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Surgeons must be very careful


When they take the knife!


Underneath their fine incisions


Stirs the Culprit – Life!


 


Emily Dickinson, 1859


 










Introduction


Dressed for a summer’s evening drinks party in my Thomas Pink shirt, my suede loafers and smartest chinos, my hands were clasped around a seventeen-year-old boy’s heart that was stubbornly refusing to beat. As I looked up into his face, less than a foot away from me, I took in what he actually looked like for the first time in the frenetic ten minutes I had been with him. He was just a boy, with a small scruff of a beard, hair that had carefully curled into a forward quiff and pale brown skin, the same colour as my son’s. His eyes were half open, but they were unseeing, as if he was beyond all of our desperation. Out of the corner of his left eye, a tear had half rolled down his cheek. My brain told me this was just his body’s physiological reaction to what had happened, that this was not a product of an emotional response, but my heart knew differently. This was the final tear of a young boy as he felt his life slipping away.


We kept fighting on, but after an hour, we knew it was over. As quickly as it had started, it was done, and the boy had been reduced to a body and his life to a statistic. The sudden brutality of trying to save him was gone and all that was left was the awkward commiserations and subdued silence as we walked out of the operating theatre. My best shirt was covered in his blood, but somehow my loafers had escaped. I exchanged my bloodied shirt for a scrub top and continued my day, doing a quick walk-around of the patients on the ward. The boy, the blood, the battle for his life were all switched off in my mind, a mind too stunned to process what it had just been through.


The brutality of medicine can explode from nowhere and you are catapulted from a monotonous, plodding routine into a frenzy of activity. That brutality never seems to leave you. It lingers in your memory bank, like stills from a film, a constant unwanted loop of suffering. Smells can trip you back into a moment. The metallic, familiar smell of blood no longer links to one patient or operation, but brings me to countless operating theatres where we are dealing with an endless stream of damaged bodies. Stale sweat brings back the panicked emergency departments of Kabul or the silent enduring suffering of a bursting ward in Ukraine. Mud combined with the acrid stench of fireworks can be one place only: Helmand. Sounds can do the same. The harsh, oblivious, cawing of pagers still triggers a wave of adrenaline. The sound of the Chinooks that fly over my house, their low visceral beat that is felt before it is heard, raised my pulse for years after my last tour. All of these sensory claws tie me to the past, to dark places of pain.


The darkness that medicine can lead you to is one of the greatest challenges a doctor can face. It can break you; the patient’s despair and pain can overwhelm your defences and drag you down. When that pain is linked to any suggestion of your own failure of care, that somehow you might have been able to prevent the horror, then that darkness can be all-consuming. The shelves of most bookshops are filled with memoirs from medics who have succumbed to their fears and horror. Their books trace this darkness, how it slowly seeped into their lives, corroded out of the confines of work into all aspects of what they did and finally destroyed who they were. Shattered, often they leave medicine or sensibly shelter in a part of healthcare that will not expose them to the constant tension of dealing with destroyed lives and the pressure of trying to save these lives.


The darkness and the fear they have been devastated by is real and is felt by all of us. My head is full of horrific scenes that have stayed vivid in my mind for almost thirty years. Part of me is always trapped in these moments, like the 2am call in East London when I was a junior surgeon. As I walked into resus, I could see the naked laid-out body of a woman, mixed race, probably in her late twenties. At the head end, the anaesthetist was looking like she was about to throw up. She seemed to have intubated the patient and was ventilating her by hand, the woman’s chest rising and falling gracefully as the anaesthetist squeezed the bag. Something wasn’t right though and, for a moment, my fatigue-clogged brain couldn’t work it out. Then it clicked into place. The endotracheal tube, the breathing tube the anaesthetist placed to ventilate the lungs, wasn’t in the woman’s mouth, it was directly in her neck. As I walked closer, I could see the full horror of what had happened. There were some cuts and marks on the woman, but the real violence had been done to her neck. Her throat had been cut and, into that mutilating gash, the anaesthetist had placed the tube directly into her trachea, her cut windpipe. Worse still, I could see that there was more than one cut. Whoever did this had taken more than one attempt. In that instant, the terror, the violence, the hate of the attack seemed to erupt into the sanitised world of our resus bay.


The nauseated anaesthetist broke into my thoughts.


