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To our children,
Carly, Frances, and Cameron














Everybody knows that pestilences have a way of recurring in the world; yet somehow we find it hard to believe in ones that crash down on our heads from a blue sky. There have been as many plagues as wars in history; yet always plagues and wars take people equally by surprise.


—Albert Camus, The Plague
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Drawing of a T4 myophage, similar to several of the bacteriophages used to treat Tom. Drawing by Ben Darby
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A Deadly Hitchhiker




We stopped looking for monsters under our bed


when we realized that they were inside us.


—Attributed to Charles Darwin
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Drawing of a T7 podophage, similar to the “superkiller” bacteriophage used to treat Tom. Drawing by Ben Darby





















BLINDSIDED



University of California–San Diego


Thornton Hospital, La Jolla


February 15, 2016


I never dreamed I’d be outwitted by a wimpy bacterium. I’d tracked a killer virus across multiple continents to wage the war against AIDS, through the trenches and at the table with policymakers at a global level. Viruses were to be feared. Bacteria? Not so much. At least not this one. I’m an infectious disease epidemiologist, director of a global health institute at a major US university, and of all people, I should have been able to protect my husband from a bacterium I’d last seen in my undergrad days, when we’d handled it without concern in basic lab experiments. If someone had told me that one day this microbial mutant would have us on death watch and I’d soon be injecting my husband with a legion of killer viruses to try to save him, I would have thought they’d lost their marbles. And yet, here we are.


The holidays—Thanksgiving, Christmas, New Year’s, and Valentine’s Day—have passed in a blur. Tom is hardly recognizable beneath the web of IVs, monitor cables, drains, tubes, and other medical paraphernalia. His once thick silver hair, which stylists swooned over, has fallen out in clumps, and the skin on his feet and hands is peeling off in layers. He has lost more than a hundred pounds from his six-foot-five-inch frame. We have not lost hope, and on this day, like every day, we are strategizing how to beat this thing. But at this moment I am doing it on my own. Tom is lapsing in and out of consciousness, an improvement over the coma, but still…


The tone of the clinical conversation among the specialists and other medical staff around Tom has changed in some subtle way. It’s hard to nail down. His labs and vital signs fluctuate as they have for three months now, so it’s not that. It’s something between the lines, something they’re not saying, that I’m unable to decipher. Since our lives went from bliss to hell in a handbasket, it’s been all I could do to learn enough about anatomy and medicine just to keep up with their conversation. I’m a researcher, not a doctor, but even I know something about bedside manner. And theirs has shifted.


Now, the doctors and nurses speak in hushed tones and some seem afraid to look at me. In short snippets, between running exchanges with doctors and hospital staff, I turn to the internet, where I enter phrases like “alternate treatments” and “multi-drug-resistant bacteria” into PubMed, a search engine beloved by scientists. Ordinarily, my online searches are specific and hyperfocused because I usually know what I am looking for—like “prevention” and “HIV transmission” and “injection drug use.” But right now, I’m not so much an epidemiologist as I am the wife of a very sick man. I’m not sure what the operative questions should be, or what a useful answer might look like. And what’s freaking me out is that none of the docs treating Tom seem to know, either.


What’s obvious at first glance in the scientific literature just confirms what we already know: Tom is up against, as one study says, “a difficult-to-treat pathogen whose antibiotic resistance patterns result in significant challenges for the clinician.” No shit, Sherlock. What we’ve got here is one of the most lethal bacteria known to humankind, a “superbug,” that has mutated to resist all existing antibiotics. Recent advances in exploratory research on how to fight this superbug have all been experimental, meaning that there was insufficient data to prove that they worked, so none were approved for general use, leaving Tom’s docs at a dead end in their hunt for approved treatment options. Among novel ideas out there was an approach I vaguely remember studying briefly as an undergrad—the use of viruses that prey on bacteria—but that idea appears to be nothing more than a footnote in the margins of modern medicine.


Tom lies motionless, the steady hum and beeps of monitors the only sign of life, and I try to distract myself, emailing our graduate students about their latest papers from the corner of his room. In my busy mode, trying to keep at least a nominal tether to the real world, I dial in to a conference call to join my senior colleagues on a university retreat in San Francisco. I was supposed to be there, too. But in the months since the war against pandemics took a personal turn, everyone we know has heard what Tom and I are up against and where we’re holed up. Several of my colleagues ask how Tom is doing. I give them the latest rundown before telling them that I have to ring off. We say our goodbyes, and as I get ready to hang up, the chair of the meeting, a retired surgeon and former university chancellor, asks a question quietly to my colleagues, thinking I’m no longer on the phone.


“Has anyone told Steff that her husband is going to die?”
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A MENACING AIR


12 weeks earlier


November 23–27, 2015


It had all started out so ordinary. Well, ordinary for a couple of globetrotting scientists who go looking for trouble in the world of infectious diseases.


Egypt hadn’t seemed like a dangerous place to go when we’d started planning our dream vacation, but a month before we left, a plane was blown up near Sharm El Sheikh, Egypt’s famous beach community. A few weeks later, a series of orchestrated terrorist attacks in France shook Europe to its core, with blame cast on extremists in the Middle East and Northern Africa. The tourist industry in Egypt took a nosedive. By Tom’s logic, it was the perfect time to go.


Given the circumstances, I had suggested to Tom a few times that we cancel, but we’d both just launched several new research projects and were desperate for some downtime. Admittedly, our threshold for risk is a little higher than the average Joe. Our research on risk factors for HIV, sex work, and drug use routinely takes us to places where disease and street violence are everyday facts of life—and death—for many people. For thirty years before that, Tom’s field work in evolutionary biology had taken him to some of the most remote places on earth, where humans weren’t the favored species for survival.


As a “second time around” couple now married eleven years, our kids were grown. We were empty nesters with a passion for travel. We’d been to more than fifty countries between the two of us, frequently presenting our research at an international conference and then tacking on a few personal days for a getaway. Our adventures often included unexpected challenges. We’d fended off a rogue hippo from a dugout canoe on the Zambezi, and in India, glistening ribbons of leeches in Kerala and giant jumping spiders in Orissa. We’d narrowly missed a terrorist attack in Mumbai and a violent coup in Timbuktu, and encountered drug cartel henchmen and police on the take in our field research. We’d long since accepted that our work came with risks, and travel did, too. That was the fun part.


Tom, in particular, had a deep interest in ancient Egyptian history, art, and culture. He had wanted to do this trip so badly for so long, and we’d had to scuttle plans before. So our excitement at finally getting to go eclipsed any other considerations. But after the attacks on Sharm El Sheikh and Paris, even well-traveled friends had raised their eyebrows when we told them we were passing up their invitations of Thanksgiving dinner for the pyramids. My parents, who had flown in from Toronto to house-sit, were a tad more outspoken.


