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Praise for Do No Harm

Winner of the South Bank Sky Arts Award for Literature and the PEN Ackerley Prize


Shortlisted for the Costa Biography Award; Duff Cooper Prize; Wellcome Book Prize; Guardian First Book Award; and the Slightly Foxed Best First Biography Prize


Longlisted for the Samuel Johnson Prize for Non-Fiction


‘When a book opens like this: “I often have to cut into the brain and it is something I hate doing” – you can’t let it go, you have to read on, don’t you? . . . I trust completely the skills of those who practise [brain surgery], and tend to forget the human element, which is failures, misunderstandings, mistakes, luck and bad luck, but also the non-professional, everyday life that they have. Do No Harm by Henry Marsh reveals all of this, in the midst of life-threatening situations, and that’s one reason to read it: true honesty in an unexpected place. But there are plenty of others’
Karl Ove Knausgaard, Financial Times


‘Riveting . . . extraordinarily intimate, compassionate and sometimes frightening . . . [Marsh] writes with uncommon power and frankness. And while this book may unsettle readers . . . it will at the same time leave them with a searing appreciation of the wonders of the human body, and gratitude that there are surgeons like Henry Marsh using their hard-won expertise to save and repair lives’
Michiko Kakutani, New York Times


‘Brain surgeons such as Henry Marsh, the author of this startling and moving memoir, have to live, breathe, operate and make urgent decisions in full awareness of a terrible dilemma: if they open the skull they might save the patient’s life, but a slip of the scalpel can cause appalling disability . . . It’s this disarming candour that makes the book such an enthralling read . . . There is no forcing of a narrative arc or a happy ending, just the quotidian frustrations, sorrows, regrets and successes of neurosurgical life’
Gavin Francis, Guardian


‘Neurosurgery has met its Boswell in Henry Marsh. Painfully honest about the mistakes that can “wreck” a brain, exquisitely attuned to the tense and transient bond between doctor and patient, and hilariously impatient of hospital management, Marsh draws us deep into medicine’s most difficult art and lifts our spirits. It’s a superb achievement’
Ian McEwan


‘A memoir of startling honesty . . . He remains invigorated by the job – part Sherlock Holmes in diagnosis, part Action Man in theatre. At times he’s positively gleeful, and we share his excitement as he puts us in his surgeon’s shoes and guides us through the hidden topography of the brain’
Ben Felsenburg, Mail on Sunday


‘Doctors seldom talk to us as frankly and freely as Mr Marsh. In the select band of those who take on this daily dance with high anxiety he must, I think, be a great man’
Peter Lewis, Daily Mail


‘Henry Marsh’s unflinchingly honest and profoundly moving memoir . . . illuminates the life-and-death decisions neurosurgeons wrestle with daily, the intricate marvels of the brain’s anatomy, the joys and scourges of technological advances, the frustrations of working in a cash-starved NHS and all the conflicting emotions these struggles evoke . . . Marsh conveys his awe of the human body with literary flair . . . Courageous and inspirational’
Wendy Moore, Literary Review


‘[Marsh] is the Knausgaard of neurosurgery: he writes about his errors because he wants to confess them . . . Do No Harm is an act of atonement, an anatomy of error, and an attempt to answer, from the inside, a startling question: How can someone spend decades cutting into people’s brains and emerge whole?’
Joshua Rothman, New Yorker


‘Why haven’t more surgeons written books, especially of this prosaic beauty? . . . Well, thank God for Henry Marsh . . . One of the finest admissions to emerge in this phenomenal book is that of every surgeon’s dilemma, which is the inability to play God . . . What a bloody, splendid book: comma optional’
Euan Ferguson, Observer


‘The case histories are fascinating, but more importantly they are full of humanity. Marsh is the most honest author I’ve ever come across with regard to his own failings . . . This is a wonderful book, passionate and frank. If Marsh is even a tenth as good a neurosurgeon as he is a writer, I’d let him open my skull any time’
Leyla Sanai, Independent on Sunday


‘A vivid, impatient, rigorously detailed book about his life as a brain surgeon. He’s candid about surgical catastrophe, outraged by the NHS’s culture of managerialism, tender in the face of his patients’ distress and stoicism’
Helen Dunmore, Observer


‘Do No Harm is an elegant series of meditations at the closing of a long career. Many of the stories are moving enough to raise tears . . . At heart, this is a book about wisdom and experience’
Nicholas Blincoe, Daily Telegraph


‘One of the most compelling and life-affirming books to have been published all year. Henry Marsh is a top brain surgeon and, it turns out, an exquisite writer. . . . It reads like a thriller rather than a textbook and it’s an extraordinary look at what makes us human’
Alexandra Heminsley, The Debrief


‘An astonishing memoir, a searingly honest book from a senior doctor that offers intense insights into life and death. With candour and compassion, Marsh draws readers into agonising decisions . . . A brilliant and unforgettable work, it fully deserves all the praise’
Ian Birrell, Independent


‘This is a deeply compassionate account of a professional life spent on the edge, a job which has huge highs and appalling lows . . . Henry Marsh is a world-class neurosurgeon but he is also a great storyteller . . . An extraordinary book by an extraordinary man’
Michael Mosley, Focus


