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Preface


I have travelled the world in search of trouble. It is a kind of addiction, a pull I find hard to resist. It stems partly from the desire to use my knowledge as a surgeon to help people who are experiencing the worst that humanity can throw at them, and partly from the thrill of just being in those terrible places, of living in a liminal zone where most people have neither been nor want to go.


Since time immemorial man has waged war, usually on his neighbour. As warfare became professionalized, the risk of being injured or killed on the battlefield was borne mostly by soldiers. Wars were fought as a succession of pitched battles, usually away from where people lived, and only the actual combatants were in the firing line. During the Second World War, however, this began to change, and has continued to do so until today, when the majority of casualties are innocent civilians.


As the size of the group of potential victims has grown, so the means of wounding or killing them has become ever more effective. Thankfully, destruction on the scale of the two atomic assaults visited on Japan over seventy years ago, when hundreds of thousands were killed with a single devastating weapon, has never been repeated. But instead we have multiple and increasingly powerful delivery systems for rockets, missiles, bombs and bullets, all of which are designed to inflict terrible damage on the human body. And wars most affect those who are worst equipped to deal with them: people who are poor or disenfranchised, living in inadequate or unsanitary conditions with few of the amenities we take for granted in the West. War can make an already difficult existence impossible.


There are doctors and nurses, good doctors and nurses, all over the world – the desire to make medical care your life’s work seems, thank goodness, to be a pretty consistent ambition for a percentage of every population. But extreme events, whether a war or a natural disaster, stretch the boundaries of performance and what is possible. Injuries are more devastating; the windows of opportunity to intervene become shorter; resources are more scarce, or run out sooner; medical personnel are more stressed, and are often in danger themselves. Even the best-trained surgeons in peacetime will be shocked by what they see in a war zone, as I was myself; it takes time to build up the skills and experience necessary to cope with the many different challenges a trauma surgeon will face.


For reasons I will try to explore in this book, I have for over two decades now spent much of my time volunteering to go to dangerous places to help those who have been affected by events that are, very often, utterly beyond their control. I have ventured into other people’s wars many times – in Afghanistan, Sierra Leone, Liberia, Chad, the Ivory Coast, the Democratic Republic of the Congo, Sudan, Iraq, Pakistan, Libya, Gaza and Syria to mention a few. Sometimes my work has been carried out in well-provisioned hospitals away from the fighting and sometimes in poorly equipped field hospitals on the front line – what we call ‘austere environments’, where there are few investigatory tools such as X-ray machines or CT scanners to rely on.


Why do I keep going back to areas of pure misery and heartache? The answer is simple: to help people who, like you and I, have a right to proper care at this most precarious time of their lives.


What do we do when a little child traps her finger in a door and cries, and we are the only one there? We scoop that precious little person up into our arms. We feel the pain, we offer reassurance that everything will be OK, and we show love and tenderness – the act of cuddling transmits a feeling of protection. It says, ‘I’m here now and I’m going to look after you, and make you better.’


That same human response is exactly what is required when you face a patient with terrible injuries in a conflict zone. That patient wants comfort and protection from what has happened. The initial doctor–patient relationship must provide that, and instil a feeling of confidence that the doctor will be able to help and do the right thing, and take away the pain of injury.


Hospitals can be emotional places at the best of times, and in war environments all sensibility is heightened. It is vital to adopt and radiate an air of confidence and strength. I am much better at that now than I used to be. However, the stakes are high because there are often weapons around, tensions are raised, and the rule of the gun overrides the rule of law. I have been in many dangerous situations and there is no doubt I am lucky to have stayed alive.


The Geneva Conventions are there to provide protection both for all those injured and to all those who provide treatment in war. In 2016 I organized a demonstration in London against the indiscriminate bombing of hospitals in Syria and in the world’s other war zones. Hospitals must be protected and respected. To bomb and destroy hospitals is not just sinful, it is evil – evil because it is claimed by the perpetrators to be justifiable and intentional. In Syria there were over 450 attacks on hospitals in the first six years of the conflict there, nine out of ten of them perpetrated by the Syrian and Russian governments. In some months of the conflict there have been attacks on medical facilities practically every day. Not only is performing these acts evil – so is denying that they are happening.


Organizing a public demonstration, or being interviewed on television to campaign for humanitarian corridors, or setting up a foundation to spread specialist expertise about trauma surgery – these would have been impossible things for me to contemplate when I was a young consultant in the early 1990s. They are the acts of a man my younger self would not have recognized – except it is still me, and we are both the product of my Welsh upbringing and all the myriad factors that shape a personality.


The campaigning and the teaching that drive me now are a function of all my experiences, but in particular my experiences in recent years in Syria. I have made three major trips there since 2012, along with other visits to the border zone, and in that period my life has changed very profoundly. I began seriously to collate and share the knowledge I had acquired over my career to help other doctors, especially doctors from countries at war. I began to get seriously angry about the inability of the major powers to prevent hospitals and medical staff being targeted in environments where they were simply trying to save lives. And, most miraculously of all, I became seriously involved with the woman who I knew I wanted to spend the rest of my life with, married her, and became a father.


I have been to other places since 2012, but Syria is the thread that runs through this most extraordinary period of my life, the seam to which I keep returning. These trips have been the most extraordinarily fulfilling, frustrating, and dangerous of all.
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The Bomb Factory


In London the 2012 summer Olympics were in full flow, with Team GB winning a record number of medals and the country basking in the reflected glory of our athletes and a successful games. It was hard to imagine that only a few hours’ flight away an entire country was descending into violent anarchy.


I was busy with my day job for the National Health Service. For most of the year I work at three hospitals in London: St Mary’s, where I am a consultant vascular (blood vessels and circulation, from the Latin vas, for vessel) and trauma surgeon; the Royal Marsden, where I help the cancer surgeons from various specialities such as general surgery, urology, faciomaxillary and gynaecology remove large tumours en bloc, which then require extensive vascular reconstruction; and the Chelsea and Westminster, where I am a consultant laparoscopic (keyhole) and general surgeon. But alongside this work, in most years since the early 1990s I’ve also done a few weeks’ trauma surgery in a war zone. I monitor the television news avidly, keeping an eye out for developing hotspots, knowing at some point soon an aid agency is likely to ask me to help.


When I get such a call, my heart begins to race and I develop an irrepressible urge to remove any obstacle that might prevent me from going. My immediate response is always, ‘Give me a couple of hours and I will come back to you.’ The call might come while I’m operating or assisting a colleague, or I might be holding a routine outpatient clinic. Wherever I am and whatever I am doing, the desire to go is always intense and almost overwhelming. But I can’t say yes every time. I might get a couple of requests a month from different agencies, and could easily be a full-time volunteer, but I have to earn a living, too. I do receive £300 or so for a month’s fieldwork, but mostly that’s spent on everyday expenses.


Before agreeing to anything, I call the surgical manager at Chelsea and Westminster, where my contract is held, and explain that there’s a humanitarian crisis in which I’ve been asked to help. I then request immediate unpaid leave for the time I’ll be away. There is usually no objection, ‘as long as you can sort out your clinics and your operating and your on-calls’. Indeed, I have never yet been turned down. No doubt the carrot of taking unpaid leave while maintaining all my commitments helps to allay any anxieties the NHS might have!