‘H, I think I’ve got the tube in, but I’m not sure. Can you check where it is?’ she asked.


I slipped on some gloves and, with a sense of disgust, but also morbid curiosity, put my fingers into the gaping neck wound. The cut went all the way back to her spine. Everything in front had been sliced through – all the main blood vessels, all the muscles, all the flesh. I got the anaesthetist to pull out her tube and I slid my fingers into where the tube had been, into the cut trachea. The inside was silky smooth, a sensation that I can remember even to this day. The tube was in the right place, but the woman was dead, there was nothing we could do.


As the days, months and years went by, I began to understand that these cases were the essence of medicine, of surgery and of my own twenty-year journey to becoming a surgeon. This process of looking back made me think about what it takes to be a doctor and, in particular, a surgeon. For me, the process to become a surgeon was slow, painful but eventually incredibly rewarding. This has been balanced with the burden of guilt of operations that did not go well, of lives that were not saved. Death, disfigurement and disability are daily events in a surgeon’s world.


The commonest question people have asked me about a job such as mine that comes face to face with some of the worst things that you can see in life is: ‘How do you cope?’ I guess what they want to know is how do you see all this bleakness, day in, day out, and not let it destroy you or overwhelm the rest of your life? How do you cope while remaining compassionate, enthusiastic and caring, giving each one of your patients the best care you can? This is the real challenge. My short, stock answer is that I’m a professional and, just as I have learnt to deal with the physical part of my job, learning the surgery and the technical skills, I have also learnt how to manage the emotional side of that. What I don’t always admit is that, just as sometimes I fail at the physical side, the emotional side can also break through all my carefully constructed defences. Just as the physical side is a complex array of techniques and knowledge, so the emotional management is also multifaceted, intricate and perhaps not so consciously created. It has emerged over my last thirty years of being a doctor, grown and developed as life and experiences have shaped me.


As I look back and try to break it down, certain themes emerge, handrails that have guided me through and kept me sane. Bizarrely, I never consciously knew what these were until I had finished writing this book, but then I could see they had emerged on the page, in clear view for the first time. These were the things that have kept the darkness at bay. These were the things that have guided me to the light, that have enabled me to continue doing the job I love. What those are, how they developed and how they have protected me is what this book is about.
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Beginnings


I’m not sure why I chose to do medicine. Like many vocational careers, it was more a feeling than a cold decision. I come from a medical family, but the teenage me would rebel against the idea that I was doing it to keep my parents happy. They were both psychiatrists, who came over from Sri Lanka in the late sixties to do one year’s training but were offered jobs in the UK, so ended up staying for the rest of their lives, settling in Hampshire. I don’t remember the decision to choose medicine being a conscious one, but more of a growing feeling that it was the career for me, gently sinking into the choice. There were a few things about medicine and me that seemed to connect. There was the attraction of the intellectual challenge it posed and the actual challenge of getting into medical school. At my school, no one had managed it for four years and, when I was told my chances were slim, that was the encouragement I needed.


Somewhere in my teenage brain there was also an idea that it would be good to do a career that felt ‘honourable’, a job that somehow contributed to society and mattered. As naïve as it might seem, I wanted to help people, but I would be lying if I did not admit my main motivation was around me and how I saw myself in the world.


Army life had always been attractive to me and I did consider that briefly as an alternative to medicine. At first glance, joining the military may seem diametrically opposed to a career as a doctor, but, in reality, as I came to see, they shared many similarities. Fundamentally, both careers were dealing with life and death, albeit from different perspectives, and both had a sense of contributing to society, a sense of service. Each also had a degree of glamour that I couldn’t ignore. One of my influences as a child was watching M*A*S*H. I desperately wanted to be Hawkeye, calmly dealing with trauma and death, all the while maintaining a healthy disdain for authority.


Having met the challenge of getting into medical school, I decided to take a year out after school and join the army. This process involved going through selection by a regiment, followed by army officer selection. If successful, the candidates spent four weeks at Sandhurst learning to be an Officer, then twelve months with their regiments. We were told selection was hard and my natural desire to always choose the hardest option meant I went for The Parachute Regiment, one of the most elite regiments in the army, with a reputation for being tough and uncompromising. Somehow, I got through the selection and spent nine months with them in Belize and England. At the end of that time, I made a decision. Soldiering then did not involve going to war and, without that, the job seemed pointless. I would be forever training for a role that I would never get to perform. Medicine, on the other hand, would see me doing the job for real from day one. My choice was made.


