that this had worsened to the point that he had become nauseous and had pain radiating down his left arm.


    I wasted no time in doing an ECG – an electrocardiogram, which is a recording of the electrical pulses of the heart. It confirmed that the old man had suffered a myocardial infarct – a heart attack. Blood flow through his narrowed coronary arteries had been severely restricted and the heart muscle, without a supply of oxygen, was dying.


    I explained that he needed immediate admission to an ICU and to be under the care of a physician. This I could arrange for them in Nelspruit, and I could organise for an ambulance to take them there.


    ‘Oh, that won’t be necessary, Doctor,’ the son told me. ‘I can drive him there myself.’ Then he added, ‘But we live in Johannesburg and my dad is under the care of a cardiologist there. I’ll phone him and get his opinion.’


    I stressed that time was of the essence and offered to phone the cardiologist myself. The son declined but I phoned Dr Shepton, the physician, in Nelspruit immediately and arranged for admission of the father and further assessment.


    As I was busy writing a letter of referral for Dr Shepton, the son left the room. His dad lay quietly on the examining couch. I gave him an aspirin, which, as simple as it sounds, is the immediate treatment for a heart attack, as it may prevent more blood clot from depositing in the coronary arteries. Reassurance I poured out in copious amounts.


    His son returned. I handed him the referral letter, complete with directions to the hospital in bold print on the envelope.


    ‘Thank you, Doctor. We came from Lower Sabie Camp. I’ll go back there and pick up some things first—’


    ‘No!’ I interrupted. Although it was only a 45-kilometre trip, it would take him about an hour and a half to get back to Lower Sabie, sticking to the park’s speed limits; then it would be a further two-and-a-half-hour trip on to Nelspruit. ‘Get out of the park as fast as you can. I can get you an escort if you want one. Head to Nelspruit without delay.’


    ‘Okay, Doctor,’ the son said. ‘An escort is not necessary. We will go now.’


    They departed, the elderly patient not without first taking my hand in both of his and giving it a tiny squeeze.


    That night I lay thinking of my patient. There was something about the attitude of the son that made me feel uneasy. Perhaps he was just a chauvinist and not used to taking instruction from a woman.


    Early the next morning I phoned Dr Shepton. ‘How’s my patient that I sent in last night?’ I asked.


    I heard a slow sigh and feared the worst. ‘Same old story,’ the physician said: ‘Everyone knows better. They arrived quite late, and before I could do a full examination, the son became edgy and said he would prefer to go to their cardiologist in Johannesburg. I warned him of the dire consequences of this action. He didn’t hear me.’


    ‘And?’ I prompted but I already knew the answer.


    ‘Dad apparently had another episode of massive chest pain and died in the back of the car somewhere near Pretoria.’


    Dr Shepton and I shared another patient who posed uncomfortable, unanswered questions that I wrestle with to this day.


    This painful tragedy began with a phonecall late on a Friday afternoon from a visitor to the park. ‘Good evening, Doctor. I need some advice. My name is Hans but I am phoning about my wife, Greta,’ he said in a heavy German accent. ‘She is a healthy, fit lady of 56, but yesterday she told me that her left lower leg was painful, and we saw that it was swollen. It is not red. She still walks easily. Maybe she just pulled a muscle …?’


    I wanted to talk to Greta personally, but Hans said that her English wasn’t good enough. He was phoning from the office of the camp manager, from whom he’d sought assistance. They were staying at Lower Sabie Camp. I, the only doctor on call, was at the Skukuza surgery, an hour and a half away by car.


    I went straight into interrogative mode. Had they recently flown out from Germany? What medication was she on? What previous medical problems had she had? I felt myself stiffen as I got the answers. They’d had a long-haul flight three days ago; no, she hadn’t taken any aspirin as a precaution; yes, she was on hormone-replacement therapy. This last response made me even more uncomfortable – oestrogen hormones used in menopause increase the incidence of blood clotting.


    My brain went into overdrive to deal with the unique set of problems I was facing. ‘Hans, there’s a chance that your wife has developed a thrombus, a blood clot in her leg. It would be best if I was able to examine her but to drive up here is wasting valuable time, and anyway I don’t have the equipment to make a conclusive diagnosis. It would be better if you took her to the Nelspruit hospital where they can do the necessary investigations.’