So I didn’t need asking twice when, during the summer of 2012, a call came from the head office of Médecins Sans Frontières (MSF) in Paris, asking if I would be prepared to work in a hospital they’d set up in Syria. I made the usual arrangements at home, packed my kit and got on a plane to Turkey.


Like most people, I knew Syria was a country in the Middle East that had steered clear of the conflicts that had beset many of its neighbours – three of the countries it borders are Iraq, Lebanon and Israel, hardly oases of calm. For most of my lifetime Syria had been a closed, slightly secretive sort of place, but peaceful, with a population known for its warm and hospitable nature and where more adventurous Western tourists sometimes went on holiday.


It’s a truism I’ll return to that many of the countries I’ve volunteered in have collapsed into chaos after a challenge to authoritarian rule. Nature might abhor a vacuum, but warmongers love them. In Syria’s case the authoritarianism was provided by the Assad family, who had ruled over the country since taking power in a bloodless coup in 1970. The current president, Bashar al-Assad, had taken over after the death of his father, Hafez, in 2000 – winning 99.7 per cent of the vote that confirmed his assumption of power. The Assad family are leading lights in the minority Alawite sect, a branch of Shia Islam in a country where nearly three-quarters of the population are Sunnis. There was something of a cult of personality around them, with pictures of Hafez and Bashar the decor of choice in many offices and shops. Their grip on power was, in time-honoured fashion, reinforced by a notoriously brutal secret police, conspicuous in their ubiquitous sunglasses and leather jackets.


My acquaintance with Syria went back a long way: my father had had a Syrian trainee called Dr Bourak in the 1970s, whom my dad said was the best registrar he had ever worked with, and I had also met a young Dr Bashar al-Assad while he was an ophthalmic senior house officer at the Western Eye Hospital in London in the early 1990s. We were discussing a patient who had eye problems from a small clot that had come off the carotid artery. He seemed very pleasant and respectful – little did I know that our paths would cross again many years later.


In Syria the plates had begun to shift in 2010, when demonstrators in Tunisia took to the streets to complain about a host of grievances including high levels of corruption and unemployment, and lack of freedom of expression. Early in the new year Tunisia’s long-serving president was deposed, and others across North Africa and the Middle East, experiencing similarly bad government, began to take notice. There were sustained protests in Morocco, Algeria and Sudan throughout early 2011, and then across to Iraq, Lebanon, Jordan and Kuwait. And in five other countries – Libya, Egypt, Yemen, Bahrain and Syria – the phenomenon that became known as the Arab Spring led to serious insurgencies, the toppling of regimes, or full-blown civil war. So far, only Tunisia has managed to turn the turmoil into positive democratic change: many of the other countries are arguably much worse off than before.


In Syria, suppression of the protests calling for President Assad’s removal was particularly brutal. In my opinion the whole civil war could have been avoided, or quickly curtailed, if the regime had responded to the protests in a more moderate way. In March 2011 some children sprayed anti-government graffiti on walls in the southern city of Daraa; Assad’s response was to have his security forces detain the children and torture them. Thousands of protesters took to the streets in response. On 22 March Assad’s forces stormed the hospital in Daraa and occupied the building, positioning snipers on the roof. As the protests escalated, the snipers began their work. A surgeon named Ali al-Mahameed was killed as he tried to attend to the wounded, and when thousands of mourners turned up at his funeral later that day, they too were shot at. Snipers would remain stationed on the roof for another two years, firing on sick and injured people who were simply trying to get treatment.


As protests erupted all over Syria, the country’s medical system became a lightning-rod for the divisions tearing Syrian society apart. Those opposing the regime – mostly Sunnis, from among whom the Free Syrian Army emerged – found that seeking treatment for injuries sustained in the fighting became almost as dangerous as the fighting itself.


The healthcare system was weaponized by the regime. Government-run hospitals functioned as an extension of the security apparatus: it was reported that staff still loyal to Assad would routinely deal with minor injuries by carrying out amputations as a form of punishment. Protesters who had been wounded and who were awaiting treatment were often taken from the wards and spirited away to be tortured and killed.


In the first year of the uprising a documented fifty-six medical workers were either targeted by government snipers or tortured to death in detention facilities. In July 2012 Assad passed a new law against failing to report anti-government activity, in effect making the medical treatment of anyone not actively supporting Assad a criminal offence. This was the kind of pressure medical staff across the country were having to face, simply to do their job.


I flew to Istanbul and then on to Hatay, the airport near to Reyhanlı, the closest Turkish town to the Syrian border. I was then taken to the MSF safe house in Reyhanlı and given a briefing on the mission, the latest security alerts and escape routes in case of emergency evacuation. The following day I was picked up by a Syrian driver and a local Syrian logistician and taken to a checkpoint just before the border where I was given a false name and signed in as such, and was given some papers. The driver then took me to the border, which was under the watchful eye of the Turkish military, who also checked my papers. We crossed the border, which at that time was just a barbed-wire fence, and waited for the Syrian car to take me to the MSF hospital in Atmeh. We passed the fledgling refugee camp, which had a few thousand people in ragged tents with poor sanitary conditions. Although the tents were dishevelled, I was surprised to see the people inside were very well dressed with clean shoes, and must have taken pride in their appearance. I am sure that they did not realize that their refugee status was just the beginning of a miserable existence that they were to endure for years to come. MSF, a medical humanitarian organization with which I had worked on several occasions, had taken over a large walled villa in the town and converted it into a hospital, code-named Alpha, as it was the first such facility they set up in Syria. The house was large and well proportioned, and belonged to a man who happened to be a surgeon himself, and who was working in Aleppo. The rooms had been repurposed in anticipation of growing demand: the dining room became our operating theatre, the living room was our emergency department, where patients were first assessed, and the kitchen housed the sterilization unit. The first and second floors became our wards, with about twenty beds, and the staff accommodation was on the top floor – although when I arrived it was so warm we used to sleep on the roof, under mosquito nets. A mix of Syrians and foreign volunteers like me, we’d lie up there, exhausted after a non-stop shift, watching the jets streaking overhead and staring up at the stars in the inky night sky.


I quickly settled into a rhythm and began to feel useful. We’d get up early, have a meeting with the project manager, who would brief us on the security situation that day, where the latest fighting was concentrated and so on, and then we’d do our ward rounds. I was very pleased to see that Pete Matthew, an excellent doctor I’d worked with before, was there too. A consultant neurosurgeon from Dundee, Pete had some years earlier been very keen to try his hand at humanitarian work. Back in 2002, with my colleagues Pauline Dodds and Jenny Hayward-Karlsson, I had run a training course sponsored by the British Red Cross to train British surgeons to work in war zones and Pete had been one of the delegates. We became great friends and had stayed in touch ever since.


After the ward round in Atmeh we’d have breakfast and then start on any scheduled operations: to begin with, in this early stage of the war, we were not overrun with casualties and there was still time to do elective or follow-up surgery for people whose lives were no longer in immediate danger.


