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Thank-you will never be enough.














INTRODUCTION


My parents are native New Mexicans. My mother was born in Taos and my father in Albuquerque. They were both born during the Great Depression, a few years before the onset of World War II. That was when the population of humans in New Mexico was only slightly greater than the population of coyotes.


I am the only member of my extended family not born in either New Mexico or Colorado. I was born in the panhandle of Texas, where my father was playing professional, minor-league baseball at the time. At age six weeks, I moved to New Mexico with my parents, so I have no recollection of my time as a Texan. My grandfather, my mother’s father, always called me Tex. It was not a term of endearment.


Growing up in New Mexico in the 1960s and ’70s was a simple and pleasant experience. My impressions of the world came from movies or television, on the rare times when my brother and I were allowed to watch it, but mostly they came from books. I loved to read, and books were my source of adventure, education, and imagination. I voraciously devoured history and fiction with equal gusto. Reading was the only way I thought I would ever visit places beyond my immediate borders. My teachers were wise enough to recognize that I needed activities to keep me busy—and to prevent me from chatting with my neighbors when I finished my work. So they plied me with books and writing assignments to describe the adventures and historical events I learned about in my readings.


Along with our friends, my brother and I wandered the mesas and arroyos at the base of the Sandia Mountains in Albuquerque. We played baseball, football, basketball, and every make-believe game we could imagine. In retrospect, ours was a rather idyllic existence.


I didn’t realize New Mexico was a climatically, culturally, and geographically diverse state until I was in college. I was the first member of my entire family to attend college, much less obtain a university degree. As an undergrad, I decided to apply to medical school. Using my parents’ home address, I sent a form letter to more than forty medical schools throughout the United States requesting information about their programs and application processes. Every school except one replied by providing a description of their courses and requirements for admission. The one exception was the University of Oklahoma Health Sciences Center in Oklahoma City. Parenthetically, the panhandle of Oklahoma borders the far northeast corner of New Mexico. Rather than a booklet describing the medical school experience at the University of Oklahoma, I received a personal letter from the dean of the school. He thanked me for my interest in the program but went on to tell me that, regrettably, the University of Oklahoma did not accept applications from foreign students.


Clearly, the dean was geographically challenged. Technically New Mexico and Oklahoma are neighboring states. I shared the letter with several of my friends, including one who was a political science major. We all thought it was very funny, and my friend showed the letter to one of his professors in the Department of Political Science. The professor was a retired United States senator from the state of Oklahoma. We mistakenly thought he would laugh when he read the letter. He did not. He was outraged. He had the dean of the medical school on the phone within minutes and gave him a brief but direct lesson on the geography of the United States. Subsequently, the dean told the professor I should definitely apply to medical school at the University of Oklahoma.


No thanks.


I like stories, whether told by a masterful chronicler of tales or written in a book or magazine. I always enjoy learning new things and exploring new places I can visualize in my imagination. It amazes me that my career as an academic surgical oncologist has allowed me to visit hundreds of places I could only wistfully dream of actually seeing as a boy: the pyramids of Giza, the Colosseum in Rome, the Great Wall of China, dozens of other man-made marvels, and natural wonders and vistas on every continent except Antarctica (it’s on the bucket list).


One of the storytellers I admire is Ernie Pyle, a famous World War II news correspondent who, like me, lived in Albuquerque. A Pulitzer Prize–winning journalist, Pyle was known for his accounts of everyday, otherwise-anonymous people and, in wartime, for his extraordinary features on ordinary soldiers. He wrote clean, clear, crisp stories and painted word pictures capable of evoking great emotion. Sadly, Ernie Pyle was killed while embedded with a division of army troops attempting to take Ie Island in April 1945, before the invasion of Okinawa.


I am no Ernie Pyle, but this is a book of stories about some of my real patients and real situations in modern cancer care. I like to tell stories that have inspired me. It’s how I encourage patients dealing with the fear and uncertainty that come with a diagnosis of cancer. Not all of the stories have happy endings. But I recognize that patients relate to the harsh realities faced by other people dealing with the same potentially grim outcome. And they can find empathy and comfort in knowing they are not alone. For privacy reasons, I cannot identify patients by name or specific characteristics that would allow them to be recognized, but all the patients and families described in this book are actual people, individuals who have demonstrated remarkable characteristics and virtues that have been a lesson and blessing to me and others involved in their care. For the few chapters in which information is divulged that might identify a specific patient, express written consent to publish the story was obtained from the patient and/or family.