    There was a long pause. Sensing his discomfort at the idea of driving in the fading light through Big Five territory to a large, bustling hospital in a foreign land, I added, ‘Let me phone the physician there and get his opinion.’ I already knew what that would be but I was buying time and regimenting my thoughts. ‘I’ll get back to you.’


    I called Hans back a few moments later to confirm what I already knew: Dr Shepton had said he must bring her through, and that he’d arrange for her admission. ‘I’ll arrange for you to get an escort through the park,’ I added.


    ‘But Doctor, can’t we go through first thing tomorrow morning?’ Hans said. ‘Greta is not really sick. We will leave at first light. Surely that will be okay? What is the worst thing that can happen if we just wait a few hours? Can’t I just give her some aspirin in the meantime?’


    I took a deep breath. I was treading a narrow line between doling out complacency and causing wild anxiety. I needed to be gentle and understanding but blatantly honest. I believe now that my choice of words and tone fell short of the need.


    ‘Hans, I do understand how you feel,’ I said. ‘I may not be correct in my proposed diagnosis, but if your wife does have a deep-vein thrombosis, there can be serious consequences. A deep-vein thrombosis occurs when a blood clot forms, usually in the lower leg, as in your wife. This alone is not dangerous. However, the clot can become dislodged and travel up the vein to the large veins in the lungs, where it can cause a blockage, so preventing blood from entering the lungs and getting re-oxygenated. It’s a risk to wait.’


    ‘How big a risk?’


    ‘The worst scenario is that if the clot moves up to her lungs she will experience excruciating chest pain and have difficulty breathing. It is called a pulmonary embolus.’ I paused then added, ‘She can die from it.’


    Silence, then, ‘Thank you, Doctor. We will discuss this.’


    Hans handed the phone to the camp manager, who gave me all Greta’s details for the letter for Dr Shepton, which I faxed to the camp office. I also got permission for an escort.


    The night passed quietly but my phone rang early the next morning, a Saturday. ‘Joan, Shepton here. This morning I was doing my rounds and noticed the curtains drawn around a trolley in the emergency resuscitation room. It was your patient.’


    Dr Shepton went on to tell me that Greta and Hans had arrived at the hospital in Nelspruit in the early hours of the morning after an episode at the camp of acute chest pain and shortness of breath – the classic symptoms of a pulmonary embolus. ‘The camp manager sent her in with the portable oxygen. She made it here still breathing but not for long,’ the physician said.


    ‘But … they left before sunset.’ My brain was beyond grasping all this.


    ‘No, Joan,’ the doctor said. ‘It was their decision to wait until the morning. Bad decision. Sorry.’
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    ‘Okay, so you have a patient who’s had a spitting cobra blast into his eyes.’


    The patient, the head chef of a nearby exclusive private game camp, was howling in agony as he was helped onto the couch by two chattering, terrified assistants. His eyes were squeezed tightly shut.


    The phone clamped to my ear, I could barely hear the voice of Neil, the ophthalmologist in Nelspruit, above the noise in my consulting room at Skukuza.


    I tossed the bottle of anaesthetic eye drops to the nursing assistant, who rapidly instilled copious drops into both eyes of the patient. Within minutes the cacophony had ceased and relative calm descended.


    ‘Hang his head over the edge of the couch,’ Neil instructed when I could hear him more clearly. ‘Put a basin underneath it on the floor. Set up a bag of saline with an administration set. Open the tap fully and irrigate his eyes continuously. Repeat with a second bag. Then put some antibiotic ointment in and pad up both eyes. See him tomorrow. He’ll be fine.’


    It sounded almost too easy but I followed Neil’s instructions to the letter, and the next morning I was amazed to find the patient with the pads off his eyes and a huge grin on his face.
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    Skukuza surgery, Kruger National Park.


    ‘Yo, Docta! I thought I was blind! But everything now, I can see it!’


    He still had slight swelling of his eyelids, and his conjunctivas were inflamed, but his vision was perfect.