But things soon heated up, and before long there was a great deal of significant emergency surgery going on – we began to see lots of gunshot wounds and fragmentation injuries as the regime began shelling civilian homes and firing rockets from helicopters. People were facing not only the primary risk of a direct hit, perhaps killing them outright or resulting in a catastrophic amputation, but also the secondary risk of fragmentation or shrapnel injuries as the metal shell casings flew in all directions and bits of buildings hit by a missile became deadly projectiles.


Every now and then, at any time of day or night, we might hear the blaring of a car or pickup truck’s horn in the distance, getting louder and louder as the vehicle sped towards us with its cargo of victims. The horns acted as a siren, and we’d know to get the emergency room ready so we could assess the patients and decide who needed to go straight into theatre. On one occasion the first patient to need our help turned out to be the wife of a local bomb-maker. At that time there were a lot of small factories opening up in Atmeh that were making explosives. These were fairly crude devices and few of the people making them knew what they were doing – they were mostly working at home, making it up as they went along, and putting their own families at terrible risk.


The woman’s husband had apparently been making a bomb in his kitchen when it had detonated prematurely. The whole house was destroyed, the bomb-maker killed and his wife rushed to us with a fragment injury to her lower left leg. She was haemorrhaging significantly from the wound, which required a tourniquet to be placed immediately on the thigh. 


The anaesthetist took a quick blood sample and put it through our very basic haemoglobinometer, a device which measures the red cell count in blood. It confirmed that she had a haemoglobin of 4 grams per litre – the normal amount of haemoglobin in our bodies, the stuff that carries oxygen in the blood, is between 12 and 15g/L. It was clear she had lost a great deal of blood. He quickly established her blood group and then went to get a pint of fresh blood of the right type from our dwindling supplies. Then, on the other arm, he set up a saline drip to replace some of the fluid that she had lost. 


All this happened on the operating table in the dining room. The sister in charge set up the trolley with sterile drapes and instruments as the patient was given general anaesthetic. It was impossible to assess the wound properly as there was arterial bleeding, most likely from the superficial femoral artery in the leg. There was a large dressing on the top, which was acting as a local compression. I scrubbed up and prepared to operate.


One of the Syrian assistants, who didn’t speak much English, was helping to lift the leg. As I prepped the limb with iodine I asked the helper to take off the pressure dressing. The bleeding by this time had stopped, and there was a large clot overlying the wound. With the patient now draped and prepped, I started the procedure by making an incision below the tourniquet, high on the leg, so that I could get a clamp on the artery before exploring the wound. After gaining proximal control of the blood vessel I then went down to have a proper look. I tentatively put my finger into a large hole just above her knee joint, and felt an object in there which I assumed was a piece of metal – a fragment from the bomb, or maybe a bit of her house.


In this kind of scenario it is always important to go very carefully, putting your finger into the wound slowly and cautiously because there may be fractured bone which can be as sharp as shards of glass – the last thing you want is a needlestick injury without knowing the blood status of the patient. In this environment there was perhaps less concern about HIV or hepatitis, but it is a common mistake not to assume the worst. 


Probing gently with my finger, it didn’t appear to be the usual jagged piece of metal or fragment but a smooth, cylindrical object. Very carefully I grabbed it with my fingers and pulled it out. I held it up to examine it, and the Syrian helper who was with me took one look and went pale. He obviously knew what I was holding, and blurted out, ‘Mufajir!’ before turning tail and leaving the room.


The anaesthetist and I looked at each other. Was I holding some sort of bomb? In that instant, I froze as I wondered what on earth I should do next. It went extremely quiet – all I could hear was the soft hiss of the ventilator pumping oxygen into the patient’s lungs. The anaesthetist shuffled away, moving across to the corner of the room behind one of the cupboards. By now my hands were shaking, I was in danger of dropping whatever it was, and I realized I had to do something. I decided to take a deep breath and walk out of the operating theatre as carefully and slowly as I could. I needed the anaesthetist to open the door for me and jerked my head in its direction to show him what I wanted, hardly daring to speak. He said to wait, as he was sure somebody was going to come very shortly – thankfully he was right, and as I deliberated for a few more seconds the door opened and in came the Syrian helper with a bucket of water. He put the bucket on the floor next to me and he and the anaesthetist ran to the safety of the next room. With my heart pounding, I carefully put the object into the bottom of the bucket, feeling the cold water seeping into the sleeve of my green scrubs, and very gingerly took it outside.


Mufajir means ‘detonator’. It was hard to tell if it was live or not. I was told later that it probably would not have killed me, but it would most likely have blown off my hand – not the end of my life, maybe, but certainly the end of my career, and at the time the two were much the same thing.


It wasn’t the last time I had a run-in with homespun explosives. Most of the fragmentation wounds from bombs that we were receiving were from the effects of amateur bomb-makers. Several times throughout the mission, we would receive young girls and boys at the hospital who had lost one or both of their hands. Some had severe facial injuries as well, and, even more pitifully, some had dreadful eye damage which rendered them blind. Many times I would go to the ward and hear the sobbing of parents holding their five- or six-year-old, who would never see them again or touch them with their fingers. It was utterly heartbreaking.


Although all around us there were people coming to terms with being at war, in the house we felt pretty safe. We didn’t really take much notice of the building opposite, which seemed to be full of young men in dark combat fatigues, often carrying weapons. I suppose if I thought about it at all, I assumed it was some sort of training facility for the Free Syrian Army. We used to watch them kneeling after the mosque’s call to prayer began at around 4.30 in the morning, and knew that they could see us going about our business, too. There was something very romantic about that moment; I would lie awake on the roof, listening to the beautiful voice singing from the mosque. The air at that early hour was beautifully sweet with a crisp coldness – there was a sense of complete tranquillity as the sky gradually lightened. By seven o’clock in the morning it was too hot to lie awake on our rubber mattresses, which made it easy for us all to get up and queue for the shared toilet and shower in the building.


The sunsets were equally beautiful. More often than not the evening sky was just a vast swathe of deep blue, with the occasional wispy cloud. The sun cycled through an array of startling colours as it sank down and set between two small mountains on the horizon; it was a wonderful spectacle to watch.


On one such evening, the rest of the team had gone down to the village swimming pool. Feeling a little overweight at the time, I decided to give it a miss and go upstairs to the roof for a rest. The sunset was particularly striking, so I decided to take a photograph of it. I’d been doing these missions for many years by this time, and I knew the rule that one should never take photos on a mission with MSF. However, over the years I have always taken clinical photographs and videos for teaching purposes – with the patient’s permission, of course – often using a GoPro camera mounted on a headband. And I am very pleased that I did, because without doubt this archive of images has become a major educational tool for the teaching work I do now. And everyone took pictures, all the time – the rule, such as it was, was very widely ignored.


I set up my camera and spent quite a bit of time fiddling with the time-lapse function to get the best shot. As I was doing so I looked down into the street below and noticed someone I recognized – Dr Isa Rahman, whom I had met at the Turkey–Syria border a few weeks before. I waved to him and he waved back. He had recently qualified from Imperial College and was working with a charity called Hand in Hand for Syria, which had set up a clinic in Atmeh.


