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To Raj









This book is based on real events but I have changed anything and everything that might identify any of the people in it (other than my family, who appear as themselves).









When I was twenty-eight I left my job and went to train as a doctor. Amazing! people said, when I told them. Why are you doing that? I couldn’t find a short answer. Sometimes I said, ‘I had a revelation on a beach.’ It was partly true.


I had been working as an editor for a publisher in London. I reorganised sentences and wrote comments in margins. ‘Rephrase?’ I wrote. ‘Is this true?’ In the manuscripts I read, the characters went places and did things. They rarely sat in offices. It was one of the things we editors had identified as lacking in contemporary fiction – realistic portrayals of employment. ‘Why does no one write about work?’ my colleague asked in a meeting one afternoon. The table was covered in coffee cups and the blind was down to stop a sunbeam that came in at certain times of year.


I loved my job. It was miraculous to be paid for reading books. But I was restless. I chewed biros until the plastic split. I skied my office chair from side to side: not all the way round – I wasn’t a child. I went to the kitchen and boiled the kettle when no one wanted tea. I wandered round the office, visiting my colleagues at their desks.


Eventually I asked my boss for a sabbatical: I thought travelling might be a solution for restlessness. I applied for voluntary work and was accepted by a charity that sent people to teach English in Palestinian refugee camps across the Middle East.


The charity placed me in a camp in the south of Lebanon. I lived with two other volunteers in a bedroom in a Palestinian family’s home. We arranged our sleeping mats against three of the walls. We put a fan that we’d bought next to the fourth and adjusted it so it blew on each of us in turn. There was a pause while you waited for your gust. Sometimes I rolled onto the cold tiled floor. When it grew too hard I rolled back onto my mat. Our hosts did not have fans, and our arrival had deprived two sisters of their bedroom. They were now sharing with their grandmother; we could hear them bickering through the wall.


It was a Saturday night about three weeks into the trip. I had spent the morning cutting sixty clock faces out of cardboard in preparation for a lesson about telling the time. The clock faces were ‘resources’, a term we had learnt from one of the professional teachers volunteering alongside us. Resources were essential – the children paid attention to colouring, and lessons stalled without handouts – but I wished they didn’t involve so much stapling. I didn’t come to Lebanon to staple, I told my colleague. She showed me a dent that the scissors had made in her finger.


Now it was evening and a group of us had gone to the beach, where the children we taught never went. It wasn’t a leisure beach – the sand was gritty and the sea was brown – but it was spacious after the camp, and there was a breeze. We drank a bottle of beer each and were immediately uplifted. I had a vision of a future in which I was truly useful. ‘I’m going to go to medical school!’ I announced. The other volunteers were supportive. It had become our default mode: encouragement was the main asset we had to donate. We punctuated our lessons with cries of ‘Great!’ and ‘Fantastic!’ while the children waited for us to calm down. ‘Go for it!’ everyone said to me now. ‘Amazing!’


The applause obscured the impracticality. Why medicine, an expensive choice for which I was not obviously suited? I’d considered applying at school, but gave up as soon as I found science difficult. Now I was encouraged to think I’d had an epiphany.


The books I’d brought with me had given me ideas. One evening I read Children of the Siege by Pauline Cutting. Cutting had worked as a volunteer surgeon in a Palestinian camp near Beirut in the mid-1980s, while the camp was under siege from the Amal militia. The book opens with a boy called Bilal walking across an alley. ‘High in a building outside the camp a sniper belonging to the Amal militia was watching the alleyway. When Bilal came into his sights he squeezed the trigger.’ Bilal, ‘a beautiful dark curly-haired boy of seven’, is shot in the spine. Despite the medical team’s attempts to help him, he is paralysed. Cutting worked in the camp for months, performing surgery in hopeless conditions.


Children of the Siege rendered the complexities of Palestinian-Lebanese history down to a furious list of atrocities and medicine’s efforts to fix them. The simplicity was compelling. I felt I had always watched suffering from the sidelines, whereas Cutting and her colleagues had tried to make things better. I couldn’t think of anything that I had made better.


The closest I’d been to pain had been illness in my family. When I was seven, J, my youngest brother, became sick. He was two. He hadn’t been right for a while, my mother said afterwards. One January day she saw bruises and she took him to the doctor. At the end of school Mum wasn’t there to collect me or my other brother, who was five. My father was waiting at the gate instead. Dad was holding his bike by the saddle: he could steer without using the handlebars, a skill I was keen to acquire. When we got home the house was empty.


J spent January, February and part of March in hospital with my mother. I wrote in my diary, ‘J went to the doctor. Later he went to the hospital.’ They admitted him to a ward and then to an isolation room. My father still went to work, but now he had to come home early to look after me and my brother, or we went to schoolfriends’ houses until he was able to collect us.


J had been diagnosed with acute lymphocytic leukaemia, or ALL. In the 1950s, this was incurable. By the early 1980s the prognosis had just started to improve. The survival rate was still only forty per cent; there was mention of going to America for treatment. We didn’t know any of this. Dad explained that J had something wrong with his blood, that there were white cells and red cells and that the white cells had gone mad. They were attacking the other cells and not working properly. He would have to stay in hospital and we would not be able to touch him or breathe on him in case he got a germ, which would be dangerous.


He could not leave his room. Sometimes we went to visit, although we couldn’t see him unless Dad lifted us up, as his window was too high. We went to the hospital playroom and played with the toys that were meant for the sick children. Sometimes we lay on the floor of the corridor and talked to Mum and J through the grille in the bottom of the door.