In 1971 President Richard Nixon declared a “war on cancer,” which led to Congress’s passing the National Cancer Act the same year. If we are at war with cancer, it is by far the longest and most costly conflict in the history of the United States. The list of Americans killed or injured by cancer and our treatments is prodigious. The socioeconomic burden for cancer care in the United States and worldwide is mind-boggling. The impact of a cancer diagnosis on patients, their families, friends, and co-workers is profound and life-altering. The loss of productivity, skills, financial security, and normal lifestyle is staggering. And the emotional burden for patients and their caregivers—whether soon after diagnosis or when death from a progressive and incurable disease becomes inevitable—is incalculable and imponderable.


But ponder we must. The war on cancer continues. Here and there we win minor victories and even occasional major battles. The enemy is still active, however, and the cost in human lives and well-being is unacceptable. These accounts from the front lines represent a small fraction of the patients I have been privileged to care for during my career as a surgical oncologist. I am mindful of the virtues displayed by these common but remarkable people because they are a daily gift granted unconditionally to me. Some of the narratives describe important experiences about preparedness and what I learned from the occasional serendipitous opportunity.


My goal is to share these gifts from my patients and to honor all patients, family members, friends, acquaintances, and caregivers who have been or still are involved in the fight against cancer. I respect you all.


Fight on!
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A Fishing Story




“Hope is being able to see that there is light despite all of the darkness.”


Desmond Tutu







Hope: A feeling of expectation and desire for a certain thing to happen





I learn useful life lessons from each patient I meet. Some are positive messages, reminding me of the importance of maintaining balance between family, work, and leisure activities. But more frequently I witness examples of the remarkable resilience of the human spirit when faced with a diagnosis of cancer and the reality and risks of a major surgical procedure. Occasionally patients and their family members utter sad remarks when they are faced with a grim prognosis and the emotions associated with onrushing mortality. Their comments invariably involve an inventory of regrets, including, “I should have spent more time with my kids,” “I wish I had told my father (or mother, brother, sister, child, or some other person) that I loved them before they died,” and “I have spent my entire life working, I never took time for anything else.” I wince when I hear openly expressed regret; I recognize I am hearing painful and heartfelt truths. Every week I am reminded that I do not want to look back at my life with a long list of regrets, things I’ll wish I had done, and what-ifs.


Early in my academic career I was blessed to meet a great teacher in the guise of a patient. He came to my clinic during my first year as an assistant professor of surgery, shortly after I completed a fellowship in surgical oncology. My patient was a sixty-nine-year-old Baptist minister from a small town in Mississippi. His medical oncologist referred him to me. The physician called me and said, “I don’t think there is anything you can do for him, but he needs to hear that from you because he doesn’t believe me.” This tall, imposing patient had colon cancer that had metastasized to his liver. The malignant tumor in his colon had been removed the year before I met him, and he had received chemotherapy to treat several large tumors found in his liver. However, the chemotherapy had not worked and the tumors had grown. The medical oncologist told him he would live no more than six months, and because he was an avid fisherman when he was not preaching or helping others in his community, the doctor suggested that he go out and enjoy his remaining time by getting in as much fishing as possible.


I learned two invaluable lessons from this patient and his family. First, never deny or dismiss a patient’s hope, even when from a medical perspective the situation seems hopeless and the patient is incurable. Second, quoting the minister directly, “Some doctors think of themselves as gods with a small g, but not one of you is God.”


When I first walked into the exam room, this man was slouched on the examining table in the standard blue-and-white, open-backed, unflattering hospital gown. He briefly made eye contact with me and then looked down to the floor. In that momentary glance, I saw no sparkle, no life, and no hope in his eyes. He responded to my initial questions with a monotonic and quiet voice. Several times I had to ask him to repeat an answer because his response was so muted. Midway through our first visit, the patient’s wife told me he had been very depressed by his diagnosis of untreatable, metastatic colon cancer. She reported—despite his occasional side-long warning glances requesting her silence—that while he was eating well, he was spending most of his time sitting in a chair or lying in bed. And that the active, gregarious man with the quick wit and booming voice that she had married was gone.


After I interviewed and examined the minister, I left the room and reviewed the results of the lab tests and computed tomography (CT) scans we had performed on him. When I returned to the room he was dressed and sitting in a chair next to his wife. I explained to them that I believed it was possible to perform a difficult operation that would remove approximately 80 percent of his liver. The operation would be risky, there was a potential that he would require blood transfusions, and, as a worst-case scenario, the small amount of remaining liver might not be sufficient to perform necessary functions. If I pushed the surgical envelope too far and removed too much normal liver, following the operation he could develop liver failure leading rapidly to his death. I also stated that, assuming he survived the major operation and the recovery period, I could not predict his long-term outcome or survival. I emphasized that even if the operation were successful, it would be possible that the cancer would recur in the remaining liver or in some other organ. I even attempted to raise his spirits a bit by injecting some puerile surgical wordplay when I said, “This operation will leave you with little more than a sliver of liver, but God willing it will be enough!”