I turned back to my camera, which was on the wall overlooking the street and the buildings around us, but focused on the golden horizon far into the distance. After I’d taken a few photos I was startled by the sudden appearance of the hospital’s logistician, who burst out onto the roof having run upstairs and told me to stop immediately. He was scared and pale and could hardly speak coherently. I was oblivious to the fact that several floors below me at the entrance to the hospital were about twenty armed men who had suddenly forced their way in. They wanted my camera, thinking I had been taking pictures of them.


‘No, no,’ I protested, ‘I was just taking pictures of the sunset!’


The aggrieved men were the devout fighters from next door, who had been watching me from a distance. It emerged that they weren’t FSA at all but belonged to some jihadi group. The logistician had negotiated with them very quickly that he would get my camera and take it downstairs to show them what was on it. He told me that I must give it to him immediately – they were threatening to overrun the hospital within two minutes if they did not get the camera. I duly gave it to him and sat nervously on a chair with my heart sinking into the pit of my stomach, wondering what would happen next.


The logistician was gone for about fifteen minutes. I stood up and looked over the wall down onto the street below and caught Isa’s eye again. I motioned to him to try and see what was going on downstairs, and perhaps do something to help. He nodded to me and walked towards the hospital.


Twenty minutes after beckoning Isa, the logistician reappeared and gave my camera back, much to my surprise, as I had expected never to see it again. Fortunately there were no images of the jihadis on it, otherwise I would definitely have been taken away for interrogation and God knows what else – but despite the images being entirely innocent, the jihadis had said they wanted to take me anyway. Thankfully, Isa had eventually persuaded them to leave.


I now know that I owe Isa a great deal: shortly after this incident these young fighters abducted another MSF expat, who was held for several months. I never saw Isa again, and was very upset to find out that he was killed about twelve months later, dying from a shell injury sustained while he was working at his clinic in Idlib and which was blamed on the Syrian government forces.


I’d had any number of close shaves by this stage of my career, but this one was memorable more in hindsight – I later realized it was my first encounter with the organization now widely known as Islamic State. It has been given various names, including Daesh, an acronym of the Arabic version, but since my run-ins with its members happened in Syria, I’ll refer to it as ISIS (Islamic State of Iraq and Syria).


The photo debacle would come back to haunt me in a different way, too. But at least the pictures were good.


Every so often the mission team would change as one of the doctors or nurses would leave and another would arrive. Sometimes it was a relief for the team that people did move on, because there is no doubt that in a very high-stress environment some people do crack with the pressure. You can tell they are not as happy as they were when they arrived; some become a lot quieter, others more vocal. Some even become slightly irrational.


One of the senior nurses who was running the ward was, in my view, beginning to lose sight of the reason we were all there. Pete had done a really difficult operation on a fragmentation injury and was now anxious that there might be a leak from one of his intestinal anastomoses (joins) within the young man’s abdomen. In this situation the abdomen becomes extremely painful and its lining, the peritoneum, becomes inflamed. This results in diffuse peritonitis, causing an involuntary spasm of the muscles, which become board-like in nature, like a tabletop. This patient had obvious signs that this had occurred, and Pete and I discussed taking the patient back to theatre. I told the nurse that this was what I was going to do. But she disagreed – she insisted that we needed to take the patient in an ambulance across the border into Turkey for him to have a proper operation there. She started to shout at us in front of other patients and became quite hysterical, demanding we did not operate.


I have no qualms at all about working in a team. From the most junior person up to the most senior, we all have opinions on how best to treat the patient. No one is infallible; it is quite possible to miss a clinical sign or mistake an observation, which will sometimes be brought to light by the most junior person in the room.


When someone actively makes a judgement that is out of their remit, however, then it becomes a problem. Of course, it would have been possible to have called an ambulance to transport the patient to the border, but the journey from Atmeh to the border was slow and protracted, and the pain and distress would have been too great. We discussed the case with Alpha’s project manager and in the end took the man back to the operating theatre and fixed him up.


I wasn’t sorry to see the back of that nurse, but sometimes it is sad to see people go, as with our German emergency physician, who had been excellent. However, I was delighted that his replacement was to be my previous house officer at Charing Cross Hospital, Natalie Roberts, who has subsequently become a shining light in humanitarian work and with MSF. As our new emergency physician, she would look after our makeshift emergency department in the living room. It looked out onto a patio, on which there was room for about six beds. Here she would examine patients before surgery, and this was also our overspill area if we had a mass-casualty event and needed more space.


Only a few days after her arrival there was another explosion in a house near the hospital. Again, it was the home of an amateur who was making bombs in cylindrical metal containers about the same size as an old-fashioned bottle of washing-up liquid. At 10.30 in the morning we heard the horns start blaring, getting louder and louder as they approached.


An entire family of eight arrived: mother, father and six children. They had been praying together in the back yard of their house. As the father prostrated himself, a device had fallen out of his pocket and detonated. All eight family members were brought through the outside door of the hospital onto the patio, where we began to try to make sense of a tangled mess of body parts.


All six of the children were dead, as well as their mother. The father, the bomb-maker, had severe fragmentation injuries to his arms and legs. Some were fairly superficial but others had gone much deeper. We had no X-ray machine available and all the diagnostics had to be made through clinical findings alone – basically, having a good look and making a decision yourself.


Natalie was examining the patient. A small, highly charged fragment with a lot of energy had burst into his chest and caused internal bleeding. This can come from a fractured rib, from an intercostal vessel which lies between the ribs, from the lung, or – worst-case scenario – from the heart. She correctly diagnosed that the man had a significant amount of blood within the chest cavity, which needed removing using a chest drain. This is a tube that is placed through the armpit area via the ribs into the chest cavity – it allows blood and air that is not within the lung to be evacuated, thereby letting the lungs expand and so improve breathing. Natalie seemed to be getting on with this very well, and was also cleverly taking blood out of the chest using a special filter and placing it in another bag to infuse back into the patient.


When anybody comes in to an emergency department the first thing we do is called the primary survey – looking at the basic parameters that can save lives, which we code as CABCDE. 


The first ‘C’ stands for catastrophic haemorrhage. If the patient is bleeding significantly then the first thing to do is to try to stop it, either by direct pressure or using a tourniquet, a tight binding with a belt or strap between the heart and the open wound. Sometimes the source of the bleeding isn’t obvious, though – it might be coming from somewhere hidden like the chest, the abdomen or pelvis. If your clinical examination has ruled out the arms and legs as the source, both front and back, then if the patient is shocked and pale the bleeding must be coming from somewhere we cannot apply pressure. We then make a decision as to whether or not the patient needs to be taken directly to the operating theatre.


The next check is ‘A’ for airway, to confirm there is no obstruction to the flow of oxygen to the lungs. Then come the lungs themselves, ‘B’ for breathing, to make sure the lungs can expand properly and provide oxygen to the body. The lungs could be bruised, or be compressed with blood or air, requiring a chest drain.