From the beginning of medical school, it was clear that medicine was a very different subject, offering a subtly different experience to most other courses. For a start, we had 9 to 5 lectures, tutorials and practicals and, in the first week, we got to meet death. Not an abstract, metaphysical or notional death. We were brought face to face with dead bodies and we were not just looking at them, we were expected to feel them, dissect them and understand them intimately. From the very beginning of that transition to being a doctor, we were being marked out as being different to others. We were seeing things that most people never saw. This blunt reality came as a shock realisation to many of us who perhaps had not thought through what a career in medicine might actually look like. This jarring conflict between the reality of medicine and what we thought it was meant that some of my colleagues would realise in time that, in choosing medicine, they had made a terrible mistake.


The day of our first dissection class came, suitably grey and foreboding. We gathered outside the lab doors, nervously laughing and giggling, self-conscious in our new white coats, waiting for the unknown. We were all scared. I had never seen a dead body before and had no idea how I would react. Would I throw up? Would I faint? Would I become the class laughingstock? The fear of that failure was far greater than the fear of seeing a corpse.


The anatomy professor swept out of the lab to brief us. We would start on the upper limb and, over the course of the next year, take apart the entire body. Next, he explained how to treat the bodies with respect, what to do with the parts we cut off and what to do if we felt unwell. Then, without ceremony, we were walked through into the lab. The smell of formaldehyde hit me immediately, watering my eyes and stinging my nose. The bodies were laid out on metal dissection tables in neat rows. They were covered by white plastic sheets, the occasional foot or withered hand poking out from underneath. Around the edge of the room in display cabinets were dissected body parts, arms, legs, brains – all their complexities and intricacies artistically revealed for us to learn. We were divided up into groups of six and assigned to a body, given our scalpels and told to start. Luke, my practical partner, a quiffed rower who was almost too cool for school, removed the sheet to reveal the naked body of an elderly man. The head was in a black plastic bag to maintain a degree of anonymity – a touch I was grateful for as it helped maintain the illusion that this wasn’t a person who had lived and breathed, who had loved and hated. From the outset, we were being taught to compartmentalise, to see the body as a collection of tissues, not as a person. We did not wear gloves so we felt their dead flesh directly as we cut through the tissue. The formaldehyde smell was all-penetrating – through our clothes, seemingly through our skin. We would smell it for days after, as we ate our sandwiches or drank a beer, sometimes due to residues of fat or flesh from the bodies under our fingernails.


My anxiety about seeing and feeling a corpse slowly faded, though that visceral sense of disgust as we pulled back the sheet to reveal the increasingly ravaged body never left me. The slimy feel of the tissues and the memory of those quivering first cuts are, even now, all tinged with a hint of revulsion.


As we dissected, we were dismantling death as a concept and making it into a reality, reducing it to a series of incisions and tasks. The mystique and fear of death slowly dissolved as it became part of our lives, as familiar as getting drunk or trying to fall in love.


When our contemporaries graduated, we were only halfway through our degree, three years of training now ahead of us based in an actual hospital. We had got through three intense years of practicals, basic science lectures and exams. We understood how the body worked, what it was made of and how it was put together. It was now time to learn what happened when it went wrong and how we would be expected to fix it. There was only one way to learn that. While being exposed to dead bodies had been life-changing, we were now exposed to something equally as terrifying – the living. Actual real patients.


There was little preparation for meeting our first patients. We were given white coats and had bought stethoscopes, tendon hammers and medical handbooks so that our pockets bulged, and we clinked as we walked. The only things that distinguished us from real doctors was our freshness and our orange name badges that clearly stated ‘Medical Student’ in big blue letters. We were taught how to formally extract information from a patient – ‘clerking’ – a systematic medical interrogation and examination. The history-taking was a standardised series of questions that delved into the patient’s most intimate physical and personal details in the manner of working through a checklist. It was a lifeline though, as we started asking total strangers about their bowel habits, how much they drank and who did their shopping. The examination followed a similar standard formula of what to measure, listen to, feel. The more intimate parts, such as a Per Rectum examination, we studiously tried to avoid. Most of the patients were at least thirty years older than us and we assumed we had nothing in common with them.