‘Marsh has written a book about a love affair, and one cannot help feeling similarly smitten . . . “Elegant, delicate, dangerous and full of profound meaning”. All four of those epithets might describe this book’
Ed Caesar, Sunday Times


‘There’s no denying the vicarious thrill of peeking over a neurosurgeon’s shoulder in the operating theatre, and Marsh delivers plenty of hospital drama. Yet what sticks with you are the moments when the lens flips and the field of view widens, and you realise that, in learning about the minutiae of neurosurgery, you’re gaining insight into life itself’
Sam Kean, Wall Street Journal


‘Incredibly absorbing . . . an astonishingly candid insight’
Bill Bryson


‘If someone is going to saw your head open, just hope it is the eminent neurosurgeon Henry Marsh, who writes powerfully here of his own experiences . . . He comes across as a man of deep insight and great compassion. Indeed, some of the most moving passages in the book are when he comes face to face with his “mistakes”. Quite brilliant’
Sir David Bell, Times Higher Education Supplement


‘Marsh has nothing to hide . . . He tries not to extinguish hope when there is barely any, and not to be forced to operate when the outlook is futile. He does not always succeed and the astonishing openness of his confessions is moving’
Phil Hammond, The Times


‘A mesmerising, at times painful journey through a neurosurgeon’s extraordinary career. As delicate as he can be brutal, Marsh’s account of himself if always honest and moving. Human frailty at its strongest’
Jessie Burton


‘Do No Harm is in many respects a self-lacerating document: by and large, it contains stories not of triumph, or the author’s skill and expertise, but of the emotional and psychological toll exacted when things go horribly wrong . . . His understanding of the nature of suffering is deep and personal’
Erica Wagner, New Statesman


‘A thrilling, often terrifying, strangely funny memoir by a neurosurgeon about the lives he has saved, and the lives he has irrevocably wrecked – a poignant, thoughtful exploration of the fragility of human life and intellect, and the frailty and miracles of medicine’
Julie Cohen, Huffington Post


‘Beautifully written, recklessly honest and morally complex. Marsh writes superbly about the intricacies of the human body, about the sometimes conflicting impulses of professional ambition and human need, and about the difficulty of talking honestly to patients and their families in times of medical crisis. These “Stories of Life, Death and Brain Surgery” present a compelling argument about the moral dimension of surgical intervention and build to a touching and rueful self-portrait’
Peter Parker, chair the PEN Ackerley Prize judges
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Dedication


For Kate, without whom this book
would never have been written




‘First, do no harm . . .’


  Commonly attributed to Hippokrates of Kos, c. 460 BC


‘Every surgeon carries within himself a small cemetery, where from time to time he goes to pray – a place of bitterness and regret, where he must look for an explanation for his failures.’


René Leriche, La philosophie de la chirurgie, 1951







PREFACE


If we are ill and in hospital, fearing for our life, awaiting terrifying surgery, we have to trust the doctors treating us – at least, life is very difficult if we don’t. It is not surprising that we invest doctors with superhuman qualities as a way of overcoming our fears. If the operation succeeds the surgeon is a hero, but if it fails he is a villain.


The reality, of course, is entirely different. Doctors are human, just like the rest of us. Much of what happens in hospitals is a matter of luck, both good and bad; success and failure are often out of the doctor’s control. Knowing when not to operate is just as important as knowing how to operate, and is a more difficult skill to acquire.


A brain surgeon’s life is never boring and can be profoundly rewarding but it comes at a price. You will inevitably make mistakes and you must learn to live with the occasionally awful consequences. You must learn to be objective about what you see, and yet not lose your humanity in the process. The stories in this book are about my attempts, and occasional failures, to find a balance between the necessary detachment and compassion that a surgical career requires, a balance between hope and realism. I do not want to undermine public confidence in brain surgeons or, for that matter, the medical profession, but I hope that my book will help people understand the difficulties – so often of a human rather than technical nature – that doctors face.
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PINEOCYTOMA


n.an uncommon, slow-growing tumour of the pineal gland.


I often have to cut into the brain and it is something I hate doing. With a pair of diathermy forceps I coagulate the beautiful and intricate red blood vessels that lie on the brain’s shining surface. I cut into it with a small scalpel and make a hole through which I push with a fine sucker – as the brain has the consistency of jelly a sucker is the brain surgeon’s principal tool. I look down my operating microscope, feeling my way downwards through the soft white substance of the brain, searching for the tumour. The idea that my sucker is moving through thought itself, through emotion and reason, that memories, dreams and reflections should consist of jelly, is simply too strange to understand. All I can see in front of me is matter. Yet I know that if I stray into the wrong area, into what neurosurgeons call eloquent brain, I will be faced by a damaged and disabled patient when I go round to the Recovery Ward after the operation to see what I have achieved.