At the conclusion of my very direct monologue, he looked up from the floor and once again his eyes met mine. I remember blinking in surprise several times at how different he now appeared. With his eyes bright and twinkling he asked, “Are you saying there is hope?”


I replied that I believed there was hope, albeit small and impossible to measure, but hope nonetheless.


An unforgettable and immediate transformation in his demeanor occurred, and his wife smiled at me as she mouthed the words, “He’s back.” He reverted instantaneously to what I would come to learn was his former, garrulous self.


The spiritually resuscitated minister sat upright, grasped my right hand with both of his hands, and launched into a memorable diatribe. “Never deny someone hope, Doctor, no matter how hopeless you know the situation to be. Humans need hope, without it there is depression, despair, and death. Why do you think the Jewish defenders at Masada held out against an overwhelming Roman force for so long? Because they had hope and they had faith. Why do people let you cut them open? Hope. Never deny a human being hope, Doctor. Without it we have no humanity; we are only another animal.”


He was a forceful and eloquent speaker. With his Mississippi drawl, he could alternatively be plainspoken or pedantic. I discovered he was a well-read and educated man and he loved to display his extensive lexical armamentarium. Not infrequently after our conversations I would seek out a dictionary to learn the meaning of a word or two. I had no difficulty visualizing him preaching from the pulpit in his Baptist church, like a yo-yo dropping his parishioners to the floor with the fear of eternal damnation, and then pulling them back up into his hands with a message of redemption and salvation.


Enthralled, I walked out of the examination room and scheduled the operation for the next week. I was amazed by the sudden change I had witnessed in this man’s posture and overall demeanor. Like many who provide care for people with debilitating medical conditions, I have seen patients lapse into a state of abject despair. Their spiritual demise leads to a rapid downward spiral of their physical condition. These patients fulfill the expectations of medical practitioners who have told them their survival will be a matter of only weeks or a few months. In fact I have seen several patients die much sooner than I would have predicted when darkness and despair overwhelmed them.


I had the minister’s “sermon” on my mind throughout his operation. As I expected, the procedure was technically difficult. He was a robust, barrel-chested man and had four large tumors in his liver. All four were in the right lobe of liver, but two of them extended into portions of the left lobe. One also extended down to involve two of the three large veins that drain blood from the liver into the inferior vena cava, the large vein that carries blood back to the heart. To assure that I had completely removed the tumor around these two veins, I took out a portion of the wall of the inferior vena cava and replaced it with a patch from another vein. It was a liver surgery tour de force, and when it was over, the surgical fellow who performed the operation with me and I quietly congratulated each other on a job well done. Nonetheless, I admit to having had my own negative sentiments and a paucity of optimism. I remarked to the surgical fellow that while the operation had been technically challenging and a great lesson in surgical anatomy, I doubted that we had cured this patient. I was concerned that the aggressive cancer would return.


“Never deny someone hope, Doctor.” If I ever had a crystal ball to predict the future, I obviously dropped it in the mud a long time ago. I was wrong about the minister. His cancer never returned. He spent only one week in the hospital after his surgery and his sliver of liver performed and regenerated beautifully. For the first five years I saw him every three to six months with lab tests and CT scans to check for the return of malignant tumors. For the next six years I saw him only for an annual visit. This man survived and enjoyed life for eleven years after being told he had only six months to live. He died at age eighty, as many of us would wish to die, in his sleep from a stroke. He gave his last sermon from the pulpit of his church three days before he died. His cancer never returned to prey upon his mind and hunt down his hope.


After thinking about it, I realize I learned one additional lesson from this patient. He taught me that it was acceptable to express a little clean, righteous anger and then laugh and move on. The minister and I developed a ritual we repeated at each of his visits after passage of the initial six months his medical oncologist gave him. Once I reviewed the results of his tests and CT scans and confirmed that all was well and the cancer had not returned, he would smile and say, “Let’s do it!” From the examining room, I would dial the phone number of the medical oncologist in Mississippi. The minister admitted to me he was angry that this doctor had needlessly denied him hope. When the oncologist came on the line, I would hand the phone to the minister, who would identify himself, and then he would say exactly the same words, each time, “Hey, Doc, you want to go fishing?”