“Bad things come in threes,” my mother cautioned, as she finished chopping a fennel bulb for our dinner salad, paused to play Candy Crush Saga on her iPad, then resumed chef’s duty. “Hope number three doesn’t happen in Egypt,” she said ominously, motioning with the point of her knife to the CNN footage of the Paris attacks.


Spontaneity had always been a common denominator for us in our travels, and we liked to meet nature on its own terms. Eleven years earlier, Tom had proposed to me as we walked along the beach in Del Mar during the bioluminescent tide, when a particular species of phytoplankton glows blue-green as it’s roughed up in the surf. The shimmering ripple kissed the beach and made our footprints glow, a nice romantic touch. The thing is, this kind of bioluminescence is also a marker, a warning of sorts, of the marine plankton that lurks invisibly below it, causing a toxic algae bloom known as the red tide. That pretty much summed up our life view as a couple: bask in the glow, and deal with what lurks below when the time comes. Work hard, play hard.


We were married later that year by our children in an offbeat civil ceremony at a beach house in Hawaii. At the time, Tom’s daughters, Carly and Frances, were twenty-one and seventeen, respectively. My son Cameron was twelve. I bought leis, grass skirts, and coconut shell bra tops for the girls. When Cameron pouted that he didn’t have a wedding outfit, I bought him a set, too. Back then, he’d sulked about his dad and me divorcing, and he seemed noncommittal about my plans to marry again. Thankfully, when we overheard his side of a phone conversation with a schoolmate, he’d said, “Yeah, I am going to have two sisters, but they’re cool; one even has dreadlocks!” Carly, who had yet to shear her shoulder-length dreadlocks, had become a mail-order minister through the Universal Life Church. When I teased her about it, I learned that Tom had been similarly ordained decades before in one of his repeated attempts to dodge the Vietnam War. As Carly presided over our wedding ceremony with Cameron and Frances standing solemnly on either side of us, hands clasped and grass skirts swaying, Tom and I clinked Champagne glasses. For a couple who, as individuals, had grown from humble origins and through hard times in a number of other ways, we felt we’d led a charmed life ever since.


That night, as we finished packing to leave for Egypt in the morning, I set out keys to the house and car; directions for tending the cat, the garden, the bird feeders, and the worm composter; and instructions to the remote controls for the TV. Then I did something I had never done before. At the last minute, I penned a single page of notes that began with the words “In the event of our death…” Tom rolled his eyes skyward, but he scribbled his signature on the bottom beside mine. I read it again once through and placed it neatly on the kitchen island alongside the car keys.
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Taking the advice of friends, we’d found a respected Egyptologist to be our guide, trading our improvisational habit for a more intentional learning experience. An uneventful flight left us eager to start the day’s itinerary when we met Khalid the next morning. A lithe, petite man who looked to be around forty, Khalid wore khakis, a button-down plaid shirt, and worn but very well polished shoes. He approached us with an outstretched hand and a warm smile to welcome us to Cairo. Khalid had been a guide for several documentary crews and scholarly expeditions, and he would be ours for the next week through an ambitious itinerary of pyramids, temples, tombs, and other ancient sites.


Each morning Khalid picked us up and, as we drove into the desert or hiked through ruins, spoon-fed us a condensed version of thousands of years of Egyptology, archeology, and mythology. In his stories, he wove together tales of the kings and pharaohs, their tombs, and the pyramids in a lively narrative that merged bricks and mortar with ancient mysticism. So it was that each day we were immersed in a realm where the grand and ancient architecture and liturgy of death came alive for us, from mummies frozen in time to the fantastical hieroglyphics that told their tales—the graphic novels of their time.


On what was Thanksgiving Day back home, we toured several ancient ruins within a few hours from Cairo, Egypt’s modern-day capital and vibrant metropolis home to more than seven million people. Virtually all of these sites were what Egyptologists call a necropolis. In other words, mass burial graves.


Inside one museum, Khalid showed us hieroglyphics painted on a sarcophagus that outlined the process of mummification. They included multiple depictions of Anubis, who had the body of a man and the head of a jackal. Anubis was the Egyptian god of the dead, responsible for presiding over embalming and mummifying bodies, ushering souls to the afterlife, and protecting their graves from robbers and demons. Also depicted were intricate, oddly shaped tools for the task of preparing bodies for the next realm. Tom shuddered at the sight of them, never one for gruesome clinical detail, even when it’s five thousand years old. I found them fascinating.


“What’s that one for?” I asked Khalid, pointing to a strange little hook that a thousand-year-old dentist might wield to pull an errant tooth. Khalid looked up at us with a hint of a grin.


“That one’s for removing people’s brains,” he replied. “Through their nose. To preserve the skull. Without a preserved body, the ancient Egyptians believed there would be no home for the soul in the afterlife, and its ghost would be forced to haunt its family members.”


If the ancient Egyptians seemed to have been overly preoccupied with death and funeral preparation, it was because they believed the spirit faced a perilous journey to reach the afterlife and settle in for eternity. I could appreciate their desire for a smooth journey and their abundance of caution to ensure it. Tom might scoff at my thorough notes for house sitters, but as an evolutionary biologist he had to appreciate that it’s only human.


About an hour south of Cairo, we made our way to the royal desert necropolis of Dahshur and the Red Pyramid, the largest of three pyramids neighboring a military base. Because of its proximity to the base, the pyramid had been closed to tourists for many years, and even now was not always open. But we’d lucked out; it was open today and there was no one else in sight. Khalid said it was possible to crawl inside the tunnels for a close-up view. Ignoring the heat and swirling red dust, Tom and I raced to see who would be first to explore the pyramid. To reach the entrance we first had to climb several steep staircases that zigzagged up the face of the pyramid to a makeshift door, several hundred feet above the ground. Tom is nineteen years my senior, but you wouldn’t know that from looking at him. Tall, with broad shoulders and a natural athleticism, he’d always been fit—a diehard surfer undaunted by the risk of “going over the falls” in “wave architecture” with dubious descriptors like “gnarly” and “walled up.” From lanky youth to a sturdier middle age, Tom was always among the first to get into the water when storms or wild waves made retreat a reasonable option. He rarely considered retreat a reasonable option, period.