Brain surgery is dangerous, and modern technology has only reduced the risk to a certain extent. I can use a form of GPS for brain surgery called Computer Navigation where, like satellites orbiting the Earth, infra-red cameras face the patient’s head. The cameras can ‘see’ the instruments in my hands which have little reflecting balls attached to them. A computer connected to the cameras then shows me the position of my instruments in my patient’s brain on a scan done shortly before the operation. I can operate with the patient awake under local anaesthetic so that I can identify the eloquent areas of the brain by stimulating the brain with an electrode. The patient is given simple tasks to perform by my anaesthetist so that we can see if I am causing any damage as the operation proceeds. If I am operating on the spinal cord – which is even more vulnerable than the brain – I can use a method of electrical stimulation known as evoked potentials to warn me if I am about to cause paralysis.


Despite all this technology neurosurgery is still dangerous, skill and experience are still required as my instruments sink into the brain or spinal cord, and I must know when to stop. Often it is better to leave the patient’s disease to run its natural course and not to operate at all. And then there is luck, both good luck and bad luck, and as I become more and more experienced it seems that luck becomes ever more important.


I had a patient to operate on with a tumour of the pineal gland. In the seventeenth century the dualist philosopher Descartes, who argued that mind and brain are entirely separate entities, placed the human soul in the pineal gland. It was here, he said, that the material brain in some magical and mysterious way communicates with the mind and with the immaterial soul. I don’t know what he would have said if he could have seen my patients looking at their own brains on a video monitor, as some of them do when I operate under local anaesthetic.


Pineal tumours are very rare. They can be benign and they can be malignant. The benign ones do not necessarily need treatment. The malignant ones can be treated with radiotherapy and chemotherapy but can still prove fatal. In the past they were considered to be inoperable but with modern, microscopic neurosurgery this is no longer the case. It is usually now thought necessary to operate at least to obtain a biopsy and confirm the type of tumour so that you can decide how best to treat the patient. The pineal is buried deep in the middle of the brain so the operation is, as surgeons say, a challenge. Neurosurgeons look at brain scans showing pineal tumours with both fear and excitement, like mountaineers looking up at a great peak that they hope to climb.


This particular patient had found it very hard to accept that he had a life-threatening illness and that his life was now out of his control. He was a high-powered company director. He had thought that the headaches which had started to wake him at night were caused by the stress of having had to sack so many of his employees in the aftermath of the financial crash of 2008. It turned out that he had a pineal tumour and acute hydrocephalus. The tumour was obstructing the normal circulation of cerebro-spinal fluid around his brain and the trapped fluid was increasing the pressure in his head. Without treatment he would go blind and die within a matter of weeks.


I had had many anxious conversations with him over the days before the operation. I explained that the risks of surgery, which included death or a major stroke, were ultimately less than the risks of not operating. He laboriously typed everything I said into his smartphone, as though typing down the long words – obstructive hydrocephalus, endoscopic ventriculostomy, pineocytoma, pineoblastoma – would somehow put him back in charge and save him. His anxiety, combined with my feeling of profound failure about an operation I had carried out a week earlier, meant that I faced the prospect of operating upon him with dread.


I had seen him the night before the operation. When I talk to my patients the night before surgery I try not to dwell on the risks of the operation ahead, which I will already have discussed in detail at an earlier meeting. I try to reassure them and lessen their fear, although this means that instead I make myself more anxious. It is easier to carry out difficult operations if you have told the patient beforehand that the operation is terribly dangerous and quite likely to go wrong – I will perhaps then feel a little less painfully responsible if it does.


His wife was sitting beside him looking quite sick with fear.


‘This is a straightforward operation,’ I reassured them, with false optimism.


‘But the tumour could be cancerous, couldn’t it?’ she asked.


A little reluctantly I said that it might be. I explained that I would get a frozen section during the operation – a specimen to be examined immediately by a pathologist. If he reported that the tumour was not cancerous I would not have to try to get every last little bit of tumour out. And if it was a tumour called a germinoma I wouldn’t have to remove it at all and her husband could be treated – and probably cured – with radiotherapy.


‘So if it’s not cancer and not a germinoma then the operation is safe,’ she said, but her voice tailed off uncertainly.


I hesitated, not wanting to frighten her. I chose my words carefully. ‘Yes – it makes it a lot less dangerous if I don’t try to take it all out.’


We talked for a little longer before I wished them good night and went home.


Early the next morning I lay in bed thinking about the young woman I had operated on the previous week. She had had a tumour in her spinal cord, between the sixth and seventh cervical vertebrae, and – although I do not know why, since the operation had seemed to proceed uneventfully – she awoke from the operation paralysed down the right side of her body. I had probably tried to take out too much of the tumour. I must have been too sure of myself. I had been insufficiently fearful. I longed for this next operation, the operation on the pineal tumour, to go well – for there to be a happy ending, for everybody to live happily ever after, so that I could feel at peace with myself once again.


But I knew that however bitter my regret, and however well the pineal operation went, nothing I could do would undo the damage that I had done to the young woman. Any unhappiness on my part was nothing compared to what she and her family were going through. There was no reason for this next operation on the pineal tumour to go well just because I hoped so desperately that it would, or because the previous operation had gone so badly. The outcome of the pineal operation – whether the tumour was malignant or not, whether I could remove the tumour or whether it was hopelessly stuck to the brain and everything went horribly wrong – was largely outside my control. I also knew that as time went by the grief I felt at what I had done to the young woman would fade. The memory of her lying in her hospital bed, with a paralysed arm and leg, would become a scar rather than a painful wound. She would be added to the list of my disasters – another headstone in that cemetery which the French surgeon Leriche once said all surgeons carry within themselves.