    ‘Here, I bake bread for you. You are a good sangoma,’ he said and thrust a still-warm loaf of delicious-smelling bread wrapped in a dish-cloth into my hands. He danced out cheering, skipping and waving.


    I gave thanks for the small joys of my profession.


    It wasn’t the first and it was most certainly not the last time I sought advice from Neil.


    ‘Now for something completely different,’ I said to him on the phone a few days later. ‘I have a young Asian lad from Singapore. He was fixing his glasses with superglue, and somehow he got a fair bit in his one eye. His lids are stuck together.’


    ‘Wow, that’s a first,’ Neil said. ‘Okay, no panic. Try irrigation again but warm up the saline a bit. Use some careful massage of the lid and see if you can loosen an edge. Try peeling it off. No worries if he loses a few lashes. Don’t worry, the glue wouldn’t have stuck to his conjunctiva – it’s wet. And you won’t damage his cornea.’


    While I arranged the equipment for the irrigation, Neil caught me up on a couple of the patients I’d sent him recently. ‘The one who got the kebab stick in his eye – lucky for him there was no penetrating wound, just a small area of ulceration, which I’m treating. And you did a good job with the patient who had a foreign body stuck under his contact lens. It must have been there for days; he has a corneal ulcer at the site of the bit you removed but it’ll heal totally with treatment.’


    He took a deep breath. ‘Where do you find all these customers?’


    ‘Thanks, Neil.’ I laughed out loud. ‘I’ll keep sending them.’


    I didn’t tell him about an elderly American patient I’d seen recently whose story was bizarre and disturbing; her problems needed more than an ophthalmologist. She’d come into my consulting room, requesting that I remove her contact lenses and replace them with a new set. My knowledge and experience with contact lenses were close to zero but I did know that patients usually learned to cope well with the removal and insertion themselves.


    The woman seemed healthy and calm, and her vision was good. She could see that I was puzzled. ‘My optician back in the States usually does it for me. I was worried that I wouldn’t be able to come on this trip but he assured me that any doctor would do it for me.’


    I lay her down, scrubbed my hands, fitted my head torch and performed the very simple procedure.


    ‘I can teach you how to do this yourself,’ I said. I’d have liked to save her the monthly visit to a doctor.


    ‘I can’t do it, Doctor,’ she said in a quiet voice. Then, as if reciting a script she’d learned by heart, she continued, ‘I’m horribly claustrophobic. I can’t bear to touch my eyes or even have anything close to them. I get fearful. I panic.’


    I waited for her to continue. Her story was suddenly very important to hear.


    ‘When I was a small child I was in the bath and my mother pushed my head down into the water. She wasn’t okay. I was always scared of her and her shouting. She yelled and yelled and tried to drown me. I struggled and slipped out of her grasp. My nanny saved me. After that I never saw my mother again and my father never spoke of her.’


    She gave me a sad smile. ‘I’ve never learned to swim properly. I can’t get my face into the water. I was 60 years old before I could even splash water on my face to wash it. I really am much better now.’


    When I could trust my voice, I thanked her for sharing this with me.


    I sat for a few moments after she left and reflected on something she probably would never know. She had altered my behaviour forever. I would be more tolerant and understanding of the irrational, strange phobias and fears I encountered in my work. I would respect the dignity of even those I failed to comprehend. I would encourage the telling of more stories.
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    When I arrived to do my three-month locum in the Kruger National Park, I’d recently been awarded my diploma in tropical medicine and hygiene. I’d loved working for it and gaining vast quantities of new knowledge concerning infectious diseases, malaria, tickbite fever and bites from all sorts of other creatures. I was keen to put it all into practice.


    I wasn’t disappointed. But what made the job uniquely unusual for me was the vast cross-section of humanity with whom I worked. There were the employees of South African National Parks, who ranged from the top administrative leaders and research scientists to the lowly cleaners and manual labourers. I took care of all their families, so newborns, toddlers, teenagers and geriatrics all lined up for appointments.