Those first meetings were excruciatingly painful; car crashes in effect. We had no idea how to speak to these patients or to ask the questions without sounding like an automaton running through a checklist. Our interactions were artificial with no emotion or empathy as we struggled desperately to gather all the information we needed. Slowly, though, as the acute embarrassment of each encounter began to fade, the art of reducing the history-taking and examination to a crisp distillation of who they were, what was wrong with them and what the plan was, became something more comfortable and we’d parrot out our findings to the fatigued junior doctors tasked with shepherding us through our first months of training. The one thing that eluded us, the thing that seemed to come easily to the doctors, was their ability to connect with the patients, to bring that sliver of humanity to each interaction. Though we didn’t realise it at the time, that was the real magic we were trying to learn to create.


***


In our first term, I was attached, along with eight other students, to a vascular surgical team. The team’s operations would be trying to improve the blood supply to people’s legs or repair worn-out blood vessels before they burst. The day before the operating list, the patients would come in and we would be given one who would be our patient. We would be expected to get all the medical information from the patient so we could understand what their problem was and how the operation was going to help them. Their reactions to us varied from openness and kindness to mickey-taking – ‘Why don’t you tell me what’s up with me?’ – to sometimes downright hostility. As I walked among them, I could feel their fear, the knowledge that they were about to undergo major surgery that some of them would not come through. I felt like an intruder, blundering into their world of anxiety with stupid questions.


During one particularly busy shift, I was allocated seventy-year-old Frank, who was in for an operation on his gallbladder. He was smiley, thin and Oxfordshire born and bred. After I had done my introduction, we started chatting. I was still very nervous, trying to manage the awkwardness of the situation while remembering the checklist of things I had to ask and examine for. I steered the conversation to the Second World War and asked him if he had served. This was the 1990s, so most seventy-year-olds had been through the war. I used this to try to desperately find some common ground with him, as with my army service I could bridge the divide between us while we chatted about military life. His eyes lit up more as he said yes, he’d been in the army, in the Far East. That was my in. I told him I’d also been in the army and, after we exchanged regiments, he started talking about his time in uniform. He had been in Singapore when it was captured and had then spent four years as a prisoner of war of the Japanese. The more he told, the darker and flatter he became, as the memories from fifty years before began to swirl up around him. When he started talking about the treatment that had been meted out to him – the torture, the suffering, the deaths – he was back in that world of pain and his voice began to falter. I watched all this in growing horror, unable to stop his thoughts, which were now a thousand miles away from sitting on a hospital bed in the safety of the present. ‘I remember some of those Gurkha boys, fine lads,’ he told me. ‘Oh, the things they did to them.’ He halted, unable to speak as I stood there, sweating and panicking, desperate to reverse out of this corner I had driven him into.


‘I wonder if I can ask you a few questions about your operation?’ I started feeling weak and uncaring, but I needed something. Frank snapped back into the room, leaving those years behind as I suspected he did every day.


‘Yes, of course,’ he said, ‘you’ve got lots of things to ask me, fire away.’ The jovial, upbeat Frank was back with just a hint of tears at the corners of his eyes.


That might have been it and perhaps we both could have walked away from the encounter bruised but not hurt. But that didn’t happen. As I worked through my checklist of presenting medical complaints, previous medical history, drugs and allergies, I got to family and social history. I found out that Frank married his childhood sweetheart just after the war when he finally made it home.


‘Do you have any children?’ I asked conversationally, expecting the usual story of children and grandchildren, the warmth of a family to wash away the pain of those war years.


‘No. No children,’ he said. He paused, looking away, wrestling with what to say. ‘We couldn’t . . .’ His words were coming in slowly now, in painful gasps, like a runner trying to catch his breath. ‘I don’t know why,’ he said, ‘but it was the war, the beriberi in the camps the doctors said. We’d have loved kids.’ And, with that, the tears started flowing, as he stared out of the window at the Oxfordshire countryside.


I had no idea what to do. I had done this to him, brought up these dark memories, pestered him with my questions and, now, when all of that had taken its effect, I could do nothing.


‘I’m so sorry,’ I said, desperate to sneak out like a coward. He took a deep breath and, with great care, released me.


‘Well,’ he said, ‘it was a long time ago and I’ve had a good life.’