As soon as an operation begins, I usually find that any such morbid fear disappears. I take up the scalpel – no longer from the scrub nurse’s hand but, in accordance with some Health and Safety protocol, from a metal dish – and, full of surgical self-confidence, press it precisely through the patient’s scalp. As the blood rises from the wound the thrill of the chase takes over and I feel in control of what is happening. At least, that is what usually happens. On this occasion the disastrous operation of the preceding week meant that I came to the theatre suffering from severe stage fright. Instead of chatting as I usually do with the scrub nurse and Mike, one of the trainee surgeons known as specialist registrars who was assisting me, I cleaned the patient’s skin and positioned the drapes in silence.


Mike had been working with me for some months and we knew each other well. I must have trained many registrars over the thirty years of my career and with most of them, I would like to think, I have got on well. I am there to train them, and must take responsibility for what they do, but they in turn are there to assist and support me and, when necessary, encourage me. I know well enough that they will usually only tell me what they think I want to hear, but it can be a very close relationship – a little, perhaps, like that between soldiers in battle – and it is what I will miss most when I retire.


‘What’s up, Boss?’ Mike asked.


I grunted through my face mask.


‘The idea that neurosurgery is some kind of calm and rational appliance of science,’ I said, ‘is such utter crap. At least it is for me. That bloody operation last week makes me feel as nervous as I was thirty years ago and not at all as though I was approaching retirement.’


‘Can’t wait,’ said Mike – a standard joke the bolder of my registrars will make now that I am reaching the end of my career. There are currently more trainees than there are consultant jobs and my trainees all worry about their future. ‘Anyway, she’ll probably get better,’ he added ‘It’s early days.’


‘I doubt it.’


‘But you never know for certain . . .’


‘Well, I suppose that’s true.’


We were standing behind the patient as we talked, since the unconscious, anaesthetized man was propped upright in the sitting position. Mike had already shaved a narrow strip of hair away from the back of his neck.


‘Knife,’ I said to Agnes the scrub nurse. I took it from the dish she held out to me and quickly cut down through the back of the man’s head. Mike used a sucker to clear the blood away and I then split the neck muscles apart so that we could start drilling through the bone of his skull.


‘Really cool,’ said Mike.


The man’s scalp incised, the muscles retracted, a craniectomy of the skull performed, the meninges opened and reflected – surgery has its own ancient descriptive language – I had the operating microscope brought in and I settled down in the operating chair. With a pineal operation, unlike other brain tumours, you do not need to cut through the brain to reach the tumour; instead, once you have opened the meninges, the membrane beneath the skull that covers the brain and spinal cord, you are looking along a narrow crevice that separates the upper part of the brain, the cerebral hemispheres, from the lower part – the brainstem and cerebellum. You feel as though you are crawling along a long tunnel. At about three inches’ depth – although it feels a hundred times longer because of the microscope’s magnification – you will find the tumour.


I am looking directly into the centre of the brain, a secret and mysterious area where all the most vital functions that keep us conscious and alive are to be found. Above me, like the great arches of a cathedral roof, are the deep veins of the brain – the Internal Cerebral Veins and beyond them the basal veins of Rosenthal and then in the midline the Great Vein of Galen, dark blue and glittering in the light of the microscope. This is anatomy that inspires awe in neurosurgeons. These veins carry huge volumes of venous blood away from the brain. Injury to them will result in the patient’s death. In front of me is the granular red tumour and beneath it the tectal plate of the brainstem, where damage can produce permanent coma. On either side are the posterior cerebral arteries which supply the parts of the brain responsible for vision. Ahead, beyond the tumour, like a door opening into a distant white-walled corridor once the tumour has been removed, is the third ventricle.


There is a fine, surgical poetry to these names which, combined with the beautiful optics of a modern, counter-balanced microscope, makes this one of the most wonderful of neurosurgical operations – if all goes well, that is. On this occasion as I approached the tumour there were several blood vessels in the way that had to be cut – you need to know which can be sacrificed and which cannot. It was as though I had lost all my knowledge and experience. Every time I divided a blood vessel I shook a little with fright, but as a surgeon you learn at an early stage of your career to accept intense anxiety as a normal part of the day’s work and to carry on despite it.


An hour and a half into the operation I reached the tumour. I removed a minute fragment to be sent off to the pathology laboratory and I leaned back in my operating chair.


‘We’ll now have to wait,’ I said to Mike with a sigh. It is not easy to break off in the middle of an operation and I sat slumped in my chair, nervous and tense, longing to get on with the operation, hoping that my pathology colleague would report the tumour to be both benign and operable, hoping that the patient would live, hoping that I would be able to tell his wife after the operation that all would be well.


After forty-five minutes I could not stand the delay any longer, pushed my chair away from the operating table and leapt out of it to go to the nearest phone, still in my sterile gown and gloves. I rang the path lab and demanded to speak to the pathologist. There was a brief delay and he came to the phone.


‘The frozen!’ I shouted ‘What’s happening?’