At school the teachers spoke to us in soft voices, and one day I was allowed to use the scissors for the whole afternoon rather than having to pass them on when my time was up. This violation of the law of sharing gave me a bad feeling. I felt a pressure in my chest. At playtime I locked myself in the toilets. I stared at the paint on the door and tried to think of sad things to make myself cry: that our mother had left us, that my brother was ill. Eventually tears came, and then I couldn’t stop them. Someone overheard and a teacher came and took me out to sit on a bench in the playground. I could see my friends watching us while they skipped.


I tried to be helpful at home. The parents at school had started a rota. Each day a different meal arrived at the gates or on the doorstep, an ice-cream tub or a Pyrex dish with instructions Sellotaped to the lid. ‘Two hundred degrees for twenty-five minutes,’ I read to my dad. We put the meal in the oven. ‘This isn’t shepherd’s pie!’ my brother said. ‘It is,’ I replied. ‘Shepherd’s pie is different for different people.’ At friends’ houses, we ate delicious things we’d never had before, and other things we weren’t sure about. Once someone’s mother said, ‘I don’t expect you feel much like eating with what’s going on,’ and I agreed this was true, which it wasn’t. We had just never had trifle before and were surprised by the wet cake.


We were in the middle of moving house when J got ill: my mother had broken off packing to take him to the doctor. The new house needed renovating, so my parents had rented a bungalow for us to live in while the builders worked. Moving day was the day after J went to hospital. I do not remember it at all, although I remember school was suddenly four fields rather than two streets away. The bungalow was cold. ‘Outside walls,’ Dad said. I hung over him as he tried to get the oven to turn on or the gas to ignite. I brushed my middle brother’s hair and found him his teddy. His cheeks were red with eczema. I tucked dolls into cots and dead beetles into matchboxes.


J came home in March, although he went back in every day for another fortnight to have radiation treatment to his brain. He had a general anaesthetic each time to prevent him from moving during the treatment. Now he looked ill. He had no hair and was wearing a bobble hat even though it was spring. He didn’t want to walk any more, although he was now three; he wobbled when he stood up. He also didn’t want to eat. We had to sit with him until he had finished his plate. Mealtimes became very long. Sometimes my mother cooked liver. None of us liked it but we knew we had to eat it because it made your blood strong. Mum stood at the sink. While she had her back to us my middle brother and I helped J finish his plate. Liver tasted like iron, which was a strong metal, so we knew she was right.


The house was full of bobble hats and also knitted bees, which the neighbourhood had been making and selling in aid of a leukaemia charity. I was keen on these bees. They formed a significant secondary gain for me, along with the access to other families’ biscuits and the syringes that a nurse had given us to play with. We didn’t realise that in hospital syringes had needles attached and assumed we had been given functional equipment. We squirted pretend medicine into our teddies, and also into J when our mother wasn’t looking.


Everything went back to a kind of normal except we now knew the word leukaemia, although I could not spell it. We knew there were diseases that could abduct you without warning. Across the fields near the bungalow you could just see the chimneys of the hospital. I asked Dad why they were so tall, and he explained it was because they needed big furnaces to burn all the hospital’s dangerous waste, the poisons and blood and bacteria.


In the books I read I now recognised illness as a confirmation of reality. I looked to see if anyone could explain what it was for, or why it happened, or how to accommodate it into everyday life. Sometimes I was ill myself, with regular germs, and the sensations – bedtime in daytime, the rubber smell of the hot-water bottle, the dry taste of lemon barley water – got mixed up with what I was reading about and made it more real. When Peter Rabbit was put to bed with camomile tea, one tablespoonful to be taken at bedtime, I felt reassured by the similarities in our treatment. Even better was Heidi, in which Clara was raised from her wheelchair by fresh air and Swiss cheese; and The Secret Garden, in which Colin was cured by fresh air and digging. I liked a moral, and a cure. Aged ten, I read What Katy Did, in which Katy is punished for her impatient personality when she falls off a swing, injuring her back. She spends months in bed learning to endure. As soon as I’d finished it, I read it again, comforted by the conflation of sickness and health with rightful and wrongful behaviour. It confirmed that being helpful and good could stave off disaster. What useful things Katy learnt from her time in the School of Pain: about neatness, and staying cheerful; about stretching your forehead with your fingers so that lines wouldn’t form. I was impressed by her tidy sick room. Rooms were important; they were always described in detail, the sick person’s new whole world. We had never seen inside our brother’s hospital room, except in glimpses through the window when Dad lifted us up and we saw a ball of blankets behind the bars of the cot, and our mother waving.


Medicine and doctors stayed in my head through school, even as I struggled with maths and science. At sixteen I sent off for a medical school prospectus. A catalogue arrived. I turned the pages and smelled the delicious smell, which was presumably magazine ink, although I thought of it as medical. I looked at the photographs. Students in a lab, holding pipettes. A student tilting her head at a patient, stethoscope resting on her blouse like a stole. None of it accessible without passing the science exams that I was failing. Chemistry contained an incredible unit of measurement called a mole, confusingly illustrated in my Chemistry Made Easy book by a cartoon mole. Every time I saw this black-and-white figure with his long nose and whiskers, I thought of the cartoon gerund drawn by Ronald Searle in the fictional schoolboy’s autobiography The Compleet Molesworth. The gerund, a round animal with a long proboscis, sits by itself, a tear on his cheek. ‘A gerund shut out. No place for it in one of my sentences.’