    Guests in the park came from throughout South Africa and all over the world. Language posed its own barriers. It was impossible to locate translators for languages I’d sometimes not even heard of. Sign language and the internet helped.


    These people didn’t choose me as a doctor: their needs forced them into my consulting room, often reluctantly or in a fraught emergency situation. The range of their socioeconomic standings went from top multimillionaire CEOs of global companies like Microsoft, and famous actors and authors, to the old retired couple who scraped together enough for an annual camping holiday in the bush.


    Day visitors posed their own challenges, some of them eating and drinking to excess in the well-appointed restaurants, then exceeding the speed limit racing to make gate-closure time, and crashing recklessly en route, writing off cars and maiming themselves.


    So my consulting room, adorned with photographs of lions, elephants, rhinos, warthogs, green mambas, scorpions and birds, and a massive close-up of the malaria-bearing mosquito sucking blood, became my centre of adventure medicine. Hardly a day passed when I wasn’t confronted with an entirely new scenario or some totally unlikely event, like having to race out one morning to the Kruger Gate, where a cash-in-transit heist had occurred, leaving a driver with a minor gunshot wound, but with a big satisfied grin on his face because he’d outwitted and out-aced the robbers.


    Even familiar injuries had unusual causes. A ranger hobbled in one day with a badly sprained ankle. His attention had wandered from the rhino that had just been darted and the animal had toppled over onto his leg. He was lucky to escape with such a minor injury.


    Not so another ranger, who was closing the tailgate of a rhino truck when the rhino inside barged against it. He didn’t get his fingers out in time and two were sliced off at the end joints.


    I didn’t relish dealing with traumatic injuries but one unique form I got proficient at was monkey bites. Monkeys in the Kruger Park have become a persisting menace, and while I was there, an attempt was being made to gain knowledge as to the incidence, severity and provoking factors involved in these bites. What was common to all was the presence of food, but the guests were usually not to blame. Often they were just carrying plates of food out to picnic tables, when the monkeys would descend and grab the food, and bite if any attempts were made to prevent this.


    A monkey’s teeth are sharp but small, and its jaws are also small, so the wounds inflicted were relatively superficial. The mental trauma was worse and tested my diplomatic skills. The visitors’ pleasant game-viewing day and picnic had been ruined; they’d had to drive to see the doctor, a consultation for which they were obliged to pay; they were concerned about tetanus, for which I gave them an injection, and then rabies always loomed.


    When it came to rabies, I had expert input. Dr Lucille Blumberg, the rabies specialist at Wits University and our lecturer in the subject for the diploma, assured me that monkeys had never been responsible for the transmission of rabies to humans in South Africa. I did my utmost to pass on this piece of information in the most convincing way.


    My first brush with rabies had been during my housemanship at Katatura State Hospital in Windhoek in 1976. I was on an intensive-care rotation with one other intern. Traditionally, the ICU rotation was seen as a bit of a time out – the hopelessly inexperienced interns were regarded as pretty useless among all the high-tech instrumentation and super-well-trained staff, and we took turns to cover the duties and so get some extra desperately needed sleep.


    But on this morning we stumbled in, having changed into our green surgical scrub uniforms, and were instantly aware of a hushed, sombre mood in the ward.


    The head sister tiptoed towards us and addressed us in a low, sad voice. ‘Doctors, we have a patient here, and I hope that in the long medical career that lies ahead of you, you never see another one with this diagnosis. Our patient has rabies.’


    Rabies! We knew enough to know that it carried a 100% mortality rate if diagnosed only when symptoms appeared. It’s one of the oldest and most terrifying of the world’s infectious diseases: it’s been present for 4 000 years on all continents except Antarctica. With appropriate intervention it can (especially nowadays) be totally preventable, but this was 1976, when the disease, the very name of which means ‘madness’ in Latin, was claiming more than 50 000 lives annually, the bulk in Africa and Asia.


    ‘Our patient is an 8-year-old boy who was brought in from a remote rural area. His father says that he was bitten by a stray dog that rushed into their village and attacked without warning. The bite was not too bad so the parents did their own first aid. They took him to the nearest clinic only when he started to get agitated and show abnormal movements some ten days later.’