‘Ah,’ said the pathologist, sounding quite imperturbable. ‘So sorry about the delay. I was in another part of the building.’


‘What the hell is it?’


‘Yes. Well, I’m looking at it now. Ah! Yes, it looks like a straightforward benign pineocytoma . . .’


‘Wonderful! Thank you!’


Instantly forgiving him, I went back to the operating table where everybody was waiting.


‘Let’s get on with it!’


I scrubbed up again and climbed back into my operating chair, settled my elbows on the armrests and got back to work on the tumour. Each brain tumour is different. Some are as hard as rock, some as soft as jelly. Some are completely dry, some pour with blood – sometimes to such an extent that the patient can bleed to death during the operation. Some shell out like peas from a pod, others are hopelessly stuck to the brain and its blood vessels. You can never know for certain from a brain scan exactly how a tumour will behave until you start to remove it. This man’s tumour was, as surgeons say, cooperative and with a good surgical plane – in other words, it was not stuck to the brain. I slowly cored it out, collapsing the tumour in on itself away from the surrounding brain. After three hours it looked as though I had got most of it out.


Since pineal tumours are so rare one of my colleagues came into my theatre from his own operating theatre, to see how the operation was going. He was probably a little jealous.


He peered over my shoulder.


‘Looks OK.’


‘So far,’ I said.


‘Things only go wrong when you’re not expecting them,’ he replied as he turned to go back to his own theatre.


The operation continued until I had removed all of the tumour without injuring any of the surrounding vital architecture of the brain. I left Mike to close the wound and walked to the wards. I had only a few in-patients, one of them the young mother I had left paralysed a week earlier. I found her on her own in a side-room. When you approach a patient you have damaged it feels as though there is a force-field pushing against you, resisting your attempts to open the door behind which the patient is lying, the handle of which feels as though it were made of lead, pushing you away from the patient’s bed, resisting your attempts to raise a hesitant smile. It is hard to know what role to play. The surgeon is now a villain and perpetrator, or at best incompetent, no longer heroic and all-powerful. It is much easier to hurry past the patient without saying anything.


I went into the room and sat down in the chair beside her.


‘How are you?’ I asked lamely.


She looked at me and grimaced, pointing wordlessly with her good left arm to her paralysed right arm and then lifting it up to let it fall lifeless onto the bed.


‘I’ve seen this happen after surgery before, and the patients got better, although it took months. I really do believe you will get largely better.’


‘I trusted you before the operation,’ she said. ‘Why should I trust you now?’


I had no immediate reply to this and stared uncomfortably at my feet.


‘But I believe you,’ she said after a while, although perhaps only out of pity.


I went back to the theatres. The pineal patient had been transferred from the table to a bed and was already awake. He lay with his head on a pillow, looking bleary-eyed, while one of the nurses washed the blood and bone dust left from the operating out of his hair. The anaesthetists and theatre staff were laughing and chatting as they busied themselves around him, rearranging the many tubes and cables attached to him, in preparation for wheeling him round to the ITU. If he had not woken up so well they would have been working in silence. The nurses were tidying the instruments on the trolleys and stuffing the discarded drapes and cables and tubes into plastic rubbish bags. One of the porters was already mopping the blood off the floor in preparation for the next case.


‘He’s fine!’ Mike happily shouted to me across the room.


I went to find his wife. She was waiting in the corridor outside the ITU, her face rigid with fear and hope as she watched me approach her.


‘It went as well we could hope,’ I said, in a formal and matter-of-fact voice, playing the part of a detached and brilliant brain surgeon. But then I could not help but reach out to her, to put my hands on her shoulders, and as she put her hands on mine and we looked into each other’s eyes, and I saw her tears and had to struggle for a moment to control my own, I allowed myself a brief moment of celebration.


‘I think everything’s going to be all right,’ I said.
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ANEURYSM


n.a morbid dilatation of the wall of a blood vessel, usu. an artery.


Neurosurgery involves the surgical treatment of patients with diseases and injuries of the brain and spine. These are rare problems so there are only a small number of neurosurgeons and neurosurgical departments in comparison to other medical specialties. I never saw any neurosurgery as a medical student. We were not allowed into the neurosurgical theatre in the hospital where I trained – it was considered too specialized and arcane for mere students. Once, when walking down the main theatre corridor, I had had a brief view through the small port-hole window of the neurosurgical theatre’s door of a naked woman, anaesthetized, her head completely shaven, sitting bolt upright on a special operating table. An elderly and immensely tall neurosurgeon, his face hidden by a surgical facemask and a complicated headlight fixed to his head, was standing behind her. With enormous hands he was painting her bare scalp with dark brown iodine antiseptic. It looked like a scene from a horror film.


Three years later I found myself in that same neurosurgical operating theatre, watching the younger of the two consultant neurosurgeons who worked in the hospital, operating on a woman with a ruptured cerebral aneurysm. I had been qualified as a doctor for one and a half years by then and was already disappointed and disillusioned with the thought of a career in medicine. I was working at the time as a senior house officer, or SHO for short, in my teaching hospital’s intensive care unit. One of the anaesthetists who worked on the ITU, seeing that I looked a little bored, had suggested that I come down to the operating theatre to help her prepare a patient for a neurosurgical operation.