There was no whimsy in chemistry. ‘It’s not difficult if you concentrate,’ said the teacher as I stared at Avogadro’s constant, 6.02214086 × 1023 mol-1. It became clear I could not concentrate. English was an easier subject, in which you read books and said what you thought they were about. Daydreaming was acceptable, because that was thinking, and it was fine to be uncertain about facts, because that was questioning. Science was unimpressed by ambivalence, a word I used in every English essay.


After graduating from my English degree, I worked as a waitress. At one job the manager asked me to water the plants that stood on the windowsills. I went round with a watering can, looking out of the windows as I poured. The staff were laughing. ‘They’re plastic,’ said the bus boy when I’d finished. I got a job writing software manuals, and then TV listings. ‘The TV listings are the most-read page in the newspaper,’ my boss said. ‘Except for the crossword. There is no margin for error. One mistake and we get a thousand complaints. It’s life-or-death stuff.’


One day I went for an interview for a sales job at a publisher. They turned me down. A month later I got a letter from the same publisher. I was living in a flat in London at the time. All the post for the building landed on the communal doormat, where it lay until someone picked it up. There was a shoe print on the envelope, but it couldn’t spoil the fact that this was a good-looking envelope made from heavy cream paper. The letter inside said a job had come up as an editorial assistant. I felt as elated as I did on the beach six years later.


I had no more thoughts about medicine until I went to the camp. On the first day there I discovered one of the other volunteers was a medical student. She didn’t seem to think this was interesting or unusual. It was as though she had stepped out of my old prospectus; she had even brought her stethoscope with her. I hassled her with questions about mending the injured and healing the sick. But she wanted to talk about politics.


The father of the family we were staying with had been having pains in his chest, and his daughter took him to a clinic in the town. The visit was expensive, and everyone in the house was keyed up with anticipation. As he stood in the hall waiting to leave, the women pressed items on to their father – a scarf, a handkerchief, a packet of food. But the trip was an anti-climax; the appointment lasted ten minutes, and the doctor spoke too fast. The heart was not right, but it wasn’t clear in what way. The daughter came to find the medical student to see if she could help. The daughter took a roll of paper out of her handbag, and the student smoothed it out. The old man came to watch. The student ran her finger under the zigzag of the ECG. ‘They’re just ectopic beats,’ she said to the daughter. ‘Common, not harmful. Don’t worry.’


Once again medicine was confirmed as useful. The student had dispensed with ambivalence and identified the facts. She could have assisted Pauline Cutting. Whereas I had taught my class of teenage girls Keats’s ‘Ode to a Nightingale’.


I came home ready for medical school. On the beach it had seemed a simple matter of enthusiasm. Back in Britain the obstacles were obvious. I didn’t have the right qualifications, except for an A level in biology. I didn’t have any experience. The medical student had laughed at my adulation; now I realised she was also laughing at my naivety.


I began volunteering at a hospice for patients with advanced Aids, once a week, after work. I had no idea what I was doing there. ‘Just sit with them, it reminds them the outside world exists,’ said the nurse supervisor. I sat in the lounge with the patients and watched television. I had an unread manuscript in my bag, but I didn’t get it out in case I had to explain who I was. Everybody smoked, as did I; I lent out my lighter. Was this useful? The virus, untreated, had contributed to the patients developing brain damage, by a mechanism that I didn’t understand. We were all working hard to get lung cancer. Every week, a patient called Smith and I discussed his main interest, the Billboard Top One Hundred Songs of 1999. ‘Ask me what was Number Five,’ he said. I didn’t know. ‘Yes, that’s right, Number Five was indeed the immortal “… Baby One More Time”!’ He yelled the first line of the song. The others complained that they couldn’t hear the television. On Valentine’s Day I bought Smith a card and some chocolate. I picked the least loving card I could find, not wanting to be inappropriate. He wanted cigarettes, but that didn’t seem the right gift, medically.


I had met a medical student and I had learnt that untreated Aids could cause dementia. I knew this wasn’t enough for a successful medical school interview. But I didn’t know any doctors; there were none in my family, and I hadn’t come across any during my English degree, or at work. At last my brother arranged for me to spend an evening in a hospital shadowing one of his friends, who was a junior doctor. I met the doctor at seven, at the start of his shift. His bleep went off immediately, and every few minutes it bleeped again. There was a phone halfway down each corridor, where he would stop to reply to his bleep while I stood watching him use the phone. ‘I have no idea why you’re choosing to do this,’ he said. At midnight I went home. It seemed very late; the street was empty, the air cold and fresh. The doctor still had nine hours of his shift left. ‘Tip for your interview?’ he said. ‘They will ask you, “Why do you want to be a doctor?” Do not say, “Because I want to help people.” Everyone says that.’


I arranged another shadowing session, in A&E. I hung around the department until a consultant saw me sitting on a chair and took me to see a patient. She was a beautiful young woman, exactly my idea of an emergency patient. She had run into a glass door and cut a flap of skin from her arm.


The consultant asked the patient to turn her head away. He had a warm voice, as befitted this scene from ER. I stood next to him, holding the injured arm under a sterile piece of paper while he sutured. ‘If you take the stitches out early enough you don’t get the little dots along the sides of the scars, just the scars,’ said Dr Smith. There was dried blood in stripes on the patient’s hands and feet. ‘It looks like a horror film,’ she said. The consultant said he hated horror films: ‘I can’t bear blood.’ ‘Is that a joke?’ she said.