But we both knew it was not true. The pain, anger and regret of those years still hung in the air and I had caused them.


On the ward round the next day, we met the consultant and the team, parading round the ward, patient by patient. As we got to the patient we were responsible for, the medical students would ‘present’ them: our thirty-second summary of the patient where they were reduced to the simplicity of a problem to be fixed. The consultant would then grill us on things relating to the patient and might even show us some interesting physical signs of the patient’s disease. Finally, we got to Frank. He was sitting in his bed staring out of the window, lost. I felt my cheeks burn as we caught each other’s eye and he gave me a half-smile. I rattled through the presentation, reducing Frank and everything that had happened the day before to a dry series of statements of who he was and what his problems were. The consultant made some pronouncements, shared a quick word with Frank and we were on to the next. I looked back at Frank. He had returned to looking out the window, still lost.


For the next three years, while we learnt technicalities about medicine, Frank was always with me as I examined patients. My clumsiness and his pain haunted me, a shameful reminder of my lack of skill, my inability to reach him and how he felt. The unexpected explosion of emotion I had caused him made me probe more cautiously and I got better at reading the signs, learning how to talk to people. I was always struck by how imbalanced the doctor–patient relationship was, a bizarre blend of formality and intrusiveness, but I learnt how to connect in a way that felt balanced yet personal. I began to realise that the whole process was a two-way interaction, a proper dialogue. It was like any relationship: an exchange of emotions, of connecting person to person across the gulfs of age and positions. Occasionally, a real spark of humanity would flare up between a student and their patient, giving us a glimpse of what our true role as doctors could be; to gently guide people through a world that their own bodies had turned into one that was filled with fear and pain. For me, Stella was one of those sparks.


***


I was into my final year of being a medical student, just nine months away from actually being a doctor. Stella had been rushed into hospital with chest pain and a suspected heart attack. I was attached to the medical team looking after all new admissions and we were in the acute admissions unit, an area of central desking littered with paperwork, surrounded by six curtained cubicles where the emergency admissions were placed. We would sit at the desks, writing up our notes, organising investigations and then dive into the cubicles to see the patients. Stella was behind one of these curtains having an ECG done, some bloods taken and a drip put in. I was sitting chatting with one of the junior doctors, Penny, when the nurse behind the curtain asked for some help – never a good sign.


It was immediately clear that things weren’t right. The nurse was putting the bed down flat, a sign that she was getting ready to perform CPR. The patient, an elderly woman, was clearly unconscious, her head flopping to one side. She had been connected up to a heart monitor, which was going haywire. Instead of a steady pattern of regular heartbeats, it was a random, aggressive squiggly line, as if an irate child had been trying to cross out something. Penny switched into action, asking if her heart, despite not behaving normally, was still pumping blood round her body. Check for a central pulse, an algorithm said in my head. I shoved my hands into the woman’s groin, feeling for a pulse, the adrenaline swiping away any concerns of how clean her groin might be. The nurse was feeling for a pulse in the neck.


‘I’m not sure I can feel anything,’ I said, suddenly aware that I’d never done this before and not sure if I really couldn’t feel anything.


Luckily, the nurse was no beginner. ‘No output,’ she said, and put out a crash call. Within ten seconds the whole team had arrived, a breathless flurry of rapidly wheeled equipment and ripped-open kit. The woman’s gown was cut open and Penny, transformed into a demented psychopath, made a fist and slammed it down hard on the woman’s chest. The angry line went flat and then a heartbeat formed, and then another.


‘I’ve got an output,’ the nurse shouted.


My hands were still in the woman’s groin as I had no idea what to do and thought this would at least look like I was being useful. I felt a pulse bounce defiantly under my fingers, in time to the blips on the heart monitor. ‘I’ve got one too,’ I shouted.


The woman was stirring, slowly regaining consciousness. Penny was flushed, grinning. ‘I’ve never done that before,’ she said. I’d read about precordial punches, where a literal punch to the chest restarts the heart, but I didn’t think they worked. Penny’s punch had stunned the heart back into its normal rhythm – part of our immediate actions, but usually seen as a pointless exercise rather than anything that might work. We spent the next fifteen minutes giving the woman medications to keep her heart behaving.


‘You’d better clerk her in,’ Penny told me, still glowing from her life-saving heroics.