It was unlike any other operation I had seen, which had usually seemed to involve long, bloody incisions and the handling of large and slippery body parts. This operation was done with an operating microscope, through a small opening in the side of the woman’s head using only fine microscopic instruments with which to manipulate her brain’s blood vessels.


Aneurysms are small, balloon-like blow-outs on the cerebral arteries that can – and often do – cause catastrophic haemorrhages in the brain. The aim of the operation is to place a minute spring-loaded metal clip across the neck of the aneurysm – just a few millimetres across – to prevent the aneurysm bursting. There is a very real danger that the surgeon, working at several inches’ depth in the centre of the patient’s head, in a narrow space beneath the brain, will inadvertently burst the aneurysm while he dissects it free from the surrounding brain and blood vessels and tries to clip it. Aneurysms have thin, fragile walls, yet they have high pressure, arterial blood within them. Sometimes the wall is so thin that you can see the swirling dark red vortices of blood within the aneurysm, made enormous and sinister by the magnification of the operating microscope. If the surgeon ruptures the aneurysm before he can clip it the patient will usually die, or at least suffer a catastrophic stroke – a fate that can easily be worse than death.


The staff in the theatre were silent. There was none of the usual chatter and talk. Neurosurgeons sometimes describe aneurysm surgery as akin to bomb disposal work, though the bravery required is of a different kind as it is the patient’s life that is at risk and not the surgeon’s. The operation I was watching was more like a blood sport than a calm and dispassionate technical exercise, with the quarry a dangerous aneurysm. There was the chase – the surgeon cautiously stalking his way beneath the patient’s brain towards the aneurysm, trying not to disturb it, to where it lay deep within the brain. And then there was the climax, as he caught the aneurysm, trapped it, and obliterated it with a glittering, spring-loaded titanium clip, saving the patient’s life. More than that, the operation involved the brain, the mysterious substrate of all thought and feeling, of all that was important in human life – a mystery, it seemed to me, as great as the stars at night and the universe around us. The operation was elegant, delicate, dangerous and full of profound meaning. What could be finer, I thought, than to be a neurosurgeon? I had the strange feeling that this was what I had wanted to do all my life, even though it was only now that I had realized it. It was love at first sight.


The operation went well. The aneurysm was successfully clipped without causing a catastrophic stroke or haemorrhage and the atmosphere in the operating theatre was suddenly happy and relaxed. I went home that night and announced to my wife that I was going to be a brain surgeon. She looked a little surprised, given that I had been so undecided about what sort of doctor I should be, but she seemed to think the idea made sense. Neither of us could have known then that my obsession with neurosurgery and the long working hours and the self-importance it produced in me would lead to the end of our marriage twenty-five years later.


 


Thirty years and several hundred aneurysm operations later, re-married and only a few years away from retirement, I cycled in to work on a Monday morning with an aneurysm to clip. A heat wave had just ended and heavy grey rain clouds hung over south London. It had poured with rain during the night. There was little traffic – almost everybody seemed to be away on holiday. The gutters at the entrance to the hospital were flooded so that the passing red buses sent cascades of water over the pavement and the small number of staff walking to work had to jump to one side as the buses swept past.


I rarely clip aneurysms now. All the skills that I slowly and painfully acquired to become an aneurysm surgeon have been rendered obsolete by technological change. Instead of open surgery, a catheter and wire is passed through a needle in the patient’s groin into the femoral artery and fed upwards into the aneurysm by a radiology doctor – not a neurosurgeon – and the aneurysm is blocked off from the inside rather than clipped off from the outside. It is, without a doubt, a much less unpleasant experience for patients than being subjected to an operation. Although neurosurgery is no longer what it once was, the neurosurgeon’s loss has been the patient’s gain. Most of my work is now concerned with tumours of the brain – tumours with names like glioma or meningioma or neurinoma – the suffix ‘-oma’ coming from the ancient Greek word for tumour and the first part of the word being the name of the type of cell from which the tumour is thought to have grown. Occasionally an aneurysm cannot be coiled, so every so often I find myself going to work in the morning in that state of controlled anxiety and excitement that I knew so well in the past.


The morning always starts with a meeting – a practice I began twenty years ago. I had been inspired by the TV police soap Hill Street Blues, where every morning the charismatic station police sergeant would deliver pithy homilies and instructions to his officers before they set off onto the city streets in their police cars with their sirens wailing. It was at the time when the government was starting to reduce the long working hours of junior hospital doctors. The doctors were tired and overworked, it was said, and patients’ lives were being put at risk. The junior doctors, however, rather than becoming ever more safe and efficient now that they slept longer at night, had instead become increasingly disgruntled and unreliable. It seemed to me that this had happened because they were now working in shifts and had lost the sense of importance and belonging that came with working the long hours of the past. I hoped that by meeting every morning to discuss the latest admissions, to train the juniors with constant teaching as well as to plan the patients’ treatment, we might manage to recreate some of the lost regimental spirit.