Using his long legs now to his advantage, Tom took the stairs two at a time and, despite having added a bit more heft to “sturdy” in recent years, was first to reach the small platform at the pyramid door. He gloated over me when I arrived a few minutes later, huffing and puffing. A lone watchman, an aging militiaman in worn army fatigues, crouched by the low entrance door, observing our arrival with cool interest. His head wrapped in a turban, with one hand he absently stroked his long white beard. In the other he clutched a battered AK-47, which lay lazily across his lap. I peered past him. Khalid hadn’t exaggerated when he’d said you can crawl inside. More precisely, you had to crawl to get inside. I took a deep breath, lowered my head, and stepped down the first few rungs, but that was enough. I scrambled up, and Tom gave a smug smile as he started a backward crawl downward into the pyramid.


“Do not breathe the air!” the watchman called down to Tom. Local lore had it that noxious gases lingered in the chambers. Tom scoffed. Poisonous gases? It sounded like a line fed to gullible tourists.


“Famous last words,” Tom hollered back. He quickly disappeared from view into the bowels of the Red Pyramid, the top of his silver-haired head no longer visible. I swallowed hard, and tried to shake a growing feeling of dread. Despite the heat, I shivered. The guard’s leering presence made me uncomfortable. I turned to face the desert, scanning the dunes for Khalid. He was a black dot on the horizon. I bellowed down the chute at Tom. “Hurry up!”


Tom finally emerged, panting, covered with sweat and red dust, his face a little ashen. I handed him a bottle of water from my pack.


“Let’s get out of here,” I said, tugging his shirtsleeve. Another tomb awaited.


A short drive from Dahshur was Saqqara, the main necropolis for the ancient Egyptian capital of Memphis and onward for over three thousand years, well into the Roman Empire. Tom was still looking a little bushed from our last hike when we arrived at the Step Pyramid. He wandered out among the alabaster benches that lined a catacomb of tombs, closed his eyes, and took a deep breath. I could see that his brow was now coated in sweat and he was breathing more heavily, as if we were climbing a mountain.


“You okay?”


He waved off my concern.


“There’s just something about this place,” he murmured absently. “It’s strangely familiar.” We both knew he had never been to Egypt before, and Tom was skeptical about reincarnation.


“Maybe just creepy,” I said.


Khalid caught up with us and resumed his informative lecture as we walked through the ruins of the necropolis; below us were the catacombs, the subterranean crypts, with mummies and the king’s chambers. During the king’s rule, no effort was spared to keep his larder and spirit stoked, to protect his ka, or his energy, his inner power. If his ka weakened, Khalid explained, he could be deposed by enemies. Saqqara had also been an important destination for Egyptian pilgrims who belonged to several different sects. Recent excavation had uncovered almost eight million animal mummies, including dogs, cats, baboons, falcons, and ibis.


A glimmer of interest broke the pall on Tom’s face.


“Hey, Dr. Doolittle,” I quipped, using one of my favorite nicknames for him. “Maybe you wrapped animal mummies in another life.”
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From the time Tom was young, he’d shown a special affinity for animals. He considered this a natural inheritance from his great-grandfather, who was supposedly Cherokee. In Tom, it developed into a passionate vocation, and later a scholarly one, as he first pursued research and training as a primatologist, publishing studies on the psychology and memory of lowland gorillas. Later, he became an ornithologist, studying how the dialects of white-crowned sparrows had evolved differently from one part of San Francisco to another, publishing his dissertation paper in one of the world’s top journals, Science. He liked to tell people that he later worked his way down the evolutionary ladder to study humans. When we went on our usual walk at the local lagoon, Tom was more likely to say hello to other people’s dogs than their owners.


Eventually his career evolved to focus on long-form history—the evolutionary origins of behavior. He took the very, very long view of the natural world and how we—and all creatures great and small—evolve to adapt to a changing environment. Or perish. It’s our ability to adapt in response to the stressors around us that helps us cope and survive. With that long view as his preferred one, Tom considered the world not in terms of days, months, or even years, but in millennia. He’d point to the topknot of some obscure bird species in Africa relative to a comparable one in Asia, musing aloud how they reflected “convergent evolution,” the way different species develop analogous traits as they adapt to similar environments. Rather than feel sorry for himself if he got the flu or even when he was infected with a voracious parasite he picked up in the Colombian rainforest, he’d marvel at the biological brilliance that enables an organism to outwit challenges to its survival, and the adaptive value of surviving it. He was annoyingly quick to remind me of the evolutionary bright side: “What doesn’t kill you, actually does make you stronger.”
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That afternoon at Saqqara, Tom was evolving right before my eyes. Within seconds, he seemed a thousand years older, his face pale and drawn. His ka was definitely weak. Even so, he remained intent on exploring the underworld of the ancient necropolis. Khalid and I had to tear him away.


“Just the heat,” he said. By morning he seemed rested and ready to go again. We forged ahead by car, camel, and air and on foot, with Khalid in the lead, to see the temples of Ramesses II and Nefertari, and the Aswan Dam. Finally, we boarded the MS Mayfair, a cruise ship that would take us to Luxor for the grand finale: the Valley of the Kings. The ship accommodated 155 people and ordinarily would have been fully booked this time of year. But the recent terrorist scares and drop in tourism had left it eerily vacant. We didn’t mind. We’d looked forward to some special downtime together, and an empty cruise ship certainly promised that.


As we’d learned from Khalid, Egyptian mythology held that at the end of each day, Ra, the sun god, descended into the underworld on his solar boat, where he encountered demons and gods who opposed him, such as Apep, often called Apophys, the god of chaos. Apophys would partially swallow Ra, leading to the setting of the sun each night, and would spit him back out at dawn. We’d had it easier, returning to our cozy accommodations each evening and updating our friends and family on Facebook before calling it quits.


When our ship anchored in Luxor the next day, there were several other ships but not enough docks. Our crew tied the Mayfair to a ship that had already moored, which in turn had tied itself to another, and so on. Hand in hand, Tom and I traversed three ships to get to shore so that Khalid could take us to visit the Luxor and Karnak temples. We returned to the ship at dusk for a romantic dinner on the top deck under the stars—a towering platter of seafood paella and a bottle of wine that I had saved for the occasion. In the days and weeks ahead, I would come to refer to our feast under the night sky as the Last Supper.
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THE LAST SUPPER


November 28, 2015


We hadn’t planned on having the ship to ourselves, nor could we have known the evening would be so spectacularly beautiful on that upper deck, under the blanket of stars and the warm, velvet breeze. But we had planned on a special dinner, and I’d packed the special bottle of Chardonnay from home and asked the ship’s chef if they could chill it to go with our meal. We were celebrating the last night of this dream vacation, after all. Plus, it was the anniversary of our first date fourteen years before, and, as is my habit, I rarely left anything to chance. Organization, focus, and follow-through are the Day-Glo genes in my DNA. Tom was an amused but graceful beneficiary. If his “never retreat” ethos was a signature trait, then mine was “never give up.” It had steeled me through a childhood as a brainy, bullied kid, and earned me the nickname Pit Bull in my early academic career.