This was Stella. She was in her seventies and from New Zealand. She was here visiting distant relatives and friends, her first trip to the UK in thirty years, which was always meant to be her last. And it almost was, she later joked. She was travelling on her own and, as I got to know her over the days of her stay in hospital, it became clear she was fiercely independent, sharp-minded and opinionated. Unmarried, she’d had a full life and was particularly close to her nephew, a GP in Dunedin. Stella spent the next few weeks under our team, so I saw her daily, building up our rapport.


When it became clear that she needed surgery to bypass her blocked heart arteries, Stella was transferred to the surgical team. She now was no longer my responsibility; one of the surgical students would be assigned to her, clerking her in and finding out all about her, retracing my steps. I should have walked away and handed her over, but I couldn’t. She was my patient. I had been there when she came in, I’d been there when we saved her life, I’d been there when the full horror of her situation – the seriousness and the loneliness – first dawned on her. We were connected and, as much as it would be easier to abandon her, I couldn’t. Perhaps it was the guilt of Frank and all the other patients who I had failed to connect with that drove me on. So, I kept visiting, seeing her, chatting to her about nothing.


My fellow students on the surgical team were confused, not understanding why I kept coming to see her. Didn’t I have my own patients to see? Why was I on their ward, seeing their patients? I’d make up some excuse about having an interest in surgery as I was too embarrassed to admit the real reason: that I cared what happened to her. I cared about her. I think this had been slowly coming as I became more comfortable in talking to patients over my years as a student. I was now able to give a bit of me, to break through the emotional barrier we placed between ourselves and them. Initially, that barrier was there because we did not know how to connect to them, but I realised part of it was also because we didn’t want to be drawn into their world of pain and suffering. With Stella, with her total isolation from her friends and family, I felt I had to step across that line and break the barrier.


The day before Stella’s surgery, I visited her. We both knew that the next twenty-four hours could be life or death for her, but we had our normal rambling chat about nothing and everything. As the conversation came to an end, I said I needed to leave but I would be back the day after her operation. I suspect we both knew that there was a risk that visit would not happen, that she would not survive. She was alone in a foreign country, facing death. Nothing was said and, fortunately, the surgery went well and she sailed through recovery, ready for discharge a week later. This really would be my chance to say goodbye to her, but still the understanding that she had no one around her nagged at my mind. When she was moved to a convalescent home, an airy 1950s house in North Oxford, I visited her weekly.


Having been drawn in through the standard clinical hook of a patient I needed to present, Stella became a patient I needed to speak up for. She then became someone I needed to care for. It was slow, subtle and compartmentalised from the rest of my life. She was like my guilty secret, disconnected from my day-to-day existence, but somehow always in the back of my mind. But when I was with her she had become my number one priority. The loneliness of her situation was constantly in my thoughts, hovering shadow-like and elusive. We would chat about her plans, about her life and about how she was doing. She remained as sharp and spritely as ever without a hint of self-pity. Then, once my anxiety had been assuaged, I would slip away, promising to be back the following week.


Finally, when she was well enough to return to New Zealand, her nephew came over to take her back. He had brought a present for me, a book about New Zealand in which she had written a short note, inviting me to visit her, something I think we both knew wouldn’t ever actually happen. We parted with a handshake and then she was gone. I felt release from my weekly duty of the visit, but also a warm, quiet joy that she had survived and was on her way home. I also felt pride that I – a paltry medical student – had helped her and I knew that I had, in some way and for a finite time, become an important part of her life.


This was my first lesson, the driving force that would eventually underpin my whole practice. Patients move on. But those delicate connections we make with them, no matter how intimate and profound, while physically broken in seconds, endure for a lifetime.










2


Growing Up


No one knew why the coach had crashed, but, as the story filtered through to us, the facts multiplied, changed, grew and were dismissed in seconds until some semblance of what might have happened emerged. A coach on the M40 heading from Oxford to Birmingham had crashed into the back of a lorry. Three or four people lay dead at the scene while up to thirty more were injured. Emergency crews were attending and would be bringing them to us, which meant an abrupt change of gear in A&E from a normal Saturday night into overdrive. This was the big one, the cup final, the thing many of the team secretly hoped for while at the same time dreaded: a major incident, involving now the whole hospital.