    She pushed open the door of the private ward. ‘Follow me quietly,’ she said.


    We could hear the erratic breathing of the young boy in the dimly lit ward. He lay curled up against the protective railings of the bed. He was naked except for underpants. He seemed to be asleep.


    Resting her hand on the bedrail, the sister looked down at him. ‘He is sedated now. He was hallucinating and having violent spasms.’


    Then, suddenly, a leg shot out. He grimaced. Saliva dribbled from his mouth. And in a single movement, he lurched forward and sank his teeth into the hand of the sister. Blood immediately oozed from the broken skin. She gasped in pain and terror but then, in a display of unbelievable calm, she backed away from the bed, asked us to leave, and pushed the alarm button.


    For days afterwards the hospital was abuzz with the news of the horrific incident we’d witnessed. The sister’s life was now at risk and we heard the possible interventions that were to be attempted. The rabies vaccine was still in its infancy and claimed not to be 100% safe: it had an outside chance of actually giving the disease to the patient to whom it was administered as a lifesaving attempt. She could die with or without the vaccine.


    She opted to receive the vaccine, a series of painful injections into the muscle of her abdominal wall. Her wait must have been interminable, and more so when she was informed that the young boy had died, but she continued her role as wife and mother, maintaining a semblance of normality.


    The sister survived – miraculously, many thought.


    There had been no gross negligence. The situation was tightly controlled, the players experienced, and yet in a split second a demon had been released. And that demon, which feasts on ignorance, poverty and fear, roams still.


    Rabies still claims at least 30 000 lives annually, and this is probably an under-reported figure, as most deaths occur in vulnerable remote rural areas in Africa and Asia. About 40% of victims are children younger than 15 years.


    There is cause for optimism, though. The vaccine is now highly effective, and if correct protocol is followed, survival is 100%. So I was only minimally fazed when a thin, middle-aged, slightly bewildered patient who’d sustained a dog bite was escorted into my consulting rooms in Skukuza in the middle of the Monday-morning chaos.


    The translator had already obtained the patient’s story. ‘This man, who is employed as a cleaner for the park, went home over the weekend to his distant village. His neighbour’s dog bit him on the thigh,’ he told me.


    I questioned patient and translator alike as to whether this was a family pet, whether the attack was provoked, whether the dog appeared ill, and other details. The only piece of information I really required, however, was whether or not the dog had been immunised against rabies in the current year.


    I was somewhat surprised when it transpired that the patient had, in fact, asked his neighbour as to the immunisation status of the dog, and that his neighbour had reassured him that the dog’s vaccinations were up to date. The rabies education and awareness programme is showing results, I thought, and relaxed a little.


    I wanted proof of this vaccination status, however, and I managed to arrange for the patient to be transported to his home, where he would visit his neighbour and return with a copy of the vaccination certificate. I then inspected the dried, bruised but rather unimpressive bite site, and applied a suitable dressing.


    According to my training, I administered a tetanus booster vaccine, and enquired as to the availability of the rabies immunoglobulin and vaccine. The immunoglobulin would be injected at the site of the bite to mop up any accessible virus, while the multidose vaccine served to prime the patient’s immune system into further protection against the potentially invading virus.


    ‘Oh no, Doctor Joan, we don’t keep it in stock. Too expensive. We can order it and it will be here in a day or so …’


    So much for the urgency of rapid action post suspected rabid-dog bite. Were we here in South Africa ever going to achieve a rabies-free country? Japan had achieved this in 1957, despite having had a vast portion of its health infrastructure destroyed during the horrific bombings and nuclear attacks of the Second World War.


    My patient returned, not the next day, as requested, but a few days later. He produced a grubby and crumpled piece of paper bearing the letterhead of a local veterinary clinic. The neighbour’s name and the dog’s name appeared in block capitals. It was an invoice for deworming and a distemper vaccination.


    A wave of nausea passed over me. I had to sit down. The patient before me, despite all my learning and good intentions, may be carrying the lethal rabies virus, and now it was too late to do anything about it.