Tom sometimes chafed at my dogged persistence and attention to detail over things that he might have preferred to put off for another day. But he also mused, affectionately at times like this, how the forces of nature and nurture that were so different for each of us could have forged the likes of us as a couple. Tom had grown up something of an Oliver Twist in 1950s Southern California. I’d grown up in the seventies white-bread middle-class Toronto suburb of Scarborough, with two sisters and a mother and father who provided for us in all the ordinary ways a kid can take for granted. Our job was to study hard and get good grades.


My dad was a high school science teacher who later took on mentoring gifted kids, and I guess he’d practiced on me from the start. I was the nerdy girl who took even that a step beyond the norm. Today I’d be described as a little “on the spectrum”—a euphemism for Asperger’s syndrome, though I’ve never had a formal diagnosis. With a high-octane brain for academics but low-res skills for connecting with kids my own age, I was forever on the fringes socially, but had a couple of girlfriends who shared similar interests. Meanwhile, my dad tutored me painstakingly in physics and math, showing me techniques for testing a hypothesis to determine the “knowns” from the “unknowns”—the analytical heart of scientific enquiry. I was required to study two hours after dinner, and my sisters and I were only allowed one hour of TV per week. When I told my dad that I’d decided I wanted to be a scientist, he thought it was because I was trying to follow in his footsteps, but the truth was I wanted to prove to myself that I could do something really challenging. Once I discovered a passion for problem-solving science puzzles, I’d found my path.


Tom had the same drive to tackle knotty research problems, although we’d each traveled markedly different paths in our pursuit. My trajectory was very linear. I’d gone right into college and then grad school, became a postdoc, and then faculty. Tom’s path was a little more circuitous in that he’d embarked on his postdoc work and then worked as a high school teacher for three years before returning to academia full time after he obtained research grants. Our paths would eventually intersect, but even before then our research on the frontier of the HIV/AIDS epidemic slowly brought us into the same orbit of academic publishing and international conferences.


By then, Tom had already turned his attention to humans rather than animals and fish; his focus was on stress research. He’d started off studying elderly people and what made them vulnerable to illness, which led him to the study of psychoneuroimmunology—the effects of the mind and brain on health and the immune system. When the HIV epidemic hit, he was riveted by the potential to study the far-reaching implications of stress on the immune system, and a person’s vulnerability and resilience in the context of this disease. He became fascinated that some people progressed to AIDS and others didn’t, and he wondered why—this was one research question we had both studied. He was awarded a grant to study the impact of stress on HIV disease progression, which led him to study risk behaviors that made people vulnerable to infection. He was one of the first people in the field to develop a risk-reduction program for people who were already HIV-positive—recognizing that people needed skills to help prevent them from passing the infection on to others.


Each on our own path for the previous twenty years, we had been following the same north star in our research, mapping the constellation of behavioral risk factors driving HIV infection. When we finally met face-to-face in 2001, it was at a boring grant review panel. Tom was developing risk-reduction programs for methamphetamine users and had just started working in Mexico with sex workers. I had just returned from Pakistan, where I was studying the impact of the post-9/11 war in Afghanistan on the risk of acquiring HIV among people who inject drugs. We often joked that of all the most dry, unromantic, and unlikely places to discover the love of your life—personal chemistry ablaze—this scientific committee meeting would have topped the list.


It would be years later, long after we were married, that we realized we’d actually first “met”—eyes only—across a crowded room at a conference in 1997 in Flagstaff, Arizona, where I’d presented my most recent research findings. It was a riot because, chatting one day about a new study that had just come out, I referred to something about that conference talk, and Tom said, “Wait I minute, I was there, too! Were you wearing a yellow suit?!”


I had to stop and think. I’d worn a crisp, tailored yellow suit and stiletto heels, remarkably more attentive to looking polished and “grown up” at that young age than I would become in later years. And now I remembered the lumberjack in the back row.


“Yes! Were you in the back row wearing a red plaid shirt?”


“Yup, but you walked right past me,” Tom said, feigning insult.


“Yeah, I wasn’t ready for you back then,” I said, laughing.


“Neither was I,” he quipped. And we were right.


A few years later when we were dating, we were visiting Chicago, having dinner in the Signature Room on the ninety-fifth floor of the John Hancock Center. We had just ordered and were looking out the window at the view, when BAM! Out of nowhere, a peregrine falcon plunged down onto a pigeon, and feathers went flying. We both blurted out, “Did you see that?!” And then looked around. No one else had. Just us. We proceeded to compare birding notes. Tom, who had spent years crawling around Twin Peaks in San Francisco looking for the nests of the white-crowned sparrow for his dissertation, immediately speculated that the peregrine had a nest around there somewhere. I could tell he was itching to peer out the glass to see if he could find it. That’s when I knew I was in love. Now, at home, a pair of peregrines lived nearby and regularly rocketed through the canyon behind our backyard.


Toasting the luck of cosmic timing and life’s mysterious ways, we turned to the chef’s stunning seafood feast, the wine, the Champagne, and the silken flan. Even I had to admit that it couldn’t have been a more perfect anniversary dinner if I’d planned it all myself. By the time we trundled back to our cabin, we were relaxed, romantic, and looking forward to the next day’s grand finale, the tour of the Valley of the Kings, and our flight home.
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I felt the bed shake and looked up to see Tom throw the covers back and dash for the bathroom. I squinted at my phone to see the time: midnight. Tom barely made it to the tiny toilet in our cabin, where he vomited every last morsel. Or so it seemed, but his misery continued. He had terrible stomach pains and made countless repeat trips to the loo that night. Neither of us slept. When Khalid appeared in the morning at our door, Tom was doubled over in the bathroom praying to the porcelain god. Khalid urged us to call a doctor, but Tom was dead set against it, and I didn’t push. Maybe he’d simply gotten a bad mussel and needed to ride out a bout of food poisoning. We were old hands at that.


Tom made feeble attempts at humor. “Did I inhale too much of the poisonous gases in the Red Pyramid the other day?” If he could laugh, I took that as a good sign.


“I just told everyone on Facebook that at this rate, you’re going to see the Valley of the Kings feet first in your own tomb,” I joked. Tom didn’t laugh this time. He moaned, through clenched teeth.


“Just get us home now.”