As a surgeon, I confess I enjoyed witnessing the precision with which the preacher inserted this verbal blade, deftly turning it to maximize the impact of his statement. When I passed the phone to the minister, he always had an impish, perhaps even devilish, grin on his face. After he asked the doctor if he would care to join him for a fishing expedition, he would hand the phone back to me and a look of serenity would come over him. The ritual was completed when I would take the phone and speak to the doctor in Mississippi. In my first few conversations with the physician, I apologized for my obvious and indecorous breach in professional behavior. But to the credit of this man being regularly taunted by a Baptist minister, who wasn’t entirely forgiving, he would tell me that no apology was necessary and he believed he deserved, and benefited from, the brief but poignant verbal reminders. As the years passed, the doctor would be laughing when I put the phone to my ear, telling me that he really enjoyed the calls and his whole office staff looked forward to this annual event.


The doctor in Mississippi told me it was because of the minister that he never answered patients with a diagnosis of advanced cancer about their expected longevity. Instead, he would inform patients and their families he really couldn’t make such a prediction. Not only because of marked individual differences in responses to treatment, but because of the immeasurable will to live—even in individuals no longer receiving treatment for their cancer. Together, he and I learned the importance of leaving no stone unturned in treatment: to engage in multidisciplinary management and to consider all options for our patients. Great lessons from a great spiritual teacher taught to a couple of hardheaded doctors.


“Hey, Doc, you want to go fishing?”
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Heroes Walking among Us




“I learned that courage was not the absence of fear, but the triumph over it. The brave man is not he who does not feel afraid, but he who conquers that fear.”


Nelson Mandela







Courage: The ability to do something that frightens one; bravery; strength in the face of pain, fear, or grief





Living among us, usually unbeknownst to us, are people who have experienced war. I am reminded of these men and women every anniversary of V-E Day, May 8. Victory in Europe Day commemorates the unconditional surrender of Germany to the Allies, and the end of World War II in Europe.


My grandfather and two of his brothers fought with the U.S. Army in Europe during the war. One of my great-uncles went ashore in Normandy on D-Day. My grandfather and my other great-uncle soon followed with the waves of Allied troops that arrived in France in the weeks after June 6, 1944. All three saw combat in France and Germany, and all three received commendations and medals, including a Bronze Star for my great-uncle who fought at Bastogne during the Battle of the Bulge.


None of these men ever talked much about their time in Europe in World War II. However, shortly before he died, one of my great-uncles told me, “I saw things you can’t imagine, and memories that I can’t wash away.” He then told me he’d been in the contingent of U.S. soldiers that liberated prisoners from Buchenwald in April 1945. When I looked at pictures in books of the emaciated Jewish prisoners, I couldn’t believe what I saw, and I knew he couldn’t either.


During my rotations at the Veterans Administration Hospital as a general-surgery resident I was honored to care for many veterans of World War II, Korea, and Vietnam. I listened intently to their stories, recognizing the opportunity to learn history from actual participants. While some, like my grandfather and great-uncles, did not talk much about their involvement, others told remarkable stories of harrowing survival and astonishing experiences. In my career as a surgical oncologist I have continued to learn from the firsthand stories told by veterans and their families. I always feel like I am walking a fine line in asking about what may be emotionally charged memories. However, sometimes when I ask the right questions, the most extraordinary stories come to light.


One such story came from an unassuming gentleman whom I treated in the late 1990s. His medical oncologist sent him to me when the only chemotherapy agents available had failed to shrink the more than twenty metastatic colorectal-cancer tumors in his liver. At the time we did not have many of the chemotherapy drugs or biologic agents that are now readily available to treat patients with stage IV colorectal cancer. Specifically, this man was referred to me to place a hepatic arterial infusion (HAI) pump that would deliver drugs directly to the malignant liver tumors through the hepatic artery. (For a brief synopsis on the rationale for HAI chemotherapy and on liver anatomy, please see the addendum at the end of this chapter, for those of you who are interested in such things!)


The referring oncologist informed me that his patient was a jovial, successful, highly respected, and beloved member of his community. I walked in to meet this man, along with his wife and daughter, who had accompanied him. He was of slight build, in his late seventies with brilliant blue eyes and a firm handshake. He maintained eye contact with me at all times in a manner that was initially unnerving. He spoke with an accent I couldn’t quite identify, so I asked where he was from originally. He stated that he was Dutch and had grown up in Holland and had immigrated to the United States soon after the end of World War II.