    I asked him to return to the clinic in three days but, again, he showed up much later – ten days later. Although by that time he might have started to show signs of rabies if he was infected, his symptoms were vague: he had a temperature, but then so did almost every patient I saw that day, as we were in the midst of a very virulent flu outbreak. Trying to hide my anxiety, I administered appropriate treatment, gave him sick leave and asked him to return the next day.


    I slept little that night, and the next morning in my consulting room I sat in a state of fear awaiting his visit.


    He never appeared, then or ever. I sent a driver to his home. He reported that the family had left suddenly. The neighbour knew no more. Nobody seemed to know what had happened or where he’d gone. All leads went dead.


    The thought that he was also dead would forever haunt me.
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    For the average urban dweller, a visit to the wilds of the Kruger National Park was a step out of their comfort zone, although if basic rules were adhered to, their safety wouldn’t be compromised. The rewards were the magic of the bush, the extravagant splendour of birds and towering ancient trees, and allowing a little wild spice to season the thoughts. If sightings of the Big Five – lion, leopard, rhinoceros, elephant and Cape buffalo – could be ticked off, it was a bonus.


    There was a small armoured creature, seldom seen, that scurried around, particularly at night, in murky recesses under firewood and in other dark, dank places such as roof crevices and inside shoes. It wasn’t sought after. It wasn’t a new tick for a sighting, but it could become the dinnertime talking point for some visitors – perhaps the highlight (or painful lowlight) of the entire experience.


    I talk of the scorpion, that prehistoric-looking bearer of claws and a tail that can inflict a sting, the pain of which can be no worse than that of a thorn piercing the skin or can spoil an entire week. When encountered, the scorpion assumes an aggressive stance, raising its claws, arching its tail and exuding a sense of danger way out of proportion to its size. Death from a scorpion bite is exceedingly rare and only tiny babies are truly at risk. But it was the fear factor that often complicated my task.


    The phone shouted me awake at 2am. I was instantly alert and scared. These calls were never good news.


    ‘Doctora! Doctora! Come quick! I am going to die! I have been bitten! Dolor! Dolor!


    My mind jumped instantly to venomous snakes: adders, mambas, cobras.


    ‘Did you see the snake?’ I asked calmly, despite my wild tachycardia.


    ‘No! No! No! Not snake! The tail that bites! El escorpión! Dolor! Dolor!’


    I was hugely relieved, even if the patient wasn’t. Amid the deluge of Spanish-accented words I gathered that the young patient and his partner were Chilean and lived in downtown Santiago, but were at the moment temporary residents of a rondavel in Skukuza.


    ‘I’ll meet you at the clinic now,’ I said.


    I strode across, taking a second to send gratitude up to the ethereal glow of the full moon. The elegant couple were already seated on the outside bench, the patient burying his tear-streaked face in the hairy chest of his shirtless partner, who was clutching a plastic bag and whimpering.


    ‘Gracias, gracias,’ they both stammered as they entered my consulting room, and with a flourish the partner emptied the bag onto my desk. It yielded a very dead and badly mutilated black scorpion.


    ‘Well done for catching the culprit,’ I said with a smile.


    I was then entertained by a very graphic description of events. The couple had been in the throes of passion when something had dropped out of the thatch above them, onto the naked buttocks of Pedro. The scorpion took aim and plunged his tail spike into the soft flesh. The excruciating pain catapulted Pedro in a wide arc onto the cement floor. The scorpion hit the adjacent wall and slid earthwards. The unaffected partner leapt up, and pounded all life out of the tiny black creature, before attempting to console his wailing partner.


    I examined the site of the sting, then the remains of the scorpion. I was happy to reassure them that the scorpion had huge pincers and a small tail: it therefore had very low venom, both in potency and amount. If the tail had been broad and fat, and the pincers puny, its sting would have been infinitely more toxic and viciously painful.


    ‘So no injection? Nothing against the poison?’ my patient asked.


    ‘The pain will soon ease off,’ I said, and slid a packet of painkillers across the desk. These and the scorpion carcass were stowed in the plastic packet, which Pedro tied closed and held aloft in victory.