Home? That seemed a bit extreme. We’d run into things like this before in our travels. Delhi belly, we called it—our name for traveler’s diarrhea or stomach upsets from unfamiliar microbes in local food and water. We routinely packed Cipro, an antibiotic, like some people pack toothpaste. And where was my guy who typically pooh-poohed physical discomfort, braved the worst waves, and didn’t consider retreat a reasonable option? I was less sympathetic than I might have been. I contemplated calling a doctor or finding an emergency clinic in town where they’d check him out, give him a prescription, and in twenty-four hours he’d be good.


“Don’t call a doctor,” Tom snapped, reading my mind. “And whatever you do, don’t take me to a hospital. I won’t go.”


Tom had a history of avoiding doctors. His hardscrabble childhood had trained him for stoicism. His dad, a decorated World War II Navy veteran turned motorcycle cop, kept the life lessons simple: whatever happens, you tough it out. Once, when Tom was a teenager, his surfboard boomeranged back and hit him square in the face, breaking teeth and bone. When he returned home and showed his dad the blood gushing from his mouth, his dad shrugged, pried the gash open, and poured in mercurochrome, that god-awful, glow-in-the-dark concoction that parents favored as a cure-all antiseptic back then. When Tom went to the dentist months later, the dentist rocked back on his heels, gave an amazed whistle, and asked Tom how long ago he had broken his jaw and why he didn’t have it properly set. I’d been raised to take care of myself, too, but with parents who had a more conventional relationship with modern medicine.


Tom and I agreed on almost everything, but when we didn’t agree, we locked horns. Neither of us knew how to give in. I was determined that now would not be one of those times. But Tom was sick, and I was not. He wasn’t thinking clearly, so I had to. He tended to trust me on the medical side of things, since my degree in epidemiology was a branch of public health. But having a PhD without an MD meant that sometimes I knew just enough about medicine to get me into trouble.
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DISEASE DETECTIVES


Epidemiologists study the big picture: patterns of disease, how they spread, and how to stop them, whether through biomedical means or changing people’s risky behaviors. My mother often described what I do for a living by saying, “You know when they say that some disease is spreading or an epidemic is on the way? Well, my daughter is one of the ‘theys.’”


Not that I’d started out to be one of them. I’d been an undergraduate major in microbiology at the University of Toronto when Rock Hudson died in 1985 of a mysterious illness that was first referred to as “gay-related immunodeficiency”—or GRID. My professor, Stan Read, was an early leader in the field and I learned the hallmark signs of the infection—night sweats, swollen glands, and flu-like symptoms, sometimes accompanied by other infections typically seen in people whose immune systems were suppressed. The first cluster of cases of what is now called acquired immunodeficiency syndrome (AIDS) had emerged in 1981 in gay men, capturing the attention of epidemiologists at the US Centers for Disease Control (CDC), who conducted a series of outbreak investigations. As further research in North America and Europe found that hemophiliacs and injection drug users were also succumbing, it was an inspiring time to become a disease detective. Within a few years, a diagnostic test was developed based on antibodies directed against the causative virus, human immunodeficiency virus (HIV), and I’d found my calling, or so I thought.


But a few summer internships fumbling under the flow hood had convinced me that day-to-day lab work was not my forte. Then a graduate teaching assistant suggested that because of my preference for working with people rather than Petri plates, epidemiology might be a perfect fit: all the intrinsic beauty of biology, but instead of being about populations of cells, it was about populations of people. Epidemiology was the big-picture, bird’s-eye lens needed to develop strategic action to help people. When the first HIV cases appeared in my hometown of Toronto, I was moved by the drama unfolding before my eyes. I obtained my master’s degree and started my PhD. I was to become one of the few HIV epidemiologists in Canada at the time. Eager to help while still a grad student, I was one of the first group of volunteers at Casey House, which started out as one of the earliest dedicated AIDS hospices in North America. There I watched a growing number of people who had become my friends die painful, lonely deaths. In the early nineties, my doctoral supervisor, Dr. Randy Coates, and then my best friend, Michael, both of whom were stricken with HIV, died within a year of each other from opportunistic infections that they would have been able to beat if their immune systems hadn’t been annihilated. I was devastated. And that was it: I became committed to studying this pandemic and finding ways to stop it. That was the first time my personal life and my professional life had collided, but it wouldn’t be the last.


During that same period, I learned how, even as scientists, our intuitions can help us. When I was working on my master’s degree, I’d worked part-time as a research interviewer for an HIV study on people who inject drugs and sell sex. The participants with the highest-risk behaviors often confided that they had been victims of child sexual abuse, even though that wasn’t an interview question. I told the principal investigator about it, but at that point she couldn’t change the study questionnaire, which meant that we couldn’t study it. But I never forgot about those stories. Years later, when I was directing studies of people who inject drugs and young gay men in Vancouver, I included questions on childhood sexual abuse and discovered that it was strongly predictive of HIV risk behaviors in both populations. My finding became part of a budding body of research that showed that social determinants—including the driving forces in our economics, politics, and laws—helped explain the marginalization and stigma in these key populations, increasing their vulnerability to HIV. I received a Young Investigators Award at the 1996 International AIDS Conference for that research, and that early insight inspired my career path to shift away from a focus on individual behavior change to change the conditions that put people at risk in the first place. Beyond that recognition was the power of the lesson I’d learned as a young scientist and practiced ever since: listen to your intuitive hunches, don’t let the unknowns limit your search, and approach all possibilities with an open mind and rigorous research.


At the moment, my intuitive antenna wasn’t picking up much from the bathroom, where Tom hunched in pain. Then the Red Pyramid guard’s ominous warning about the “poisonous gases” in the tomb echoed in my mind. Until the end of the nineteenth century, most people, including scientists and physicians, embraced miasma theory, the belief that “bad air” was the cause of diseases we now know to be caused by bacteria, like bubonic plague, cholera, and syphilis. Their opponents who supported germ theory were outnumbered and sometimes even outcast. That is, until John Snow, a medical doctor who would later be known as the father of epidemiology, conducted his famous investigation into the London cholera epidemic. That story had drawn me to the field of epidemiology and was later the subject of one of my favorite books, The Ghost Map, which laid out his meticulous detective work.


After studying the first cholera pandemics that occurred earlier in the nineteenth century, Snow observed that they tended to follow trade and military routes. He hypothesized that those afflicted might have been exposed to water that was contaminated with some sort of microorganism. But his 1849 article on the subject was criticized because he had no proof. With the London outbreak, he got his chance. London had burgeoned into a megacity without a sewer system for handling the tons of excrement generated from two million people and their animals. The city’s poop was collected by so-called night soil men, who carted it off to cesspools in the boonies that stank to high heaven. The public health commissioner, a fervent believer in the miasma theory, was intent on creating a sanitation system to rid the city of its smelly cesspools, which now numbered about three hundred thousand. There was one problem. He was focused on cleaning the air, not the water. His solution was to eliminate the cesspools and dump the masses of poop into the Thames River, which turned it into a polluted mess that inadvertently contributed to cholera outbreaks that would kill thousands.