The suturing took a long time. Dr Smith and I chatted. He wanted to talk about books, about a novel he’d read about a surgeon. ‘Mind-blowing,’ he said. I couldn’t believe I was in a hospital and talking about literature with a doctor. This was it. I thought the book he was talking about was terrible, but I didn’t want to spoil the moment by saying so. Meanwhile, every book I read about medicine further decreased my confidence.


I read A Country Doctor’s Notebook, Mikhail Bulgakov’s semi-autobiographical stories about his experiences as a newly qualified doctor posted to a remote Russian province in the 1920s. It made me anxious. I did not think I would ever be able to diagnose a syphilis outbreak or bluff my way through an obstructed labour. Bulgakov’s doctor worries too: how can he do this nerve-racking thing, he’s never done it before, it’s impossible, says his protagonist, before immediately getting on with the task at hand. He saves a child from diphtheria by inserting a steel tube into her throat. He amputates a young woman’s leg.


After reading Cancer Ward by Solzhenitsyn and half of The Magic Mountain by Thomas Mann, I looked for something lighter.


‘Ooh Dr Finlay!’ someone said when I told them I wanted to go to medical school. I immediately started watching Dr Finlay’s Casebook, a 1960s Doc Martin, one moral per episode. A. J. Cronin, the creator, was a doctor who also wrote nineteen novels, including The Citadel (‘a moving story of tragedy, triumph and redemption’). There was a good chance I would read all nineteen: tragedy, triumph and redemption were what I was after. I watched the film of his novel The Stars Look Down, scrutinising it for medical information. Released in 1940, it is the story of Davey Fenwick, played by Michael Redgrave, a working-class boy from a mining village. In an early scene Davey is writing, bent over a lamplit desk, the eternal image of a medical student. In fact, he goes on to become a teacher. Ma Fenwick is unimpressed. ‘You and your fancy scholarships,’ she says. Davey’s father has a cough. ‘This cough will never kill me, Davey,’ he promises. It doesn’t. The grasping mine owner sends the men down the mine and it collapses. Some of the victims are brought to the surface. There is a close-up of a ventilator being used on one of the men: it looks like a pair of bellows. A doctor appears to treat another of the victims with Swedish massage. Davey’s father is trapped underground. He sustains one of the lads with cough drops, his motif throughout.


Cronin’s stories had everything I loved about medicine in fiction. Medicine created drama, and the opportunity to experience emotion without yourself coming to harm. When someone got sick or was injured you knew what you were supposed to feel. If they worsened and died, or were healed and saved, you felt sadness, or relief. The accident or the illness and the emotions it generated gave time a form. Life no longer flowed past, a stream of this and then that, with no clear indication of what anything meant. Instead there was fear, dread, suspense. A structure; and a moral guide from that.


I signed up for an evening class in A-level chemistry at an adult education college near my flat. The students sat without whispering or doodling, aware this was a second chance. We never acknowledged each other. Our eyes were fixed on the whiteboard where the lecturer was drawing carbon molecules. Occasionally someone asked a question, and everyone listened to the answer and wrote down what the teacher said. Occasionally the teacher made a joke, but he stopped after a few weeks of teaching our class.


At the same time I signed up for an exam called the GAMSAT, which would allow me to apply to the graduate entry to medicine courses. There were no evening classes for the GAMSAT. I tried to teach myself using past papers. I sent off money, and an A4 envelope came in the post. When I read the papers, I was confounded.




12) A person stands on a scale in an elevator. He notices that the scale reading is lower than his usual weight. Which of the following could possibly describe the motion of the elevator?


A. It is moving down and slowing down.


B. It is moving down at constant speed.


C. It is moving up and slowing down.


D. It is moving up with constant speed.





I read the online forums about the exam. It is a test of stamina, they said. It is a test of self-belief. Do not engage with the questions. Do not picture things in your mind: extract the meaning and solve them.


I got a borderline pass on the GAMSAT and an AS level in chemistry. Two medical schools offered me interviews – one in London, and one in a different city. The London interview took place first. ‘Why do you want to do medicine?’ the panel asked. I couldn’t help it: I wanted to help people. There were three interviewers, taking it in turns to ask questions. ‘A lot of people say that,’ the woman in the middle said. ‘Do you want to add anything else?’ My brain filled with romance. An ECG in Lebanon; the taste of a cough sweet as I lay in bed reading By the Shores of Silver Lake: ‘The fever had settled in Mary’s eyes and Mary was blind.’ Keats, a trainee surgeon before he became a poet, extracting a bullet from a woman’s neck. I mentioned scientific curiosity and how does untreated Aids cause dementia? My application was rejected.


The other medical school gave me a place. The school was brand new; it was still being built when I went for an interview. It encouraged students from ‘non-traditional’ backgrounds. There was nothing non-traditional about my background, but my age and my English degree counted as untypical. They took many applicants from the Access to Medicine course (an alternative to A levels for older students), and over a third of us were ‘mature’, ranging in age from twenty-one to forty-two.


On the first day I took a bus to the campus. I walked up the steps of the new building. The windows of the canteen were decorated with a decal of an ECG trace. I had rented a room in a flatshare and put a lamp on my desk. It was all coming together.


I had a new book in my bag, The Oxford Handbook of Clinical Medicine, which the students called the ‘Cheese and Onion’ after its yellow and green cover. The cover was plastic, like no book I had owned before – built for a life of action and bloodstains. I thought of it as the Book of Everything. How to examine a hand, an eye, a heart. How to put in a cannula. How to take blood. When Tony Hope and Murray Longmore put the first edition together they wrote it out in longhand on squared paper so as to be sure they could fit everything in. Each double-page spread took one subject – abnormal heart rhythms, asthma – and gave you the facts.