The meetings are very popular. They are not like the dull and humourless hospital management meetings where there is talk of keeping in the loop about the latest targets or of feeling comfortable about the new Care Pathways. Our neurosurgical morning meeting is a different sort of affair. Every day at eight o’clock sharp, in the dark and windowless X-ray viewing room, we shout and argue and laugh while looking at the brain scans of our poor patients and crack black jokes at their expense. We sit in a semi-circle, a small group of a dozen or so consultants and junior doctors, looking as though we were on the deck of the Starship Enterprise.


Facing us is a battery of computer monitors and a white wall onto which brain scans are projected, many times larger than life-size, in black and white. The scans are of patients admitted as emergencies over the preceding twenty-four hours. Many of the patients will have suffered fatal haemorrhages or severe head injuries, or have newly diagnosed brain tumours. We sit there, alive and well and happy in our work, and with sardonic amusement and Olympian detachment we examine these abstract images of human suffering and disaster, hoping to find interesting cases on which to operate. The junior doctors present the cases, giving us the ‘history’ as it is called – the stories of sudden catastrophe or of terrible tragedy that are repeated each day, year in, year out, as though human suffering would never end.


I sat down in my usual place at the back, in the corner. The SHOs are in the front row and the surgical trainees, the specialist registrars, sit in the row behind them. I asked which of the junior doctors had been on call for the emergency admissions.


‘A locum,’ one of the registrars replied, ‘and he’s buggered off.’


‘There were five doctors holding the on-call bleep over twenty-four hours on Friday,’ one of my colleagues said. ‘Five doctors! Handing over emergency referrals to each other every four point two hours! It’s utter chaos . . .’


‘Is there anything to present?’ I asked. One of the juniors got up from his chair and walked to the computer keyboard on the desk at the front of the room.


‘A thirty-two-year-old woman,’ he said tersely. ‘For surgery today. Had some headaches and had a brain scan.’ As he talked a brain scan flashed up on the wall.


I looked at the young SHOs and to my embarrassment could not remember any of their names. When I became a consultant twenty-five years ago the department had just two SHOs, now there are eight. In the past I used to get to know them all as individuals and take a personal interest in their careers, but now they come and go as quickly as the patients. I asked one of them to describe the scan on the wall in front of us, apologizing for not knowing who she was.


‘Alzheimer’s!’ one of the less deferential registrars shouted from the darkness at the back of the room.


The SHO told me that she was called Emily. ‘This is a CTA of the brain,’ she said.


‘Yes, we can all see that. But what does it show?’


There was an awkward silence.


After a while I took pity on her. I walked up to the wall and pointed to the scan. I explained how the arteries to the brain were like the branches of a tree, narrowing as they spread outwards. I pointed to a little swelling, a deadly berry, coming off one of the cerebral arteries and looked enquiringly at Emily.


‘Is it an aneurysm?’ Emily asked.


‘A right middle cerebral artery aneurysm,’ I replied. I explained how the woman’s headaches had in fact been quite mild and the aneurysm was coincidental and had been discovered by chance. It had nothing to do with her headaches.


‘Who’s doing the exam next?’ I asked, turning to look at the row of specialist registrars who all have to take a nationally organized exam in neurosurgery as they reach the end of their training. I try to grill them regularly in preparation for it.


‘It’s an unruptured aneurysm, seven millimetres in size,’ Fiona – the most experienced of the registrars – said. ‘So there’s a point zero five per cent risk of rupture per year according to the international study published in 1998.’


‘And if it ruptures?’


‘Fifteen per cent of people die immediately and another thirty per cent die within the next few weeks, usually from a further bleed and then there’s a compound interest rate of four per cent per year.’


‘Very good, you know the figures. But what should we do?’


‘Ask the radiologists if they can coil it.’


‘I’ve done that. They say they can’t.’


The interventional radiologists – the specialist X-ray doctors who now usually treat aneurysms – had told me that the aneurysm was the wrong shape and would have to be surgically clipped if it was to be treated.


‘You could operate . . .’


‘But should I?’


‘I don’t know.’


She was right. I didn’t know either. If we did nothing the patient might eventually suffer a haemorrhage which would probably cause a catastrophic stroke or kill her. But then she might die years away from something else without the aneurysm ever having burst. She was perfectly well at the moment, the headaches for which she had had the scan were irrelevant and had got better. The aneurysm had been discovered by chance. If I operated I could cause a stroke and wreck her – the risk of that would probably be about four or five per cent. So the acute risk of operating was roughly similar to the life-time risk of doing nothing. Yet if we did nothing she would have to live with the knowledge that the aneurysm was sitting there in her brain and might kill her any moment.


‘So what should we do?’ I asked.


‘Discuss it with her?’


I had first met the woman a few weeks earlier in my outpatient clinic. She had been referred by the GP who had organized the brain scan but his referral note told me nothing about her other than that she was thirty-two years old and had an unruptured aneurysm. She came on her own, smartly dressed, with a pair of sunglasses pushed back over her long dark hair. She sat down on the chair beside my desk in the dull outpatient room and put her elaborate designer bag down on the floor beside her chair. She looked anxiously at me.


I apologized for keeping her waiting and hesitated before continuing. I did not want to start the interview by immediately asking her about her family circumstances or about herself – it would sound as though I was expecting her to die. I asked her about the headaches.