The 1854 outbreak began quietly but ferociously in London’s Soho district, which was one of the city’s poorest. Within days, hundreds then thousands of people were overcome with terrible stomach pains, explosive greenish diarrhea, and extreme dehydration that more often than not quickly led to their deaths. John Snow, who lived in a neighboring district, took it upon himself to investigate, putting himself at considerable risk due to the neighborhood’s high crime rate, in addition to the risk of acquiring the infection himself.


Suspecting that a water source was the culprit, he sampled water from the closest pump on Broad Street to inspect under a light microscope. But microscopy at that time fell short of what Snow needed to find conclusive evidence. The offending bacterium, Vibrio cholerae, was actually isolated that same year by Italian scientist Filippo Pacini, but it would take decades before its significance was recognized. Meanwhile, the cause of the Soho cholera outbreak remained elusive until Snow literally took a broader view. He knocked on doors to survey people about where they drew their water, tracked which pumps were linked to the city’s sewer system, and then which of those drew water from the Thames. Comparing his data and death statistics from adjacent neighborhoods, he showed that cholera death rates differed dramatically based on their water source. With that evidence, he convinced the Board of Health that the Broad Street pump was the point source of the outbreak. In a symbolic gesture that would become a critical moment in medical history, the Broad Street pump handle was removed, ushering in a new era in which the miasma theory was eventually abandoned in favor of germ theory. The field of epidemiology was born.
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Whether you’re tracking the cause of cholera, HIV, or some other outbreak of disease, the big breakthroughs often come from simple, dogged detective work—what a professor friend once called “gumshoe epidemiology.” In the middle of the night, in bed on a cruise ship overlooking the Nile, simple was the only kind of microbial detective work possible. My undergrad years in microbiology gave me a place to start.


First, I considered what we had eaten: fish, clams, prawns, and mussels. Shellfish are often contaminated with fecal coliforms, which are bacteria found in human and animal poop. So we could be looking at a virulent strain of Escherichia coli or any number of Shigella, Salmonella, or Vibrio species. On my smartphone, I googled a few of the more exotic bugs and added Listeria and Clostridium.


Next, I did a simple calculation to take into account that bacteria have different incubation periods depending on the time of exposure. When had we eaten relative to Tom’s first onset of symptoms? It was past midnight now, which meant about five hours since dinner. But the culprit in food poisoning may be something you ate anywhere from an hour to two weeks or more before, depending on the organism. I googled the CDC website that tabulated incubation periods for foodborne pathogens. Scanning the list, I excluded some bugs with longer periods, like Campylobacter jejuni and Vibrio cholerae, but that still left a slew of nasties.


Tom crawled out of the bathroom, but before he could even get to the bed to rest, he turned in his tracks and stumbled back, retching.


Although I couldn’t diagnose what he had, I jumped out of bed and rummaged through our suitcase for that don’t-leave-home-without-it Cipro. It was usually a universal lifesaver, clearing up most cases of vomiting or the trots within hours. The problem was, Tom couldn’t keep anything down. Not dinner. Not the mild broth that the ship’s chef had sent, not hot tea, not even a sip of water. I watched as our only dose of Cipro was flushed down the toilet. An assortment of small dishes and cups, their contents untouched, sat like sacred offerings on the bedside table.


Could Tom have acquired a viral or parasitic infection from what we ate? We had both been vaccinated against hepatitis A, so I crossed that one off the list. Most parasitic infections would have taken longer to make him sick, so I discounted them too, at least for now. Of the possible viruses, norovirus came to mind, since it causes stomach pain and vomiting, and was the cause of most outbreaks of foodborne illnesses on cruise ships. But we were the only passengers on the ship, and neither Khalid, myself, nor any of the crew were sick.


Tom had such a cavalier attitude about food and drink on our travels that he might have picked something up anywhere in the past few days. He was no stranger to dysentery, having pushed through some pretty impressive bouts of it, so I confess I’d become a bit jaded to even that prospect. He liked to boast of the time in his younger adventuring days when he and a friend had gone off-road camping the length of Baja California, a thousand miles with no paved roads. After an initial bout of Montezuma’s revenge, he figured he’d bested any bugs in the water and it wouldn’t hurt to drink the water anywhere they found it. His dysentery landed him in the hospital, where the doctors identified four different pathogens. That was the bad news, but the good news was that he’d lived to tell the tale, as always. The chorus in my head was always: By this time tomorrow, he’ll be laughing at me for being a worrywart.


Dawn came, and with it my hope that this would resolve itself. But things didn’t get better. Tom still couldn’t keep anything down and was growing weaker and more dehydrated by the hour.
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FIRST RESPONDERS


I didn’t want to flat-out overrule Tom on calling a doctor—even in this state he would be furious. So I did the next best thing. I texted our friend and colleague, Dr. Robert “Chip” Schooley, chief of infectious diseases back home at our institution, UC San Diego. Chip and I were both division chiefs and saw each other frequently for work purposes—sometimes socially, too, so he and Tom were well acquainted. They shared a mutually wry sense of humor, and enjoyed swapping stories from their travels. As a physician and a scientist, Chip was laser sharp and serious—qualities that distinguished him as an international leader in the field of infectious disease. At the same time, he possessed a natural warmth and wit.


Chip had come to our rescue once before, after Tom and I contracted a strange skin infection on another Thanksgiving trip we took in 2008 to Goa, in western India. By the time we arrived home, both of us had several boils on our arms and legs that started out looking like giant zits before turning into big balls of pus, throbbing and pulsing with a life of their own. None of them responded to antibiotic cream, and I immediately became alarmed.


“I bet this is MRSA,” I’d told Tom. “If it is, we need to see a doctor ASAP.” Tom scoffed at me.


“Isn’t that just a type of Staph?” he’d replied as he peered at the greenish boil on his forearm. “Can’t you get a stronger ointment?”


MRSA is a form of Staph, all right, but it’s resistant to the antibiotic that used to be used to treat it: methicillin. Which is why it’s called MRSA—methicillin resistant Staphylococcus aureus. It was the first of the antibiotic-resistant “superbugs” identified in the UK in the early 1960s, and since then it had quickly spread worldwide. It was a good bet that we’d gotten it when we took that swim in the Arabian Sea. In retrospect, we’d noted, no one else had been swimming, which should have been a tip-off.