The Cheese and Onion is essential, a lecturer said on the first day, holding the book up to show us. I stopped myself waving my copy back at him. After lectures, I went to the canteen and got out my notebook. I flicked through the handbook. Here was Barthel’s ‘Index of Activities of Daily Living’, a scoring system for degrees of infirmity. You could add up the numbers under each heading to score the level of your disability in a particular field, e.g.:




Feeding


0 Unable


1 Needs help in cutting, spreading butter, etc.


2 Independent (food provided within reach)





I marvelled at the specificity of ‘food provided within reach’. Underneath the index were some words about independence and interdependence, and then a quote from John Donne. ‘No man is an Island, intire of it selfe.’ I had not expected to find a metaphysical poet here, next to a numerical system for assessing bowel control.


As I’d looked up illnesses, I’d felt my ignorance grow thicker. I had found the pages on ALL and felt ashamed I’d only ever called it leukaemia. I hadn’t known there were several different kinds. ‘Aim to tailor therapy to the exact gene defect, and according to individual metabolism. Monoclonal antibodies, gene-targeted retinoids, cytokines, vaccines, and T-cell infusions are relevant here.’ Of these, I knew what a vaccine was, though I couldn’t see the relevance. I reconstructed the treatment as understood by an eight-year-old. I remembered drips (difficult to extricate from the idea of a dripping tap); radiotherapy (filed in my mind alongside Marie Curie and nuclear war); and chemotherapy (handfuls of tablets next to uneaten plates of food). I looked up lumbar punctures; the diagram made me nauseous. I still didn’t understand the rationale for radiotherapy. ‘He didn’t like being pinned down,’ Mum told me years afterwards. How had I not seen his suffering, or my parents’ suffering either? I’d thought only about myself: what was for pudding, if there’d be custard, if anyone at school had seen me crying and how I could persuade them that they hadn’t.


After several years of treatment J was declared better, and once he was five years from diagnosis without relapsing we could say he was cured. His illness had reached a conclusion, if you overlooked repercussions and after-effects. I never met his doctors or his nurses, although I’d seen a person in a mask and gown bending over his bed. People wearing stethoscopes had passed us in the corridor. Once a man in a white coat told us not to lie on the floor.


In my new room I kept the Oxford Handbook on my desk. I sometimes read it by the light of my lamp, like a fictional medical student. I liked the quotation on the title page. It was by William Osler, the Canadian physician who invented bedside teaching. I didn’t know if he’d said it or written it. I pictured him bedside, as he’d invented the concept, the patient under a tight white sheet, Osler speaking from under his nineteenth-century moustache.


He who studies medicine without books sails an uncharted sea, but he who studies medicine without patients does not go to sea at all.









Hospital


Throughout medical school doctors asked us what we were going to do, or what we were going to be. I thought it was obvious that we were going to be doctors. I hadn’t understood how many kinds of doctor there were: gastroenterologists, nephrologists, paediatricians, anaesthetists, pathologists, radiologists. A different surgeon for each body part. A paediatrician couldn’t operate and a stroke physician couldn’t deliver babies. With this realisation, each hospital placement acquired a new intensity. Now it was a search for what one of the students called his forever organ. On the respiratory ward I imagined a life of lungs. On hepatology, livers. The doctors shared ancient stereotypes to help us decide. Neurologists brainy; pathologists chilly. ‘What is the difference between God and an orthopaedic surgeon?’ an orthopaedic surgeon asked us. We knew the answer, but we didn’t like to say. ‘God doesn’t think he’s an orthopaedic surgeon.’


There was also general practice, which took place outside the hospital, in the normal world, which was now an environment called the community. The community wasn’t mentioned much in hospital, where most of my training took place. We knew patients came from there and had to be returned there; otherwise we didn’t think much about it. We forgot that we lived there ourselves. This was fair enough, as for periods of time we didn’t. In one residential hospital placement, the sheets on my bed had PROPERTY OF SMITH HOSPITAL TRUST printed on them, and for that placement I belonged to Smith Hospital Trust too.


We did hear from GPs occasionally, as they phoned the hospital doctors to request admission for one of their patients. ‘Yes?’ the registrar said. A noise went into her ear. She wrote the details on a piece of paper. ‘Fine,’ she said. The hospital doctors dispensed with introductions or salutations; the prevailing style was clipped. I understood this to mean that they were busy. Later, the patient would arrive at A&E or the Acute Admissions Unit, sometimes escorted by a partner or a friend, always with the same look of baffled excitement. He held a letter from the GP in his hand like a ticket and from the moment of his arrival he tried to give it to someone – the desk clerk, the clinical support worker, the triage nurse. No one wanted it. At last a junior doctor came and opened the envelope, but he only glanced at the letter. ‘We need to start from the beginning in here,’ the doctor said.


My first training hospital was a big Victorian building, once the city’s workhouse, which had been extended as the population grew. Extra buildings, including a tower block, had been stuck on as they were needed. As in all British hospitals, the entrances and corridors were layered with signs. Arrows pointed in every direction: some appeared to indicate the ceiling. At a different hospital, later in my training, a registrar summarised religious belief by gesturing at the UP and DOWN arrows next to the lift. ‘Believer … non-believer,’ he said. The morgue was in the basement. That hospital had been built on a hill. The third floor in the lower buildings was the ground floor in the higher ones. Every visitor was lost.