The second ‘C’ stands for general circulation and a quick assessment of the blood pressure by feeling the pulses, while ‘D’ is disability, the most likely being neurological disability caused by head injuries. ‘E’ stands for exposure – checking the rest of the patient and also understanding the temperature of the environment. To do this, it is important to remove as many of the patient’s clothes as possible, so they can be examined front and back.


As I watched Natalie putting in the chest drain I noticed that, although this man’s trousers had been partially cut off with a pair of scissors, there was something sticking out of his pocket. It was a cylindrical object, about the size of an aerosol can. Suddenly, it fell out of his pocket onto the floor. It was another bomb.


We all watched as if in slow motion as the object bounced on the hard tiled floor of the emergency department and spun in the air on the rebound. Astonishingly, one of the male Syrian interpreters in attendance displayed lightning reactions and did the best David Beckham kick I have ever seen, booting the bomb straight through the open patio door. It didn’t explode, presumably because there was no detonator inside, but it was a lesson for us all. We should have checked the patient more thoroughly first – but we had all been so shocked at the carnage wrought on his family that we just got down to work.


War zones are completely different from routine life at home, and it is very easy to become blinkered and not to take care of oneself, such is the focus on the patients. But extra precautions must be taken at all times to try to limit the risk of getting caught out. You have to have a different bit of your head switched on – you can’t take your normal NHS mindset to a war. In more well-established hospitals everyone would be checked for weapons with a hand-held metal detector before being allowed in – in one of the hospitals where I had worked in northern Pakistan a few months before going to Syria, even the volunteer doctors and nurses were checked when they arrived. But we didn’t have one in Atmeh, and had to deal with whoever came in, whoever they were.


I was reminded of a bomb-maker I’d had to work on while I was in Pakistan: a Taliban fighter who’d been injured making improvised explosive devices (IEDs) for use against coalition forces across the border in Afghanistan. He came in and I operated on him, and saved his life. I am often asked how I can square my humanitarian work with saving the life of someone who might go on to make something that kills British soldiers or innocent civilians. It’s a valid point, of course, and every war surgeon has to wrestle with the conundrum at some stage. But actually it’s quite simple: I don’t get to choose who I work on. I can only try to intervene to save the life of the person in front of me who is in desperate need of help. Usually I have no idea who they are or what they have done until afterwards anyway – but even if I did know, nothing would change. I rationalize it by thinking, Well, maybe that Taliban guy or this ISIS fighter will find out his life was saved by a Western, Christian doctor, and that might make him change his outlook. Some people may consider this is naive, but that’s how it is.


It wasn’t all bomb-makers and the disastrous effects of these amateur explosives that we were dealing with, though. The Syrian regime was increasing its airstrikes on civilians all the time. The dining-room operating theatre would be in use for about eighteen hours a day as we carried out emergency operations of all kinds on people of all ages. At the same time, we also slowly became a referral centre for reconstructive surgery. 


One such case was very close to home, as the patient was the man who owned the house that was now Hospital Alpha. As I mentioned, he was a surgeon himself, and had been injured in a missile attack while working in Aleppo. At that time it was possible to drive from Atmeh to Aleppo in about forty-five minutes – when I went back a year later, it took over three hours, with all the checkpoints that had been put in place. He was driven fast along the straight road back to his own house. A large fragment of a bomb or building had ripped through his left arm and taken out the bones around his elbow including the arteries and veins. He needed significant reconstruction. Pete and I re-established the blood supply to his arm with a long segment of vein from his leg, and realigned the bones as best we could with an external fixator.


While we were doing this I became aware of a significant commotion outside, and heard someone demanding in English to be let in. Normally no one was allowed inside the operating theatre while surgery was in progress, so I let him chunter on outside as I finished up. Stripping off my gloves, I went out to see what all the fuss was about, and found myself face to face with a man who claimed to be the vice-president of a charity called Syria Relief. He said my patient was a very important person in the Syrian community and that I must release him into his care.


‘And who are you?’ I said, rather annoyed.


‘I am Mounir Hakimi, an orthopaedic registrar from Manchester,’ he said quite grandly.


‘Well, I am David Nott, a consultant surgeon from London,’ I shot back.


I refused to let him into the theatre as the patient was still recovering, and as we argued back and forth the testosterone levels rose and things got pretty heated. Luckily an American doctor of Syrian extraction interrupted us and smoothed things over. It was finally agreed that the owner of the house could be moved across the border to Turkey, but only once I was satisfied he was stable enough to travel. He went to Turkey for post-operative care and I was pleased to find out that he recovered well, without requiring any more surgery. It has been a joy to meet him again on my further missions to Syria and I feel a sense of pride every time I see him.


It was not to be my last meeting with Mounir, and as my mission neared its end I could hardly imagine how important he and his native country would become in my life. I knew I would be back. Syria and its people had entered my heart and soul – we had done a lot of good work in a relatively short space of time, saving many lives and also laying the foundations of future care and expertise through the teaching I tried to do alongside the everyday work.


In fact this mission epitomized everything I had come to crave in such work – the satisfaction of making a difference, of helping ordinary people; the challenge of self-reliance when working in an austere environment; the camaraderie of dedicated people who share your values – and the odd bit of danger just to spice things up.


The urge to get out there and help still burned strong, and would grow even more intense over the next few years. But where does that urge come from? I suspect it was laid down long ago, and triggered by two formative events experienced by a young man just beginning his career in medicine.
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Two Epiphanies


The journey towards danger began somewhere safe. In fact, probably the safest place I’ve ever known, somewhere I still regard as a kind of haven.


My grandparents’ house in Trelech, a small village fifteen miles north-west of Carmarthen in Wales, was where I spent my earliest and happiest childhood years. My grandparents, Mamgu and Datcu in Welsh, lived in a tiny terraced house at the top of a hill on which the village was built, surrounded by the most beautiful countryside. My mother, Yvonne, had grown up there with her eight siblings, all living on top of each other. It was one of those villages where everyone knew everyone’s business. Neither she nor her parents had ever ventured beyond Carmarthen until the day her father drove her all the way to Newport, so she could study to become a nurse.


First there was the small business of teaching herself English – only Welsh was spoken at the house in Trelech. But my mother had guts. She was determined to do something with her life, and had been inspired in part by meeting the district nurse who had delivered one of her sisters.


Both my parents were what we would now call ‘healthcare professionals’, and the urge to make things better must have run deep – one of my earliest memories is of burning myself on the house’s wood-burning stove, aged about two, and of the care and love Mamgu showed as she nursed my injured hand. 


I have very vivid memories of my young life in Trelech – helping Datcu in his garage as he worked on machinery from the village, with the strong smell of grease and hundreds of tools and vehicle parts scattered around the floor. He was a bit of a local Mr Fixit, always tinkering with something, welding or mending. I remember the air outside being redolent of farmyards, proper rural smells, but also the fresh, clean scent of the countryside, and that I was fascinated by the well fifty yards beyond the garage, which always seemed to produce fresh water. I can still conjure in my mind the outdoor fragrance of my grandfather’s clothes – I used to love pressing my nose into the folds of his coat, immersing myself in all it represented.