The hotel in Goa was adjacent to a large slum, and in the distance, we could see several large oil tankers that had probably been emptying their bilges into the ocean. We hadn’t given it much thought at the time. It’s the ocean, right? A habitat for thriving thousands of species of sea creatures, flora and fauna. Who knew that there are 100 million times as many bacteria in the oceans as there are stars in the universe? I should have known that sea water is often contaminated with some of the gnarliest bacteria around.


MRSA had been all over the news at the time, due to a few high-profile cases that implicated this and other antibiotic-resistant bacteria in flesh-eating disease; some people died or had limbs amputated. Tom thought I was being histrionic, but with the Thanksgiving holiday around the corner, I convinced him that I should contact Chip for advice, and he had paid us a house call that afternoon. Chip looked a bit like an aging Alfred E. Neuman, the cover boy of Mad magazine, sans the protruding ears but with a generally jovial expression that put you at ease. I hadn’t often seen him without his lab coat. Chip had just returned from a trip to Mozambique, where he had established a new medical education program, and that day he was in shorts and a T-shirt, and his freckled face took on the sheen of burnished copper.


He reached into his pocket to pull on some gloves while I pulled up the hem of my dress to show him the boil on my leg.


“Whoa, that’s MRSA all right,” Chip chortled. “I don’t need to come any closer. Of course, to properly diagnose it, we would need to culture it. But that would take a few days, and you need some antibiotics right away. I’m betting this dip you took in the Arabian Sea gave you a superbug souvenir. The good news is that MRSA from natural environments like this is usually still sensitive to oral antibiotics. The trickier ones to treat are strains of MRSA and other multi-drug-resistant bacteria that are acquired in hospitals, because they’ve grown in what amounts to a hothouse for developing antibiotic resistance.”


We were lucky. After two weeks of oral antibiotics, our boils dried up, although we missed Thanksgiving dinner that year because we didn’t want to pass on our infection to anyone else. Within six months, our immune systems cleared the bug and we had forgotten all about it. Except when we went to the dentist, where I routinely reminded the hygienist that we had been MRSA carriers; it was a sure-fire way to avoid a deep clean.
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Fast-forward seven years, and Chip was playing first responder once again. He was en route to his project in Mozambique again and the cell phone reception wasn’t great, but I got the gist from our brief conversation: call a doctor. He thought my gumshoe detective work that pointed at food poisoning sounded reasonable, but at the very least, Tom would need IV fluids. Against Tom’s continued protests, I happily blamed Chip and asked Khalid to summon a doctor to the ship.


Dr. Busiri arrived within an hour in the early afternoon carrying a classic black leather medical bag and wearing a pristine white doctor’s coat over a dark green button-down shirt tucked into pressed dress pants. He was tall, thin, and clean-shaven, with an air of efficiency. He’d had to make his way across the three docked ships and up a narrow three-level winding staircase to reach our room, but he didn’t complain. He shook my hand and smiled warmly, then turned to Tom, who was pale and sweating in the bed. He took Tom’s vitals calmly and quickly—temperature, heart rate, blood pressure—then pulled out a notepad and began to ask questions about Tom’s medical history.


History of heart problems? Diabetes? No heart issues, and although Tom had borderline diabetes, nothing would suggest a tie-in with this gut attack.


“He needs IV fluid,” Dr. Busiri concluded, removing the stethoscope from his ears, and reaching for a collapsible IV pole he had brought along. “I suspect food poisoning, so I will prescribe some gentamycin. That always works.” He tied a rubber tourniquet around Tom’s arm, flicked a syringe to expel any air bubbles, and swabbed the vein inside the crook of Tom’s elbow. Tom winced as Dr. Busiri inserted the needle. “The fluid will make him feel much better,” Dr. Busiri said as he attached the IV bag to the pole. “I expect him to be up and around before dinnertime.”


I sighed with relief. Dr. Busiri stayed nearly an hour, until the last drip of saline and antibiotics had drained into Tom’s arm. “If he is not better, call me,” he said, as I walked him to the door, paid him, and thanked him again.


Tom slept a few hours, and at dinnertime I tried to rouse him. He groaned and waved me off, wanting to sleep.


“Aren’t you feeling any better at all?” I asked him. He shook his head no. I tried to coax him to drink some soup, but he wouldn’t eat anything.


His stomach was a distended balloon. Over the next few hours, he continued to vomit. He hadn’t eaten in nearly twenty-four hours, and this nonstop barfing seemed humanly impossible.


“My back is killing me,” he whispered.


“Your back?” That was surprising—definitely not a symptom related to food poisoning. Was the bed bothering him from lying in it so long, or was this something else? Tom grimaced.


“Yeah, the pain, it’s—it’s like a band radiating from my stomach around to my back.”


That rang a bell but I couldn’t remember where I’d heard it. Later, when I closed my eyes and tried to doze, it came to me. A few months earlier, one of our cats, Madame Curie, went off her food and started vomiting. After a few days, when I picked her up to put her in her cat kennel to take her to the vet, she wailed when I touched her stomach and her back. The vet’s initial diagnosis was pancreatitis, inflammation of the pancreas, although she could not pinpoint the cause. Poor little Curie died a few days later. Granted, a cat’s anatomy was a far cry from a human’s, but maybe Tom didn’t have food poisoning. Could he have pancreatitis? I did what anyone else would do in my shoes. I googled it. Within seconds, my cell phone lit up in the dark and listed the symptoms: vomiting, stomach pain, back pain. Shit.


I texted Chip again.


Got a min? Tom is worse & now has back pain. Could this be pancreatitis?


Chip texted me back within five minutes and asked me to call him. After I brought him up to speed, his tone was no longer jovial.


“It could indeed be pancreatitis, or it could be a twisted bowel—the other possibilities are worse. Get him to a hospital. Make sure they take you to wherever the expats and tourists go. And Steffanie—call now. Stat.”


Shaken, I hung up to tell Tom he’d been overruled. He needed to get to a hospital, and there was no way I’d be able to get him down that spiral staircase, across those docked ships, and up those sloping steps in the dark to the landing and into a cab for a ride to the local hospital by myself. We needed an ambulance. But there was no calling 911 in Luxor. In fact, the town didn’t even have a hospital. I rang Khalid, who in turn called Dr. Busiri. He insisted on examining Tom again before we did anything further. By the time he arrived, it was eleven thirty p.m. Dr. Busiri took Tom’s vitals and frowned.


“His heart rate remains elevated and his blood pressure is dropping. We need to get him to the clinic immediately,” he said to me, calmly and quietly. “Your husband is going into shock.”