A few years into my training I was used to hospitals. I no longer registered the scuffed pastel walls or the contradictory signage or the notices explaining Six Steps to Washing Your Hands. But at the start I noticed everything. On the second day of my first placement, a patient I had been sent to talk to began to cough. It was nothing spectacular, just a soft ‘hem hem’ sound. Then he opened his mouth and blood came out. It ran down his chin, over his chest, and made a puddle on his blanket. I stared at him. He waved his hands at me and tried to speak. Bubbles formed and popped on his lips. The patient in the next bed pressed the buzzer for the nurse. That night in bed I remembered the blood. I had tasted blood in my own mouth only when my first teeth fell out. A metal taste. I thought of liver. The patient’s blood had turned black as it soaked into the green blanket. Haemorrhage. ‘An escape of blood from a ruptured vessel,’ I googled.


The next day we were back in lectures. A slide went up, a photograph of someone’s leg. It was flushed red from ankle to knee. ‘Dolor … rubor … calor … tumor,’ said the lecturer, the Latin names for the four signs of inflammation (pain, redness, heat, swelling). My neighbour had drawn a leg in her notebook and was cross-hatching it in red biro. ‘Cellulitis is an infection of the skin’s deepest layer: does anyone know what that’s called?’ the lecturer asked. The front row raised their hands. My neighbour added a shoe and started colouring it in.


Each dusk, after the fluorescent lights of the hospital, the streetlights seemed dim. The passengers on the bus seemed naive. I felt I’d seen how things really were. It reminded me of Frank Netter’s anatomy watercolours: I had a set of his flashcards back at the room I was renting. When Netter wants to illustrate some deep-lying organ, he adds a little tool that holds the layers of skin and muscle out of the way like a curtain tie-back. After a day in the hospital it was difficult to close the curtain again, to forget what could go wrong with your lungs, your liver, your blood, your kidneys, your brain.


As a medical student and then as a new doctor, I learnt by observation. Other doctors, and nurses, told me what to do, or I watched them and copied them. I copied so thoroughly that I ended up absorbing other people’s sentences, so that one day I heard myself saying ‘hear hooves, think horses’ to a colleague, to encourage him to prioritise a commonplace diagnosis over anything more exotic (do not go straight to zebras). Every doctor in Britain uses this analogy.


The hospitals loved hierarchy. Everyone was ‘junior’ or ‘senior’. ‘Ask your senior,’ the nurses said. ‘Has your senior had a go?’ the anaesthetics F2 said when you bleeped her to ask for help with a cannula. We arranged ourselves in ranks. At the bottom the medical students, not yet qualified, nor paid. Then the F1s, Foundation Year Ones – previously called house officers – in their first year of work; the F2s, in their second, formerly SHOs or senior house officers; the registrars, who might be one year or ten years into their specialist training; and finally the consultants. The system flattened the differences between us. All we did was work, with short hiatuses for limited and predictable leisure activities. We liked the same television programmes and holidayed in the same places and aspired to the same cars, although there was always some junior doctor in the news winning MasterChef or scaling Mount Kenya to make the rest of us feel inadequate. We spoke the same language, but we differed in how we touched our patients – in what order we patted them down, whether we gripped Mr Smith’s shoulder or preferred to hover just out of his reach.


The first few months of hospital took place in a foreign language. ‘He’s gone for an oesophagoduodenoscopy,’ I told the consultant, finding a bed empty during the ward round. ‘Sweetie,’ said the registrar, ‘you can just say “OGD”.’ The acronyms didn’t follow any rules. Sometimes you said the letters – ‘TIA’ instead of ‘transient ischaemic attack’; always ‘MI’, never ‘myocardial infarct’. But sometimes you pronounced the acronym as if it were a word. ‘Stemmy’, which was STEMI, and ‘enstemmy’ (NSTEMI): two different kinds of heart attacks. The elderly fractured their ‘nofs’ (the neck of the femur: that is, they had broken their hips). To the orthopaedic surgeons, they were nofs – ‘We’re expecting the nof, when is she coming down?’ ‘We need to get salt,’ the doctors said (speech and language therapy). Sometimes the tangle happened the other way round. In a clinic, the consultant had me read out the GP’s referral letters to him before I called the patient. ‘He is allergic to pollen, house dust and ee-dot-gee-dot-gee-dot,’ I read. What was this acronym? The consultant was gentle enough that I dared a question. ‘What’s ee-gee-gee?’ ‘Comes out of a chicken,’ he replied.


Along with terminology came the hospital style. We discussed the patient as if he were a piece of machinery, a car or a plane, in need of support and servicing. We prescribed ‘maintenance fluids’. If you gave a medicine, you could say that the patient had morphine or adrenaline ‘on board’. We might say a dehydrated patient was ‘running very dry’. Wetness and dryness were preoccupations. At handover, the exiting doctor would relay a paragraph of medical terminology about a patient and conclude ‘he’s as dry as a crisp’. Crispiness was a common problem, usually caused by something we’d done – making the patient nil by mouth, or failing to give him enough intravenous fluids. However, ‘wetness’ was also to be avoided, and it was best not to ‘over-fill’ elderly patients by prescribing multiple bags of normal saline or running fluids through the IV too fast.


Where an astronaut might say ‘it’s not brain surgery’, we would say ‘it’s not rocket science’. All unnecessarily elaborate blood test results were described as ‘serum rhubarb’ and all elderly ladies were called ‘old dears’. Any obvious diagnosis had to be described as ‘barn door’. You also had to give all patients a cockney accent when telling any medical anecdote. ‘So he says, “Doc, is it me ’art?”’ etc. In anecdotes told by doctors the patient always addressed the doctor as ‘Doctor’ or ‘Doc’. At work, only the Filipino nurses did this, and they sounded ironic.