I began to ask the usual array of questions about his cancer treatment and medical history. He reported he had been in excellent health throughout his life and had only been in the hospital once prior to his diagnosis of colon cancer. When I asked when that hospitalization occurred, he quietly said it was in 1944. I inquired why, but before he could answer his daughter blurted out, “Because he is a war hero!” My silver-haired, slender patient noticeably blushed and then shushed his daughter. Unfortunately for him, it was too late. I immediately asked him to tell me of his experiences in World War II and he recounted an amazing story.


During the war my patient and his family were members of the Dutch Resistance. His parents took considerable risks hiding people who were fleeing Nazi Germany. He said at various times they had anywhere from two to four members of Jewish families hidden in false rooms or passages of their home. However, he and his brother wanted to take a more active role in fighting the oppression they witnessed every day.


Late in 1944, my patient knew there were German munitions trains in the depot outside Rotterdam near his home. In an effort to disrupt the flow of these weapons back into Germany, he led a band of Dutch Resistance fighters to the rail yard. My patient, his brother, and four companions managed to dig under a fence and elude the guards. They proceeded to a train car and were surprised to find the door open. The rail car was filled with high explosives and artillery shells. They poured gasoline inside the train car, lit it on fire, and then, as he said, “We ran like the devil was chasing us!” After they’d sprinted a little more than a hundred meters, German guards discovered their presence and began firing at them. At that point, he stated, “All Hell broke loose!” The rail car exploded, knocking all of the Resistance fighters to the ground. There followed a series of tremendous blasts throughout the rail yard.


My patient and the other Resistance fighters looked for an escape route. Seeing an opportunity, they jumped onto a moving flatbed train car heading out of the rail yard. Unluckily, this exiting train passed directly in front of a guard post. German soldiers opened fire on the six men. Bullets hit my patient in the shoulder and the leg. His brother and one other fighter were killed.


The soldiers then pursued them on foot, and my patient saw another train rapidly approaching on the adjacent track. With no further thought, he ran along the flatbed rail car and jumped from one moving train to the other. Despite his wounds, he and the remaining men managed to escape. My patient was hospitalized briefly, but after recovering he and his comrades continued to fight alongside French Resistance forces and Allied troops.


I listened to his story, admittedly impressed by his matter-of-fact demeanor in recounting his harrowing experience. It was a remarkable tale of heroism. I asked if he’d ever been recognized for his role in this encounter. To my incredulity, his wife handed me a folder that included a picture of my patient as a young man in 1946 being awarded the Legion of Honor at the level of Chevalier by Charles de Gaulle himself. The folder included a complete history written to accompany the medal describing the importance of the raid in destroying a large cache of weapons on train cars throughout the rail yard.


I read the account, mouth agape, amazed that this unassuming, quiet man had been involved in such an exploit. I would never have guessed that he and his family had risked their lives to assist people fleeing from Germany. I was impressed by his bravery in leading such a daring attack against a garrison of well-armed troops.


But that was not his last act of courage. Try to envision undergoing an operation that creates a six-to-eight-inch-long cut on your belly just below the ribs on the right side, removes your gallbladder, places a catheter into the artery going to your liver, and implants an approximately two-pound metal device slightly larger than a hockey puck under the skin on your right lower abdomen. After I explained this procedure and possible risks to my patient, without hesitation he said, “Let’s get it done, Doctor. I have lots of living to do!” I performed the operation the following week, and he was discharged three days later.


After six months of HAI chemotherapy my patient’s liver tumors had reduced in size by more than 80 percent. He continued to receive HAI chemotherapy, but two months later his liver became inflamed by the drugs and I told him we could not safely continue with treatments.


He accepted this information with his usual calm stoicism and reported that he would simply carry on and enjoy his life. He did exactly that for another thirty months and at every check-in he was always grateful and upbeat. He again impressed me near the end of his life when I saw him in the clinic, “I am a happy man doctor. I have lived a long and productive life and I have a wonderful family. Why would I ever complain?”


During his clinic visits my patient and I had many long conversations about his involvement in World War II. He was clearly affected by his memories and admitted that he was haunted by people he had not been able to save or help. I was awed by how he and his family had lived during the war, but more so by the man he was after his experiences. He was a man who had the courage and resolve to do the right thing and help others while combatting those who oppressed them. And he had the courage to fight a hard disease with dignity and grace.


I am truly fortunate to have a career that allows me to help people every day and to hear their stories. I am blessed to have cared for this man and many other veterans who chose to make a difference.


Addendum


In the decades leading up to the new millennium, we had very few drugs to treat patients with advanced colorectal cancer. Patients with stage IV disease, meaning the colon cancer had metastasized to organs like the liver or lung, were usually treated with 5-fluorouracil (5-FU) and leucovorin. These drugs generally did little to improve long-term survival for most patients, and dramatic responses rarely occurred.