So was I.
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LOST IN TRANSLATION


Luxor, Egypt


November 29–December 3, 2015


Like pallbearers on a frantic midnight mission, the eight men gripped the gurney, Tom strapped to it, as they scrambled across the three ships moored between ours and the dock, then up the ancient stone steps to the loading dock. At the top, the ambulance waited in a glow of yellow flashing lights. A clutch of onlookers stood watching the scene before them, and some peered in after the men hoisted Tom and his stretcher into the back. Khalid had helped carry Tom up, but now darted to his tour company car to meet us at the clinic. I clambered into the ambulance next to Tom and Dr. Busiri.


The roads across town to the clinic were ragged with potholes, and with each jolt, Tom howled in agony.


“Can’t you give him something for the pain?” I asked Dr. Busiri.


“Not until we know what the problem is,” he replied.


Just the assumption that we’d soon have a diagnosis was reassuring in and of itself. By my thinking, once you know what a problem is, you can figure out how to solve it, right?


It was one a.m. when the ambulance pulled up at the clinic. The street was mostly deserted, but it was clearly a major corridor for traffic during the day. Set in a small storefront, the reception area opened up to a series of smaller rooms and an operating theater that was accessed through a swinging set of double doors. I looked around the spartan surroundings with a sense of foreboding. Tom was wheeled into the operating theater on the stretcher, with me and Dr. Busiri close behind. The room was full of empty bed frames, a few of which were equipped with thin mattresses.


Waiting to greet us were the clinic’s gastroenterologist, a radiologist, and a cardiologist, all of whom were bleary eyed, having been called to the clinic for this emergency case involving a tourist. They were all deferential to Dr. Busiri, the medical director of the clinic, which was only one month old. This makeshift space was a temporary treatment center until the full remodeling on the larger facility nearby was complete. Whether the stripped-down look of the place reflected limited resources or its temporary status wasn’t clear.


The staff instantly went to work, taking Tom’s vitals, hooking him up to a cardiac monitor, and drawing blood.


“Why are we in an operating room?” I asked, all the more unnerved by the sound of the fear in my own voice.


“Because this is where our cardiac monitor is,” Dr. Busiri replied sheepishly. It was the only one in the clinic. “But here, he can also be carefully monitored since he is in front of the nurses’ station.” That was more reassuring.


“What tests are you running?”


“We are drawing blood to test for cardiac enzymes,” Dr. Busiri replied. I drew a blank and it must have registered on my face. “To rule out a heart attack,” he explained. “Judging by his size, he is at considerable risk.” He gestured to Tom’s stomach, which was even more distended than it had been just a few hours earlier. The possibility of a heart attack had not even occurred to me; inwardly I started to panic.


“But we will also test for lipase, a pancreatic enzyme that can be diagnostic of pancreatitis. We will have these tests back within the hour.”


Before leaving us, he motioned for the gastroenterologist, who inserted a short, flexible length of clear tubing into Tom’s right nostril.


“What’s that for?” I asked.


“It’s a nasogastric tube. It will prevent him from vomiting further,” Dr. Busiri replied, as his colleague finished the brief procedure, snaking the tube down through Tom’s esophagus to his stomach. Instantly, the tube began to siphon off a dark greenish brown fluid into a clear collection bag that hung by his side.


“Bile,” Dr. Busiri said.


I shuddered at the sight and then saw Tom watching me. He was always the first one to make a joke in the worst of circumstances, and feeling helpless to do anything useful at all, I tried to lighten the moment.


“Hey, honey, just think of the god Anubis trying to suck out your brains through this tube.” Tom’s eyes widened in fear, as if he thought I was serious. With a rising sense of alarm, I realized that he did. He was growing delirious.


Dr. Busiri looked incredulous at my poor attempt at humor and changed the subject.


“You have health insurance, yes?”


I nodded.


“It would be good to call them.”


We had each spent $36 on the university’s travel insurance for this trip. I could only hope it would be enough to get us through whatever lay ahead; we had never needed to use it before. I plugged my cell phone into the wall of the operating room to charge it before making the call, but the outlet didn’t work. I tried another outlet; no juice. I finally found one at the far end of the room, where I needed to prop the phone up so it would stay plugged in.


At UC San Diego, I was a global health expert—a “muckety-muck” as Chip referred to me—but the professional was about to become the personal in this resource-stretched clinic. It was easy to take so much for granted in our medical system and institutions. Now we were in a country where many of the essential resources for a medical setting—resources like reliable access to electricity or some routine meds—were not a given.


An hour passed. Tom drifted in and out of sleep, the phone and internet reception flickered in and out, and my confidence began to waver, too, as I began to grasp the seriousness of the situation and my own limitations of knowledge and experience. Finally, Dr. Busiri burst through the double doors with a triumphant exclamation. “We have the diagnosis!”


Tom’s lipase levels were three times normal, which confirmed acute pancreatitis. He would still need a CT scan to rule out a bowel obstruction, Dr. Busiri explained, but that would have to wait until morning. The only CT clinic was about ten minutes away, and we’d need to wait for a cancellation to fit Tom in.


“In the meantime,” Dr. Busiri said, “get some sleep.”


As he stepped out, a female nurse dressed head-to-toe in traditional garb stepped in and greeted me, in Arabic. The hijab covered her head, framing her face, which heightened the contrast with her dark, charcoaled eyes. With her help, I was able to find a sheet and a pillow for Tom. I rolled up my sweatshirt in a makeshift pillow for myself. I’d be sleeping on a gurney next to Tom’s. His and Hers.


Once Tom was given morphine for his pain, he fell into a deep sleep. I watched him breathe and listened to the steady beeps of the monitors, the squeak and slam of the double doors as the nurses tended to other patients, and the swish of a mop from a young man who kept the clinic looking spotless. The sounds of suffering needed no translation. It would be a long night for us all.


Periodically the nurses stepped in, took Tom’s vitals, and spoke among themselves outside the room. They spoke Arabic only, and I didn’t, so there was nothing I could glean from them about Tom’s condition. The doctors were fluent in English, having mostly been trained in Cairo, but even so, I was discovering that the technical medical terms for what was unfolding were another foreign language. Each round of tests brought a new glossary of terms. Blood tests were done to measure biomarkers, naturally occurring chemicals in the blood, and terms like bilirubin, and LFTs—liver function tests—were a continuing thread in the conversation. Troponin, a cardiac enzyme, was monitored regularly. The biomarker CRP—C-reactive protein—which is a sign of inflammation, was much higher than normal. In this crash course in medicalese, the vocabulary was spelling trouble.
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