We spoke to patients in what we believed to be everyday speech, although it was in fact another language again: infantile, nursery-inflected. We called abdomens ‘tummies’ and warned ‘this might feel a bit chilly’. We used soothing, neutered verbs. I learnt to ask patients to ‘pop’ off their clothes before ‘hopping’ up onto the bed, where I would just ‘slip’ this nameless thing I was holding up their noses or down their throats or up their ‘tail end’. Along with all the popping, I sometimes suggested a ‘quick feel’ of the tummy or the wrist (we stopped sniggering after a few months, and a few months after that forgot it was funny). Sometimes we preferred a ‘quick look’. There was a variety of equipment, but all of it was special. We sent patients for a ‘special scan’ or a ‘special test’, or arranged for them to be examined using a ‘special camera’. If we found they needed it, they were fitted with a pacemaker – ‘a special device to help regulate your heartbeat’ – or arranged for repair of their hernias using a ‘special kind of mesh’. Although it was all special, I also told people ‘we do this all the time’. Sometimes I alerted the patient that ‘this might be uncomfortable’. Before I stuck needles into people’s bodies I gave a warning I’d learnt from listening to other people giving warnings: ‘sharp scratch!’ or ‘bee sting!’


We students were sent on ward rounds to expand our learning. Two or three of us would trail after the consultant. We carried our coats and our bags with us, as there is a shortage of storage space in British hospitals (and thieves). Our luggage increased our awkward and temporary air. Some rounds involved large groups of people. Alongside the doctors and nurses, you might get the physiotherapist or the occupational therapist or the pharmacist, or – in one hospital – the cleaner, an elderly Pakistani man who had learnt medicine though spending so much time on the wards. When we arrived at a patient’s bed he would be there before us, dusting the curtain rail or mopping under a chair. He would hover among the doctors, pulling out the notes from the trolley and diving for the observations chart, which he would hold so you could transcribe the numbers. After the round moved on he would take you aside for a debrief: ‘Did you get full tuberculosis history?’


Sometimes the consultant noticed us. ‘Where are the students?’ she said. ‘You – in the cardigan – why are you carrying your coat? Are you planning on leaving us? Come here and examine this patient’s chest and tell me what you find.’ The patient had either been handled by many previous students, in which case he knew more than you (some patients whispered tips – ‘It’s a thoracotomy scar!’), or he would be straining to catch everything you said, hoping for an insight into his illness. We were not reassuring. As medical students we preferred the rare and terrible diagnoses – the zebras – over common, treatable illnesses – the horses. When nervous or excited we tended to issue lists: ‘Something malignant? Invasion of the brachial plexus? Horner’s syndrome?’


When the hospital was full, which was often, teaching rounds became ‘business’ rounds, with no time for a lecture on the classical signs of liver failure. A business round for a medical ‘firm’, or team, could take half a day or longer. We stood by a bed; walked to the next bed; stood by a bed again. There might be forty or fifty patients to see. It was hard work without involving any actual work for us. The F2s and registrars huddled to exchange information. I looked at the patients in their beds, but I didn’t stare. If someone was wearing a bandage or had a disfigurement, I particularly didn’t look at that, so that I didn’t seem to be gawping. I studied the things on the patients’ bedside tables instead – their books, their magazines, their sweets. The magazines were full of medical drama: catastrophic accidents, incredible injuries. Sometimes I wished I was in the bed instead of the patient, wrapped in a blanket, sucking a lemon sherbet, reading ‘My Baby was Born with Three Legs’.


As a junior doctor I remained a trainee, although I was also working, and getting paid. Now we were meant to learn on the job. Formal teaching dwindled to an hour a week. We would assemble in a side office off the ward, and the consultant or one of the registrars would give us some teaching. They sometimes overlooked the ignorance of their juniors. Once an orthopaedic registrar showed us forty numbered slides of different eponymous fractures. Salter-Harris I, Salter-Harris II, Galeazzi, Monteggia, reverse Barton. At 20/40 someone whispered ‘Half time!’ ‘I didn’t know we had that many bones,’ one of the F1s said. Some sessions were ‘self-directed’, which meant teaching each other. We copied websites into PowerPoint and then gave a presentation, newly expert on epilepsy or ovarian cysts. ‘Here I have summarised my knowledge of bacterial vaginosis,’ said my colleague, clicking to a blank slide.


Starting work as an F1, the most junior junior on the rounds, I came to understand why the seniors had not had time to teach us anything. The juniors came in early and left late. We had to record our hours in a diary, for European Working Time monitoring, but it was better not to put them down correctly, as to write down your actual hours brought you compulsory attendance at seminars with titles like ‘Better Time Management for Failing Doctors’, where a lecturer of unknown provenance would show us a PowerPoint about ‘The Five Types of Inefficient Doctor’ and ask us to ensure we emptied our stress buckets every day.


On one surgical team, the F1s arrived at five in the morning to give themselves enough time to get everything ‘buffed’ before the round started at 7.30. First you made a list of your firm’s patients and where they all were. This depended on how busy the previous day’s ‘take’ had been – how many new patients had been admitted. Every hospital had a dream. In this dream, surgical patients were admitted to surgical wards, elderly patients to care of the elderly wards, and respiratory patients to respiratory wards. In real life, once wards ran out of space, new patients were sent wherever there was a bed. We feared losing these patients, the ‘outliers’, as they languished on a distant ward, tended by nurses skilled in the wrong specialty, forgotten by the ward round who weren’t expecting to go to gynaecology to see their patient with liver disease.