It was a simple house, defined by simple things, but no less profound for that. Mamgu would chop wood with an axe and the logs would be used on the stove. Apart from Mamgu and Datcu, many of my mother’s younger brothers and sisters still lived there, and although it was crowded I suppose I was spoiled rotten, especially by my young aunts. My main memory from those early years is of fun and laughter and love – and also a deep connection with Wales. I didn’t realize it at the time – it was all I knew – but speaking Welsh around the dinner table was another bond, both with each other and with our community. The sense of belonging and being surrounded by family love made us very secure. And the simplicity of the way we lived – not in luxury, by any means, but not hankering after things we couldn’t have, or being led astray or feeling we were missing out on anything – was deeply ingrained.


It was a very Welsh childhood, and to me completely magical. It was the mould I came from, by which I have always been indelibly marked. It was the making of me.


It is only since I have become a father myself, quite late in life, that I have come to understand why I lived with Mamgu and Datcu in Trelech, and not with my parents.


My mother had gone to Newport to pursue her dream of becoming a nurse, and it was while she was there that she met my father, Malcolm Nott, a junior doctor. Malcolm was born in the city of Mandalay, right in the middle of what was then Burma, the son of an Indian army officer and a Burmese mother. This was 1955, and of course there were some raised eyebrows at her beginning a relationship with a man from south Asia.


Nott is hardly a typical south Asian name and even now my father’s surname makes no sense to me. There have been many stories of how he acquired it. My father’s father told me that during the first Afghan war, in 1840, General Sir William Nott led the British forces. He had an Indian batman who took his name. Another story was that my father’s great-grandfather was a railway engineer from Hereford who was seconded to help build the Indian railway and stayed in India and married a local woman. I’ve tried, but haven’t been able to substantiate either story.


After Japan’s invasion of Burma in 1942, Malcolm led his mother and younger brother across the dangerous mountain border into India, where Bangladesh is now. His elder brother was in the army, and was captured by the Japanese and forced to work on the Burma–Siam railway. He died of malnutrition at the age of twenty-two.


His father, my paternal grandfather, was a communications officer who had been seconded to the British army as a Japanese–English interpreter, working in Singapore among other places before the invasion. His close liaison with the British promised him a better life after the war.


Once in India, my father trained at Madras Medical School, and when he qualified his father told him to go to England to seek his fortune – and also to find him that better place to live that he’d been promised (or promised himself). So my father left home and everything he’d ever known, to sail to a new life in Britain, part of that great influx of post-war immigration. He worked for the Post Office in London before landing a job at the Royal Gwent Hospital in Newport. Almost immediately, he met my mother. A few months later they were married and she soon fell pregnant.


Towards the end of her pregnancy my mother went home to Trelech. However, she developed septicaemia and was admitted to Priory Street Hospital, Carmarthen, where I was born by caesarean section in July 1956. We both almost died. My mother didn’t want to give up her nursing training, but because she had been absent from the course for longer than she had anticipated, she was told she had to start again from the beginning.


So, with a four-year programme to complete and my father still earning very little as a junior doctor, and moving around a lot, often on short-term placements here, there and everywhere, they decided to let me grow up in the most beautiful place on earth with the most beautiful people on earth – in Trelech with my Mamgu and Datcu, Sam and Annie. And that was where I stayed until I was four years old.


The idyll had to come to an end, though, and when my parents felt settled enough to take me away from Trelech, effectively to begin a new life, it was painful and traumatic for all concerned. Like my mother when she left for Newport, I spoke only Welsh. Trelech was all I’d known. It was my anchor. Although my mother did visit us from Newport, Trelech was home and Mamgu and Datcu the ones who looked after me. I can remember them both crying, and I’m sure I was wailing for all I was worth, too. I can still picture their sad faces through the back window of our car as we drove away, out of Wales and across the border to England.


We lived for a while in Stoke-on-Trent, and then, when I was about six, moved to the village of Whittington near Worcester. The contrast between this new life and beautiful Trelech came as an enormous shock. For the first time in my life I felt alone. I had no siblings, and no prospect of any – it wouldn’t have occurred to me to ask if my parents planned to have any more children, and I don’t remember any discussion of it. In fact, a relative told me much later that even having me came as a bit of a surprise.


From the warmth and laughter of Trelech I now spent a lot of time on my own. My father was working round the clock, trying to advance his career, and I didn’t see much of him until later, when I was established at primary school. I remember trying to make friends with the boy next door, who was around my age but didn’t seem all that interested. One day I decided a charm offensive was required and I went round to his house having gathered up all my toys, presenting them to him like some sacrificial offering. My parents soon found out and told me off, making me take them all back.


Since I hadn’t seen much of my dad in very early childhood, we were only now getting to know each other. He used to tell me stories of the war, of his brother and father and how his own derring-do had saved his mother from being carried downstream when they were crossing a fast-flowing river during their escape to India. I was transfixed by these stories of faraway lands and I could tell he too yearned for those times and the people he’d left behind.


He also fed my growing passion for model aeroplanes, often bringing home three or four at a time. These were Airfix kits, each a box full of tiny plastic parts, a tube of glue and an instruction booklet showing how they all fitted together. I used to love making them, painting each component with the stipulated colour from my little pots of Humbrol acrylic paint before letting it dry and then bonding it to its neighbour. I suppose it was an early example of the manual dexterity that has served me well as an adult – they were very fiddly, requiring a lot of patience and application.


The models were mostly of Second World War aircraft, and by the age of about eight I had literally hundreds of these planes hanging by cotton threads from the rafters in the ceiling of my bedroom, where Dad would help me pin them up once they were ready. There’d be whole squadrons of Spitfires and Hurricanes, poised to swoop down on a bank of Luftwaffe bombers out on some terrible sortie – my torch would become the ground searchlights of London, raking back and forth to identify the enemy as I fought long and complicated mock-battles in my imagination. I even had a favourite pilot I’d invented, an RAF ace called Dirk, who flew a Bristol Beaufighter and could always be relied upon to take out the last Messerschmitt BF 109.


Looking back, it seems a rather lonely thing to be doing, perhaps even a bit sad. I suppose it was an unusual childhood, but it didn’t seem so at the time, and any feelings of loneliness I had would have been half-formed, not fully recognized for what they were. It was just what I knew – along with keeping out of the way of my parents when they argued, which they did a lot. But I could tell the difference between the happiness I’d known in Wales and what I was feeling now, which was quite a long way from happiness, if not its opposite. To my great joy, though, we went back to Wales every summer for the holidays, and sometimes at other times, too, and it was always a fantastic tonic to be back there.


I was too young ever to understand properly the root of my parents’ occasional flare-ups, but they were both strong-willed people and I guess had all the anxieties that young parents face. There were frequent rows, and the odd bit of flying crockery. And family matters were not straightforward – my mother disliked my paternal grandfather and the feeling was mutual. It can’t have been easy either, being an interracial couple in post-war Britain, at a time when attitudes to race, by no means perfect now, were very different.