One of the biological fascinations and peculiarities of colorectal cancer is that it will metastasize only to the liver in some patients. These patients may also have lymph node metastases removed at the time their primary colon or rectal cancer is resected, but in patients with liver-only disease, surgical removal of the tumors can be curative.


Unfortunately however, most patients have too many liver tumors, or tumors too near critical blood vessels or bile ducts, for it to be possible to consider surgical removal of the tumors. For that reason, I have been involved in studying other types of treatments to destroy or to treat the malignant liver tumors directly.


The liver is my favorite organ for many reasons, most of which are irrelevant to my current musings, but one interesting fact is that it has a dual blood supply. Specifically, the liver gets blood from an artery called the hepatic artery, which carries oxygen-rich blood from the heart. In addition, the majority of the nutrient blood flow to the liver comes from a large blood vessel called the portal vein. Everything we eat or ingest through our intestinal system passes into veins that flow into larger and larger veins, in a pattern like that of branches on a tree, until the vein-branches form into a single large “trunk,” the portal vein. Thus, all digested food, medications, and other chemicals ultimately pass through the liver.


While the liver is unusual in the presence of this dual blood supply, it is like any other organ in the body when it comes to malignant tumors. A malignant tumor survives in the organ in which it originated or spread by a process known as angiogenesis. This means the tumor derives its blood supply from arteries feeding the organ. A colon-cancer liver metastasis obtains the majority of its blood flow from the hepatic artery, while a normal, nonmalignant liver gets most of its blood flow from the portal vein, with an admixture from the hepatic artery. Cancer clinicians take advantage of this feature of malignant liver tumors to deliver drugs or other treatments directly to the tumors in the liver through the hepatic artery. One such treatment that gained some popularity in the 1980s and 1990s was a device called a hepatic arterial infusion (HAI) pump.


Parenthetically, as a liver surgeon, when I consider removing malignant tumors from the liver I must always be mindful to leave the patient with enough residual liver to maintain function while the liver regenerates. The liver is the only organ in the human body that grows back after a major portion of it is removed. Clearly, the ancient Greeks knew this, as indicated by the story of Prometheus. His punishment by the gods on Olympus for giving fire to mankind was to have his liver eaten by an eagle every day, only to have it grow back, so he could suffer the same fate daily. Unfortunately, a human liver does not grow back in one day; it takes six to eight weeks!
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Good News, Bad News




“The price of success is hard work, dedication to the job at hand, and the determination that whether we win or lose, we have applied the best of ourselves to the task at hand.”


Vince Lombardi







Determination: The quality of being determined; firmness of purpose





One of the things I love most about being a surgical oncologist is seeing my patients for years after I have treated them. However, those visits are inevitably like the opening scenes from the old Wide World of Sports television program I watched on Saturdays when I was growing up. For those patients who receive good news during their clinic visit, the images are of athletes crossing the finish line in a first-place “thrill of victory.” I tell the patients I am confident I can perform an operation to remove their cancer; or I confirm that their blood tests and scans show that tumors have not recurred after surgery, chemotherapy, or other treatments. Or they pass some major chronological milestone without evidence of cancer rearing its ugly head again. (Many patients still believe the five-year cancer-free anniversary means they’re “cured.” If only that were always true.) In contrast, “agony of defeat” scenes, like the ski jumper falling off the end of the ramp and bouncing hard on the slope, represent the distress and depression patients and their family members feel when I deliver bad news.


I would never make it as a professional poker player because I can’t bluff when I’m holding a bad hand or keep from grinning when I have a good one. My patients can tell by my face when I enter the clinic room what the news is going to be. When all of their blood tests and scans reveal no evidence of cancer recurrence, I walk in smiling and immediately tell them everything looks great and I see no evidence of any cancer. The remainder of the visit becomes a combination of medical checkup and social enterprise. I inquire about the well-being of their children, grandchildren, parents, other friends, and relatives I have met. We discuss their pets, their gardening, their recent travels, and sundry snippets of their lives. Patients frequently bring pictures of children and grandchildren, or travel photos of places they have been since their last visit with me. Often they ask for medical advice on conditions totally unrelated to their cancer as they get farther and farther away from their original diagnosis. My patients also know tidbits from my life. They ask about the status of soccer teams I coached, how my son or daughter are doing (both graduated college and moved onto successful careers, thank you), and whether I have progressed from owning a Ferrari lanyard to hold my medical badge (I’m a fan of Ferrari F1 racing) to actually owning a Ferrari automobile (I have not).