At last the consultant or the registrar would arrive. ‘Shall we?’ As F1, you pushed the notes trolley. You had to find the right ward and the right bed, check you had the right patient, extract the correct file from the trolley and find the first blank page in the notes without detaching all the other pages from their treasury tags and showering them across the floor. ‘Like a buffoon,’ as my F2 described it. ‘Don’t be a buffoon.’


As the consultant or registrar talked, we documented everything in the notes. We wrote the Hx:/ or history, an Ex:/ or examination, the Obs:/ or observations, and the P:/, which was the plan. The P was the only part anyone cared about, because it told everyone what was meant to happen next – perhaps some more blood tests, or an X-ray, or ‘mobilise’ – the clinical term for getting out of bed. Or – the grail – ‘MEDICALLY FIT FOR DISCHARGE’. One care of the elderly firm I worked for had had a rubber stamp made with this diagnosis, which we would stamp into the notes after writing the Hx and Ex and Obs. For some patients we stamped daily. Monday: MEDICALLY FIT. Tuesday: MEDICALLY FIT. Wednesday: MEDICALLY FIT. But the patient remained in hospital, with nowhere safe to be discharged to, no ‘care package’ available for home, and no space at, or finances for, a nursing home. The occupational therapists and the physiotherapists worked on getting their patients to mobilise. They took them to the ward kitchen to test their ability to operate the microwave or make a cup of tea. Every stairwell contained an elderly person proving themselves on the stairs. The therapists also visited patients’ homes to ensure they were fit for re-occupation. This was how the OT found Mr Smith’s budgies: they flew up in a yellow cloud when she opened his front door. At night they were roosting on his shower rail. ‘Bath full of bird crap, absolutely plastered in it,’ she said as I stamped the notes like a librarian. MEDICALLY FIT FOR DISCHARGE. Eventually Mr Smith fell ill again, with an infection caught on the ward, and we retired the stamp and went back to writing the original P: ‘Antibiotics. Mobilise.’


It was halfway through a night at that hospital that my key card stopped working, trapping me in a long corridor that bridged two different sites. Unlike the wards, it was cold. After swiping the card through the reader a few times, I gave up. I wished it was a key-coded door, because you could always find the code written somewhere, if you searched the wall and the frame for long enough. (Sometimes you found it right above the keypad, perhaps written by the same person who had stuck a Post-it note with the computer password to a computer in the doctors’ office.) I peered through the locked door, tapping the window. Soon there was a jingle behind me: it was the night security guard, hung about with keys, phones and ID badges. ‘You rattle, don’t you?’ I said as he opened the door. ‘It’s a deliberate strategy,’ he said. ‘Let them hear you coming, gives them time to run.’


A few weeks later I attended a talk about improving efficiency in hospital. It was in the doctors’ office on the ward, a cupboard containing three old computers, one of which everyone avoided as the M and I keys no longer worked (‘I just write “heart attack”,’ said the F1). The talk was illustrated with clip-art diagrams about a Japanese car manufacturer – I think it was Honda. In the pictures, Honda cars slid through Honda’s flawless systems to emerge shining and on schedule. The speaker was fired up with how wonderful the world could be; his eyes were bright. On the window ledge behind him was the usual doctors’ litter – an empty pizza box, a squeezed Capri-Sun packet and a box of expired blood bottles. Dirty coffee cups stood on every surface. I pictured Honda’s chief executive taking it all in, before making the Japanese gesture for ‘burn it all to the ground and start again’.


Surgical rounds started earliest and moved fastest, as the surgeons raced to get to theatre; their interest dwindled the further post-operative the patients became, as the number of inpatient days post-op can correlate with complication (‘Why is he still here?’ one consultant asked about any patient admitted for longer than three days. ‘Never say: “because you ballsed up his op”,’ the F1 said later.) The weekend orthopaedic ward round was dreaded. All the surgeons wanted was to get to theatre so that they could start the list and get through that day’s operations. A cancellation meant starving an elderly person for a day, only for her hip to remain broken at the end of it. But they had to round every post-operative patient before they could go down, and there had been three full teams operating the day before. It seemed like hundreds of patients, and each one was a fractured (#) nof, distinguished only by being a LEFT or a RIGHT. We ran from bed to bed, condensing every entry to the classical surgical trio of




Hx: #NOF.


Ex: Obs stable. Afebrile.


P: Continue.





One Saturday I wrote this in the notes of an elderly woman whose fractured hip had been successfully fixed the previous day. I opened her chart to make sure that the observations were indeed stable. The round had moved on. This habit of checking was making me fall behind. As the most junior that day, I should have been first to each bed, ready with a concise summary for my seniors (‘Four words would be best,’ the F2 advised. ‘Medically fit for discharge’). The registrar had already told me off for writing too slowly and had asked if I was dyslexic.


The patient’s blood pressure was documented as 80/40. Her pulse wasn’t recorded. I felt apprehensive as I went to shake her by the shoulder. She didn’t wake up. Fuck, I thought. ‘Mr Smith,’ I called to the consultant; the round turned to look at me. ‘This lady is unresponsive.’


‘Fucking HELL,’ said Mr Smith. I didn’t know if he was angry that she had died or angry that I’d checked. I could feel his thoughts travelling down to theatres: the staff fidgeting, the anaesthetists looking at the clock, the nurses apologising to the patients and their families.
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