My grandfather, the Indian army officer, had been very strict with my father, and he certainly inherited some of that disciplinarian streak. He’d return from work and if some misdemeanour or other was reported to him he’d say, ‘David, it’s time to chastise you,’ and I would get a real beating, his beautiful healing hands turning into weapons as I was clouted. My mother also had a temper. They loved each other, but it seemed to take a long time for them to work out how to be with each other.


After Worcester we moved on to Rochdale, just outside Manchester. My father was by this time a consultant orthopaedic surgeon. We were now thoroughly middle-class and I went to a grammar school in Oldham.


I did not enjoy school life at all. I had to endure lots of racist comments and received little attention from the teachers. I languished at the back of the class and my academic potential, such as it was, was not nurtured. I did not feel clever and was not made to feel clever. One of my reports even went as far as to say that I would turn out to be a failure. I felt nobody really cared for me. But far from being a bad thing, I have remembered that feeling all my life and it has shaped my personality – I know what it is like to not be wanted and to feel abandoned.


As with my model planes, though, aviation offered another way out. I joined the Combined Cadet Force (CCF) at school, with a particular interest in the Royal Air Force, and used to walk around with the top button of my shirt undone, swaggering as I imagined a fighter pilot would do.


Indeed my flying career started as a sixteen-year-old RAF cadet being taught to fly a glider in West Malling in Kent by the amazing Second World War fighter-pilot Ray Roberts, who would become my hero after he told me of his daring nighttime sorties in his Lysander, dropping off SOE agents in darkened fields in France. I went on to get my private pilot’s licence, followed by a commercial pilot’s licence and eventually an airline transport pilot’s licence, and flew, believe it or not, a Learjet 45 for Hamlin Jet for around ten years from Luton. I still hold a single-engine piston rating, a multi-engine piston rating, an instrument rating and an instructor rating, and a helicopter licence, all current.


As a youth, flying became a passion. I was so enamoured that I wanted it to be my career. But my father had other ideas, and insisted I should apply for medical school, which in turn dictated my A-level choices of Biology, Physics and Chemistry. He was very determined that I should become a doctor, sometimes chasing me up the stairs to do my homework or even sitting with me in my room while I studied. I’d even scrubbed up to assist him a couple of times when he was operating on private patients – something that would never be allowed to happen today, but I can’t deny I was fascinated by those early experiences. There was a lot riding on it, but I had a back-up plan – I had my eye on a Royal Navy helicopter pilot course if things didn’t work out.


They didn’t. Although I didn’t exactly fail my A levels, my grades were awful, and certainly nowhere near good enough to get me a place at university to study medicine. You might think it was a subconscious psychological ploy on my part, underperforming so I could go off and fly helicopters. But I was devastated.


I remember the three of us – Mum, Dad and me – all being in tears as we looked at my grades and considered the consequences. I went out into the garden and tried to make sense of it all. Yes, I could have had more support along the way – but had I given the impression that this was what I really wanted? Had I shown my teachers that I cared, that I wanted to succeed? If people thought I’d been coasting, why should I expect help from them? I was furious with myself. Tramping round our garden, I resolved there and then that I was not going to be made to look a fool ever again.


By the time I came back into the house I knew exactly what I was going to do. I went straight back up to my bedroom and pulled down my A-level Physics textbook. I’ll do it myself, I thought – and from then I did work hard, although I didn’t do it entirely alone, as a kind teacher called Alex Robinson offered to give me some extra tuition before I resat my exams.


Oddly, this crisis also seemed to act as a balm on my parents’ relationship – the arguments took a back seat to my progress, and by the time the exams came round I was in a completely different frame of mind, and much better prepared. This time I passed well enough to win a place to study medicine at the University of St Andrews.


The next three years in Scotland, for what they called the ‘pre-clinical’ part of my medical training, were fantastic. I really blossomed at university, and the difficulties and failures of my teenage years seemed to evaporate. Suddenly I had lots of friends, including girlfriends for the first time, and a busy social life. St Andrews is a small place, easy to get around, and there always seemed to be lots going on.


Although I hadn’t yet discovered my ‘vocation’ to become a surgeon, I was increasingly fascinated by the very wide range of disciplines we were covering. As first-year medical students, we had to learn about the human body, how it works, how it fits together, what makes it run (and what makes it stop running). The technical side of me enjoyed the mechanics of it, and the body is indeed a bit like a machine. If you maintain it properly and give it the right fuels, it will work well. Stop giving it fuel, or the wrong fuel, and let bits of it fall into disrepair, and you’ll have problems.


Much of our time was spent in anatomy class, where we’d work on a cadaver while learning about different parts of the body. It sounds odd, looking back on it, but we actually used each cadaver for a whole year – in the first year we began with the head and neck, then in the second year we worked on the torso of another person, and in the final year the arms and legs of someone else. I got to know those three bodies pretty well. 


At first it was shocking and strange, of course, to see them – it was the first time many of us had ever seen a dead body. In my very first class I saw a corpse with his arm sticking out at an odd angle, and I felt so disconcerted that I dissolved into fits of giggles. It was shock, of course, but then I felt embarrassed at having been shocked.


All students acclimatize to the business of working with and cutting into dead bodies at their own rate. It does take a while to get used to, but it’s an essential part of the training. Some people don’t ever get used to it, though, and decide to focus on a different aspect of medicine or do something else entirely. 


But that was never going to be me. I was aware of the enormous privilege of using someone’s actual body to work on and learn from. They had agreed to donate their remains to science and it was the least we could do to show them respect and to try to learn as much from them as we could. We use fresh-frozen cadavers now, bodies that are put on ice almost immediately after death and then defrosted as and when required, but back then they were kept submerged in large vats of formaldehyde. I never saw the room where they were stored in this way – the porters brought them up for us before class – but it must have been a creepy place.


Even now, after being a surgeon for nearly thirty-five years, I still have to steel myself, to an extent, before making that first incision: it is a violent act, after all. But, back then, once the dissection or whatever it was had begun, I found that the body stopped being a ‘dead person’ and became more like a machine for me to explore and examine. There’s a procedure I learned later called the ‘clamshell’, where you cut into the thorax and lift it up out of the way, a bit like opening a car bonnet. Once the bonnet is open, it becomes much easier to engage with the technical challenges of whatever is wrong. I have discovered since that there is a huge difference between cutting someone open in order to make them better, and seeing someone whose body is open or damaged because it has been pierced by a bullet or shrapnel.


St Andrews was a revelation. It was a kind of bubble, but I liked what I found there, the novelty of feeling fulfilled, challenged, my world expanding both intellectually and socially. Once I’d had a taste of these things I didn’t want to let them go. I nearly repaid the university by burning it down, though: my great friend and housemate, Johnny Woods, and I had some friends over for a party and a candle set fire to some curtains, the flames then spreading quickly to the whole accommodation block. The fire brigade came and put it out, but not before a lot of damage had been done, including to me – I was badly burned. Later, having been dosed up on morphine, I heard someone playing Led Zeppelin’s ‘Stairway to Heaven’ through the walls, and thought in my drugged daze that maybe I was on my way there myself.


In 1978 I moved to Manchester, for the next three years of my training on what they called the ‘clinical’ side. Instead of studying anatomy and working with cadavers, this taught us how to find out what was wrong with someone, learning how to examine a patient, taking a history of the symptoms and arriving at a diagnosis.