So she told me about them, and also the fact that they were already better. They certainly sounded harmless in retrospect. If headaches have a serious cause it is usually obvious from the nature of the headaches. The investigation organized by her GP – hoping, perhaps, that a normal brain scan would reassure her – had created an entirely new problem and the woman, although no longer suffering with headaches, was now desperate with anxiety. She had been on the Internet, inevitably, and now believed that she had a time bomb in her head which was about to explode any minute. She had been waiting several weeks to see me.


I showed her the angiogram on the computer on the desk in front of us. I explained that the aneurysm was very small and might very well never burst. It was the large ones which were dangerous and definitely needed treating, I said. I told her that the risks of the operation were probably very much the same as the risk of her having a stroke from the aneurysm bursting.


‘Does it have to be an operation?’ she asked.


I told her that if she was to be treated it would indeed have to be surgery. The problem was knowing whether to do it or not.


‘What are the risks of the operation?’ She started to cry as I told her that there was a four to five per cent chance she would die or be left disabled by the operation.


‘And if I don’t have the operation?’ she asked through her tears.


‘Well, you might manage to die from old age without the aneurysm having ever burst.’


‘They say you’re one of the best neurosurgeons in the country,’ she said with the naive faith that anxious patients use to try to lessen their fears.


‘Well, I’m not. But I’m certainly very experienced. All I can do is promise to do my best. I’m not denying that I’m completely responsible for what happens to you but I’m afraid it’s your decision as to whether to have the op or not. If I knew what to do I promise I would tell you.’


‘What would you do if it was you?’


I hesitated, but the fact of the matter was that by the age of sixty-one I was well past my best-by date and I knew that I had already lived most of my life. Besides, the difference in our ages meant that I had fewer years of life ahead of me so the life-time risk of the aneurysm rupturing, if it was not operated on, would be much lower for me and the relative risk of the operation correspondingly higher.


‘I would not have the aneurysm treated,’ I said, ‘although I would find it quite hard to forget about it.’


‘I want the op,’ she said. ‘I don’t want to live with this thing in my head,’ emphatically pointing at her head.


‘You don’t have to decide now. Go home and talk things over with your family.’


‘No, I’ve decided.’


I said nothing for a while. I was not at all sure she had really listened to what I had told her about the risks of surgery. I doubted if going over it all over again would achieve much so we set off on the long trek along the hospital corridors to find my secretary’s office and arrange a date for the operation.


On a Sunday evening three weeks later I trudged in to the hospital, as usual, to see her and the other patients due to have surgery the next day. I went to the hospital reluctantly, irritable and anxious, much of the day having been overhung with the thought of having to see the woman and face her anxiety.


Every Sunday evening I cycle to the hospital full of foreboding. It is a feeling that seems to be generated merely by the transition from being at home to being at work irrespective of the difficulty of the cases awaiting me. This evening visit is a ritual I have performed for many years and yet, try as I might, I cannot get used to it and escape the dread and pre-occupation of Sunday afternoons – almost a feeling of doom – as I cycle along the quiet backstreets. Once I have seen the patients, however, and spoken to them, and discussed with them what will happen to them next day, the fear leaves me and I return home happily enough, ready for the next day’s operating.


I found her in one of the crowded bays on the women’s ward. I had hoped her husband might be with her so that I could talk to them together but she told me that he had already left as their children were at home. We talked about the operation for a few minutes. The decision was now made, so I did not feel the need to stress the risks as I had done in the outpatient clinic, although I still had to refer to them when I got her to sign the complicated consent form.


‘I hope you get some sleep,’ I said. ‘I promise you I will, which is more important in the circumstances.’ She smiled at the joke – a joke I make with all my patients when I see them the night before surgery. She probably knew already that the last thing you get in hospital is peace, rest or quiet, especially if you are to undergo brain surgery next morning.


I saw the other two patients who were also on the list for surgery and went over the details of their operations with them. They signed the consent forms and as they did so both of them had told me how they trusted me. Anxiety might be contagious, but confidence is also contagious, and as I walked to the hospital car park I felt buoyed up by my patients’ trust. I felt like the captain of a ship – everything was in order, everything was ship-shape and the decks were cleared for action, ready for the operating list tomorrow. Playing with these happy nautical metaphors as I left the hospital, I went home.


After the morning meeting I went to the anaesthetic room where the patient was lying on a trolley, waiting to be anaesthetized.


‘Good morning,’ I said, attempting to sound cheerful. ‘Did you sleep well?’


‘Yes,’ she replied calmly. ‘I had a good night’s sleep.’


‘Everything’s going to be fine,’ I said.


I could only wonder once again whether she really appreciated the risks to which she was about to be exposed. Perhaps she was very brave, perhaps naive, perhaps she had not really taken in what I had told her.


In the changing room I stripped off and climbed into theatre pyjamas. One of my consultant colleagues was getting changed as well and I asked him what was on his list for the day.


‘Oh, just a few backs,’ he said ‘You’ve got the aneurysm?’


‘The trouble with unruptured aneurysms,’ I said, ‘is that if they wake up wrecked you have only yourself to blame. They’re in perfect nick before the op. At least with the ruptured ones they’re often already damaged by the first bleed.’
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