On the other hand, patients, family members, and my patient-care team have told me that I am quite solemn when I walk in a clinic room to deliver bad news. No “light-hearted” chatter or discussion of recent family events or outings. The nervous, hopeful smiles on the faces of the patient and the family or friends in the room quickly fade as I describe what I am seeing on the blood tests and scans. Friedrich Nietzsche, the pejorative poster boy of pessimism, is credited with the aphorism, “Hope is the worst of evils, for it prolongs the torments of man.” Thankfully, he was not involved in the care of people with cancer or other chronic illnesses. A particular woman comes to mind when I remember the importance of dealing with both the highs and the lows of delivering news to cancer patients.


The patient was the wife of an emeritus professor of engineering at a prestigious American university. Mrs. Professor had a grapefruit-sized, malignant, vascular tumor called an epithelioid hemangioendothelioma, or EHE, in the center of her liver. It’s a mouthful of a name for a rare, malignant tumor of the liver. She had seen surgeons at several other hospitals in the United States and was told that the tumor was inoperable and untreatable and that if she was lucky she might live a year.


The professor contacted me, and I examined Mrs. Professor and evaluated her prior scans. Not only was her tumor in an unfortunate location but it was wrapped around two—and abutting a portion of the third—of the three veins that drain all of the blood out of the liver into a large blood vessel called the inferior vena cava. As a hepatobiliary surgical oncologist, I knew I must preserve at least one of these veins to allow blood that flows into the liver to flow back out properly. I ordered some additional high-resolution images to better understand the appearance of her tumor, and I realized it had a very thick fibrous capsule surrounding it.


I explained to Mrs. Professor and her husband that it might be possible to remove the tumor, but it would be challenging. Suddenly this lady who had been sullen, withdrawn, and tearful every time I had met her previously looked up and said, “If there’s any chance, I’m willing to take it! I am determined to fight this cancer!” The next week I proceeded to surgically remove the entire left lobe and a portion of the right lobe of her liver. And I was able to gently dissect the tumor capsule from the third hepatic vein. The operation was successful and Mrs. Professor recovered well over the next several weeks.


The professor knew a thing or two about scientific investigation, statistics, and assessments of probability, and, having lots of time on his hands, sent an acerbic letter to the physicians at the other hospitals. In it, he explained in detail his mathematical analysis of the fallacy of their prognosis when considering an individual patient in terms of a statistical mean. He pointedly informed them that it was impossible to predict if any given individual would fall near the mean or several standard errors away from the mean. In plain language, predicting the length of survival of cancer patients is usually based on data from the life-span of a large number of people diagnosed with the same disease. Some people live for a shorter—possibly much shorter—time than the average, while others live significantly longer than the average survival time. The professor concluded, prognostication regarding cancer survival was imperfect at best—particularly since I had successfully removed the tumor (yes, he added that final detail in his letters). Unfortunately, for the next year, when I would encounter these various surgeons at national or international surgery or cancer meetings, I would get some frosty stares and very little conversation.


For the following three years, I saw Mrs. Professor every four months, and with each visit I would enter the room smiling and pleased to report that all looked good on her blood tests and scans. But three and a half years after her operation, the nature of the clinic visit, unfortunately, changed. The moment I entered the room the professor said, “Uh-oh!” Mrs. Professor immediately looked crestfallen and asked, “What is wrong?” I sat down and explained that there were new, small tumors in her liver and lungs. She asked how this could be possible since she felt so well, and I countered by informing her that small tumors frequently do not cause symptoms or problems that make a patient aware of their presence. I spent almost an hour answering an array of questions from Mr. and Mrs. Professor, many of which were different ways of asking me to predict the future and her probable longevity. I repeatedly explained that the tumors were a bad prognostic finding, and that her particular type of tumor was generally quite resistant to chemotherapy. She stated openly that she had no interest in taking chemotherapy or other treatments that would adversely impact the quality of her life.


She finally looked at me with tears in her eyes and asked, “Does this mean I won’t see you again?” I immediately replied that I would continue to see her on a regular basis throughout her life and that, in my opinion, part of the job for all of us in oncology was to support and care for our patients through all phases of the disease, even when our treatments failed to eradicate the malignancy. I also confirmed that I respected her decision to decline chemotherapy treatment, and I would be available to assist her at any time. Mrs. Professor smiled wanly, and said she was relieved to know my colleagues and I would treat any symptoms and help her, should she develop any discomfort or other problems. I arranged for consultation visits with physicians from our palliative care service, and I continued to see my patient and the professor every three months for another year.