I really enjoyed my clinical years. I loved talking to patients, getting to know each of them as a person rather than an illness. But it was not an easy start. A few weeks into clinical work I got to know a female patient on the ward on my first surgical attachment. She was wonderful and I looked forward to seeing her every day, and following her through her treatment. She had lung cancer, and required a procedure called a pneumonectomy. We developed such a rapport that I asked the consultant if I could stay with her while she had her operation.


I was as excited as she was when the day arrived. It was the first time I had ever gone into an operating theatre apart from with my father. I stood in the corner as she was prepared and draped: she was positioned on her side, and I watched with fascination as a huge incision was made in her chest. Every now and then the consultant allowed me to look in, but made a performance about me not touching anything, saying I would be asked to leave if I got in the way.


About two hours into the operation there was an expletive from the surgeon. I watched in horror as blood started to pour from the woman’s chest onto the floor. The whole ambience of the theatre changed. Suddenly, it felt cold and impersonal. I watched as panic set in and everyone seemed to be shouting. I was told to leave. Not knowing what else to do, I went home. 


The following day I discovered that the lady had died on the operating table. It was an enormous shock – I can see her smiling face to this day. It was the first time in my life that someone I knew had died.


This experience had a significant effect on the whole of my first clinical year. I wasn’t sure if I was up to the emotional strain of losing a patient I had got to know. I began missing lectures and clinical work, and ended up failing the end-of-year pathology exam. My heart just wasn’t in it. During the microbiology resit, rather than discussing bacteria and viruses, the examiner and I talked about why I was having to resit the exam. All my anxieties came out in those twenty minutes, and, having answered only a simple question about gas gangrene, I was told, to my amazement, that I had passed. I will never know why the examiner made it so easy for me; perhaps he sensed there were better things to come.


The second year of clinical training was much happier. We spent five nine-week attachments in various specialities, and my favourite was the nine weeks I spent in Hull on obstetrics. As a medical student I had always treated qualified doctors with reverence, seeing them as remote and rather austere figures. But in Hull I met a wonderful senior house officer called Dr Caroline Broom. She was such fun to be with, so down to earth and natural, making patients laugh, and it made me realize how a doctor should be. It wasn’t just about taking histories and examining patients’ bodies – it was about connecting with them as people. She taught me a lot about doctoring, not least that practising medicine well required not just knowledge but empathy and a sense of humour.


While I was on that attachment we also learned the art of midwifery. I personally delivered twenty-seven babies, and performed a number of episiotomies – making a small cut in the lower part of the vagina to avert a more damaging tear during delivery. I found that I was able to sew up the episiotomy with my left hand as well as my right – it turns out I am ambidextrous, something that has helped me no end in my career as a surgeon.


At the end of that year, we were allowed to go on an ‘elective’ – a chance to study overseas. I chose to go to Singapore, Malaysia, Thailand and Burma, mainly because I wanted to see Changi jail in Singapore, where my grandfather had ended up during the Second World War, and also to visit the Thanbyuzayat war cemetery in Burma, to lay a wreath given to me by my father for his brother Herbert, who was laid to rest there. It was a wonderful trip, on which I learned a lot – and not only about medicine.


The last year of clinical training was tough, with many hours spent studying late into the night, on top of the clinical work on the wards. But it paid off. I graduated with distinction in medicine and paediatrics in my final exam. So, at the end of my three years in Manchester I had finally qualified, and could call myself a doctor. But what kind of doctor did I want to be?


Sometimes a distinction is drawn between those in ‘medicine’ and those in ‘surgery’, to show the difference between doctors who diagnose and prescribe, and those who diagnose and operate. I knew already that the technical aspects of surgery appealed to me more than diagnostic puzzles, and I felt that I had inherited a good pair of hands from my orthopaedic surgeon father, but was still not completely settled on it – and would have been utterly astonished then to have discovered how much time I would later spend operating.


Once you qualify you begin to climb the greasy pole towards being a consultant – and it’s worth remembering that everyone is a ‘junior doctor’ until they become a consultant, which means that some very senior and experienced people are described as ‘junior’. There are roughly three stages before you have a shot at a consultancy – you begin as a house officer or junior house officer, then work up to being a registrar and, finally, senior registrar. When I qualified, the registrar and senior registrar ran the whole emergency surgical on-call. It was almost viewed as a failing on the part of the registrars if they had to call the consultant, and junior surgeons performed the majority of all the emergency surgery. Surgery in the 1980s was a trial of sleep deprivation, of how much you could take before you broke. Most of the time we were flat-out – on call two nights out of three, and working ridiculous hours. In the absence of European Working Time Directives, we would work an average of over 140 hours per week. You could be up all night operating and then have to work all the following day; it was the norm. You were also expected to be able to sit and pass the primary fellowship exam of the Royal College of Surgeons of England (FRCS), which was considerably tougher than any other exam I have ever sat, before or since. It was not unheard of to find that most of the best surgeons of the day had sat the primary fellowship exam two, three or four times. I was no different; it took me four attempts before I passed. The goal, however, was to get your next job, keep learning and move up the ladder.


I still wasn’t sure which speciality to choose for my further career until one formative night on call, when I was back in Manchester working as a house officer in the neurosurgery unit of the Royal Infirmary. There was no senior house officer and the registrars all lived twenty-five miles or so outside the city. One of them, Peter Stanworth, decided it would be a good idea to teach us juniors a procedure that would buy a bit of time if he was at home and had to drive in in his old and very slow car.


After only a few weeks into my time in neurosurgery the house officers were taught how to perform burr holes, a technique used to reduce pressure on the brain caused by internal bleeding. Patients who have had a head injury sometimes also have a condition called extradural haematoma – the dura being the lining underneath the cranium that protects the brain. The thinnest part of the skull is above the cheekbone in front of the ear and the middle meningeal artery is just underneath it. If this part of the skull is fractured by a hard blow, the artery bleeds and produces a blood clot, which presses on the dura and compresses the brain. Because the brain is housed in what is in effect a tight box (the cranium), it has nowhere to go except through the only opening in the cranium, which is down the spinal column, into the neck. This opening contains the part of the brain that controls respiration, which then gets squashed. Breathing stops and the patient dies. But if you can get to the dura by drilling into the skull, the pressure that’s built up inside has an outlet, and the blood that has been pressing on the brain is released. It can be a life-saving intervention.


Nowadays, there is an electric drill for doing this, but back then (and still now, in the developing world) we used a hand-held drill called a Hudson Brace. It has two drill bits, the first is called the perforator and the second bit is the burr. It requires some force to get through the bone, so you need to brace yourself – standing with one leg forward as if about to push a heavy object. The patient’s head is usually held steady in a clamp, or sometimes held firmly by a colleague. You go in with the perforator, which makes a V-shaped hole, stopping every now and then to check your progress through the cranium – you don’t want to go in too far and hit the brain itself – and washing away any blood with saline. Once the perforator has done its work you follow with the burr drill to make the hole wider and to expose the dura.
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