It had been a quiet Saturday afternoon in the emergency department up to that point. There had been a few sporting injuries from college matches, a few suspected heart attacks; normal Oxford fare. I was now a final-year medical student doing my A&E placement and was about to slink off home to go out to the pub with some friends when the call came. Instantly, all thoughts of a student night out evaporated, replaced by the fevered anticipation of what was to come. To have a major incident while on my short student attachment felt like winning the lottery, a once-in-a-lifetime chance to be part of something big.


The senior consultant, whom we’d nicknamed ‘the Warlord’, quickly organised the workforce into different teams, each to receive a casualty. He latched on to us medical students hanging back. ‘Excellent,’ he said, pointing to us. ‘Medical students, we can have one of you on each team.’ As kit was opened and equipment checked, nervous laughter and chat bubbled up. These were scenes that I would see played out repeatedly over my career, but this first time, I had no time to think about the lives that had been torn apart. It all felt too exhilarating, terrifying and surreal.


After the initial flurry of excitement, everything seemed to slow down as we waited for the first casualties to arrive. That initial surge of adrenaline started to wear off as doubt or perhaps hope started creeping in. Perhaps they won’t be too bad, we thought. Perhaps there aren’t that many injured. Maybe we’ve overcalled it.


But then we heard the muted wail of sirens and a muttered ‘they’re here’ and the first casualties arrived. They didn’t seem too bad, many of them walking in with what looked like mainly minor injuries, cuts and bruises, a broken bone or two. They were dazed, stunned by what had happened and confused and grateful about what we were doing as we examined and X-rayed them from head to toe.


As I came from looking at a man with a nasty cut down one side of his face, one of the doctors from the scene arrived and I could see his hands were trembling. ‘We’ve got the driver,’ he told us. ‘It’s bad. The first three rows of seats were totally crushed and I could see people’s feet under the seats, but we couldn’t see their bodies. We thought they were dead but the fire crews were cutting them out. The driver was trapped and I think his legs are smashed.’


The ambulance crew debriefed us. As the driver realised he was about to crash, he threw himself out of his seat into the door well. But he wasn’t fast enough and his legs were trapped, crushed by the concrete and smashed metal of the front of the vehicle. ‘He’s in considerable pain,’ the paramedic told us and we could hear the driver, conscious, gasping for air, apologising for everything.


The Warlord took charge. With calm efficiency, he ordered the driver to be anaesthetised, X-rayed and taken straight to the operating theatre. He pointed at me, indicating I should accompany the driver. As I watched him being put under, I could see that both his legs had been torn off, or ‘traumatically amputated’ as we had been taught. The skin had been ripped away from the underlying tissues, flayed open so it hung down like a towel drying on a rail. As I watched, the surgeons cut away his damaged legs, chopping off the dangling tissue, known as ‘debriding’. A plastic surgeon was in attendance and someone told him that the police had brought in one of the driver’s legs and asked whether we wanted it. The plastic surgeon indicated that yes, he wanted to examine it to see if the skin on it could be used to graft it to the raw muscle that was now the driver’s legs. But the skin on the leg was no good as it had been soaked in petrol from the leaking fuel tank, the pungent smell out of place in the sanitised operating theatre. The leg was taken away to be disposed of. I watched as the surgeons wrapped up the remains of his legs in bulky dressings, transforming him into a child’s drawing of a person where the proportions are all wrong – a huge torso with two wrapped, stubby stumps – and the image of Humpty Dumpty jumped into my brain. The driver was taken off to the intensive care unit and we returned to A&E, where the Warlord was running through the incident, congratulating us on doing a great job. It felt hollow to me as we hadn’t changed anything. The people crushed in the front seats of the coach were still dead and the driver still had no legs.


It was much later, as I headed back home in the early hours of the morning, that I thought about the driver, his life transformed in a split second. I thought too about the others who had walked away from the same accident with little more than a scratch and those who had died. I was horrified, but what I’d seen fascinated me and I’d been exhilarated by the pressure we had worked under. As I worked my way down the complex layers of emotion – the guilt of those we didn’t help, the horror at how quickly their lives had been destroyed – at the bottom I was left with one thought: I want to do that again. I want to feel that pressure, that urgency, that emotion. It was these extreme clinical experiences that I craved; the more extreme, the better. I wanted to see whether I was good enough, whether I would cope. I wanted to be part of that desperate battle to save life and limb; I wanted to matter.
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