    Even the trees and plants in Kruger could inflict trauma. The tamboti tree, which is common in the park, is well known for its milky latex which is poisonous to humans but not to animals. I had to use Neil’s eye-irrigation technique a few times when firewood gatherers had been careless in protecting their eyes from the latex and sawdust while chopping.


    Less well appreciated is that even the smoke of these trees is toxic. I had to minister to a rural wedding-party group who had chosen to make their braai with this wood. All suffered from severe vomiting and diarrhoea.


    The viciously thorny acacias, truly iconic African trees, got the better of my doctoring skills on a few occasions. A young, tough Austrian endurance athlete entered my consulting room and pointed to a massive thorn embedded in her wrist. It had broken off and its point was barely visible. I administered local anaesthetic and began to try to cut some tissue away to get better exposure. The more I dug, the more it bled, obscuring the thorn end. Each time I grasped a tiny piece of it, it broke off.


    I put on my magnifying glasses. I began to sweat. Clear focus became impossible.


    I called in the young nursing assistant to assist in swabbing. He did this carefully and meticulously.


    Finally, I handed him the forceps. Without a word, he bent close, poised the forceps for a second above the wound, and, like a bird going for a worm, gripped the thorn firmly and eased it out gently.


    I was grateful, both to my able nursing assistant for his young eyes and calm expertise, but also to the patient, who’d remained stoic and silent throughout the procedure.
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    My younger daughter Anna is a wildlife veterinarian. While I was doctoring in Kruger, she came to gather data for her PhD, which involved developing a new, safer anaesthetic cocktail with which to knock out rhinos and other large herbivores for the purpose of translocation or veterinary intervention.
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    Wildlife veterinarians, my daughter Anna (pictured here) included, were among my trauma patients.


    I was occasionally permitted to lurk on the periphery of a game capture and observe diminutive Anna, darting rhinos from a hovering helicopter, and then leaping out as the chopper approached ground level, to orchestrate the required interventions on the now swaying rhino. I was massively impressed at the confidence she showed, and her ability to get the many assistants operating like a fine-tuned machine. The unconscious rhino would be measured, collared, tagged and injected, its skin biopsied, its blood sampled, ticks removed, then photographed, before being given an antidote to enable it to awaken, stagger to its feet and trot off.


    Our different professions had so many parallels, and yet here lay the great divide, and one against which I often struggled. Humans have a mind, healthy or not, and can exert free will. Animals have a mind, the workings of which we can only guess at and which we often choose to override, and their free will is often dependent on our needs. In my medical life there have been many maladies of the human body which I’ve grown confident to treat with good results; the maladies of the mind can still leave me floundering.


    Veterinarians need to know much more about drugs and their effects than us doctors of humans. We deal with a single species; vets have to be acutely aware of differences in drug action across a spectrum of species.


    In the course of my medical career in under-resourced places, I have on occasion been called on to assist with the medical needs of animals. My interventions haven’t always been a success.


    I recall an episode in Swaziland when I was a young and inexperienced but confident doctor. A dear, ancient lady hobbled into my makeshift clinic, cradling an equally ancient, bedraggled tabby cat.


    ‘It is his time,’ the old lady whispered through her tears. ‘He is 19 years old and sick and won’t eat, won’t drink. He has been my best friend. He must go to heaven. There is no vet near. You must give him the injection.’


    I gently took the cat and tiptoed through to my consulting room, indicating that it would be best if she waited outside. The chief reason for this was that while I really wanted to help this old woman who had made such a painful decision, I had no idea how to perform the euthanasia. I reasoned that if a vial of morphine could sedate a human and suppress respiration, then three vials would kill a scrawny cat.


    I carefully shaved fur away from a vein in the leg of the inert cat, filled a huge syringe with morphine and pushed it in fast. Saying a little prayer, I laid my hand on the chest of the cat and waited. To my horror, the cat took a flying leap and embedded its claws into the nearby curtain. He scurried up onto the pelmet and raced across it and down the other curtain.


    I dove for him and missed. He shot under my desk, growling and hissing. Clearly, I needed help.


    I stepped into the waiting room, closing the door firmly behind myself, and told the old dear that she should go home and I would visit when it was all over.
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