Approximately fourteen months after her cancer recurred, the professor called me and said that his wife was fading rapidly and they would not likely see me again. A month later I received a poignant and personal letter. In it, the professor included his wife’s obituary from the local newspaper. It chronicled her impressive array of accomplishments and interests enjoyed over the course of a life lived fully. There was also a small hand-painted watercolor card from Mrs. Professor with a note to me. In it, she thanked me for giving her hope at that initial visit when I told her that it was possible to operate on her. She then wrote something I will never forget, “When I saw the other doctors, I felt rejected, trashed, and discarded. I felt they were dismissing me because they could not remove my cancer. All my hope was killed.” The note went on to thank me for giving her several additional years of life to enjoy traveling with her husband, spending time with friends, and other activities that were important to her. I make no apology to Friedrich Nietzsche or his acolytes, for I know that the death of hope is a much greater torment for patients than the presence of hope.


Delivering and receiving bad news is difficult for everyone involved in cancer care (and any other area of medicine, for that matter): the patient, family members, friends, and physicians and members of the medical and nursing teams. There is an emotional toll on all of us. We can, however, deliver bad news with compassion and care, and that should be the goal. Patients have the right to know if they are facing a battle with cancer that they will ultimately lose, but they also need to hear a confirmation their physicians and other medical professionals will fight alongside them and support them and their family members.


One thing I learned early in my career is that patients may fear they will be abandoned when the medical community can no longer alter the progression of their cancer. Recall the words written by my patient, “I felt rejected, trashed, and discarded. I felt they were dismissing me because they could not remove my cancer.” Regardless of the outcome, I believe we doctors must fight the battle side by side with our patients to the end, providing hope tempered with realistic expectations, compassion, and reassurance that we will be there to help throughout the process.
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You Can’t Make This Stuff Up




“Once we believe in ourselves, we can risk curiosity, wonder, spontaneous delight, or any experience that reveals the human spirit.”


e. e. cummings







Wonder: A feeling of amazement and admiration, caused by something beautiful, remarkable, or unfamiliar





I was looking forward to seeing a septuagenarian patient of mine whom I expected to be my first true five-year survivor after resection of a Klatskin tumor. A Klatskin tumor is not some type of weird cancer, it actually defines a cancer in a specific location. Dr. Klatskin was the first physician to describe a cancer at the junction of the right and left bile ducts at the base of the liver where they join into a single trunk to drain bile into the intestine. (Bile is important as it helps the intestine absorb many types of the foods we eat, particularly proteins and fats.) The technical name for this type of cancer is cholangiocarcinoma. Most patients go to their doctor when their eyes and skin turn bright yellow from this small tumor that blocks the bile ducts, causing bile to back up into their liver like a clogged sink. If bile does not drain normally from the liver into the intestine, levels of serum bilirubin rise; it is the elevated bilirubin that imparts a yellow color to the skin and eyes.


The gentleman in question had presented with this yellow condition, called jaundice, and had undergone testing that revealed a small tumor blocking both bile ducts of his liver. The tumor was growing slightly up into the left bile duct so I performed an operation that removed the entire left lobe of the liver and a portion of the right lower liver. I also resected the external bile duct below the tumor and the back portion of the liver, which is called the caudate lobe, to assure that all cancer had been excised. The operation was complete when a loop of small intestine was brought up to the base of the liver and the remaining right bile duct was sewn directly to the intestine. This allowed normal drainage of bile into the intestine.


My patient lived on a ranch and had been a hardworking ranch foreman his entire life. He was lean and fit and came through the surgery and the postoperative recovery remarkably well. Few patients survive many years after this operation because this cancer has a tendency to come back in other areas of the body. However, this gentleman had been doing well on all of his checkups. I noticed he was on an upcoming clinic schedule so I was excited to congratulate him on five years of cancer-free survival.


Two weeks before his appointment his daughter called and said, “I’m sorry to tell you, but Daddy died.” I was stunned; he had looked great when I had seen him six months earlier. He’d been vibrant and active, with no other medical problems. I was concerned the cancer had recurred and we had not seen it on the previous scans. Still, I reasoned to myself, perhaps he’d had an unrelated problem, such as a heart attack or a stroke, that had felled him unexpectedly.


I stammered out my condolences to the patient’s daughter, and then asked, “How did he die?” To my amazement, his daughter told me that two days earlier her father had been out working on the ranch as usual. He noticed a solitary bull in the field and for reasons clear only to him, he decided it would be a good idea to play matador. With several ranch hands watching, he climbed over a fence, took off his jacket, and used it as a cape enticing the bull to charge him. The bull obliged and promptly gored him in the leg, severing his femoral artery and vein. My patient had bled to death from a bull goring. How do you score that in your cancer-survival statistics?
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