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Praise for Making the Cut






“When the courage and integrity of many in the medical community were put to the test, Dr. Aaron Kheriaty passed with flying colors. That so many others failed, reveals that there are broad and deep deficiencies in the culture of medical practice and medical education. In a great many crucial respects, medicine today is in need of healing. In Making the Cut, Dr. Kheriaty provides not only diagnosis but also prescription. It is essential reading for anyone interested in how to heal modern medicine.”


—Robert P. George, McCormick Professor of Jurisprudence at Princeton University and former member of the President’s Council on Bioethics


“How is the practice of medicine going to recover from the disaster of 2020 and following? To answer that question comes Dr. Aaron Kheriaty, one of the great heroes of the pandemic period. He reflects on his own early training and growing ambivalence toward professional orthodoxies. His doubts boiled over with the pandemic response that misdiagnosed the disease and cure at multiple levels. Trust has taken a huge hit. The profession must adapt. Dr. Kheriaty’s book is a fantastic guide to the healing both we and the practice of medicine desperately need.”


—Jeffrey Tucker, Founding President of the Brownstone Institute


“This highly readable book is, in part, an account of how and why Aaron Kheriaty survived the rigors of medical school—how he made the cut and became a physician, and why he is grateful for what he regards as the enormous privilege of that calling. But it is also an account of how and why the profession of medicine needs to make the cut—needs, that is, to cut through its enslavement to the managerial and highly centralized approaches that have come to dominate the physician’s art. Readers who are drawn in by the first of these, by the personal stories, will in the end find themselves invited to ponder how our approach to medical caregiving might be altered for the better. In the process they may become wiser patients.”


—Gilbert Meilaender, Senior Research Professor at Valparaiso University
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“In the tradition of such medical chronicles as Intern and House of God, Dr. Kheriaty records his progression from medical student to a full-fledged attending physician by reflecting on the patients he cared for, and who taught him in turn. This outsider, not-quite-orthodox medical student evolves into a questioning physician—and questions abound. Both affectionate critique and pointed criticism from a self-professed reluctant romantic in love with flawed patients and his flawed profession, he looks at his profession as he would a patient and determines that it is sick indeed. This book is his prescription for a cure.”


—G. Kevin Donovan, MD, MA, Clinical Professor Emeritus and Director of the Center for Clinical Bioethics at Georgetown University


“Aaron Kheriaty has written a modern classic. Making the Cut is a captivating memoir cum profound meditation on what ails modern medicine—and how to heal it. Beautifully written, it should be required reading for all doctors and medical students, and really for anyone who cares about the health of our nation and our nation’s health.”


—Ryan T. Anderson, PhD, President of the Ethics and Public Policy Center


“If contemporary medicine has any chance of preserving itself as a coherent practice, the reforms for which Dr. Kheriaty argues here will be at the center of the game plan. Happily, readers will find a book unburdened by dry, hyper-academic, and white-papery prose—but will instead encounter a sophisticated, evidence-based proposal interwoven with and undergirded by Kheriaty’s own engrossing story. I cannot wait to use this book in the classroom.”


—Charles Camosy, bioethicist and author of Too Expensive to Treat?: Finitude, Tragedy, and the Neonatal ICU


“In Making the Cut, Dr. Aaron Kheriaty offers a luminous and unflinchingly candid memoir that traces the inner contours of medical formation with intellectual rigor and moral clarity. Through richly textured narrative and incisive reflection, he illuminates the ethical iiicomplexities, existential inquiries, and quiet crucibles that define the making of a physician. This is a rare work—at once literary and philosophical—that not only bears witness to the hidden struggles and redemptive moments of medical training but also reorients the reader toward the telos of good medicine: the integral flourishing of both patient and healer.”


—Keri O. Brenner, MD, MPA, Clinical Associate Professor of Medicine at Stanford University


“Everyone knows that navigating the American healthcare system has become a costly nightmare. Perverse incentives mean doctors and hospitals prioritize quick fixes over helping patients achieve long-term health. Fortunately, some doctors are, well, sick of this state of affairs, and Aaron Kheriaty’s Making the Cut provides a refreshingly humanist dissection of all that’s gone wrong, one that seamlessly blends his captivating personal experience as a doctor with eye-opening facts and policy analysis. In the end, Kheriaty demonstrates to readers he’s exactly what our health system needs more of—a doctor you can trust.”


—Mollie Hemingway, Editor in Chief of The Federalist
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Introduction

The Reluctant Romantic








This seeing the sick endears them to us, us too it endears.


—Gerard Manley Hopkins, “Felix Randal”1





Some doctors are born with a stethoscope around their neck and a reflex hammer in their crib. They enter medical school by design, and perhaps by destiny. These physicians pass through medical school as a matter of course without questioning—and perhaps without wonder.


I was not one of them.


I progressed through training as a matter of crisis and was continually astonished by what I saw and did. I admit I was not prepared for what training to be a doctor would entail. I took little for granted in medical school, and for some time, I felt like a field anthropologist in some far-off village looking in on a foreign culture and studying the habits of the natives.


When I was young and engaged in the business of wondering what I wanted to be when I grew up, the idea of medicine was often dimly there. But I resisted it. Being a doctor seemed too conventional and quotidian for my aspirations and broad interests. I fancied having a unique or unusual career—not one where I would be melted down and poured into a mold. I hoped to form things, not to be formed, and certainly not to con-form. Even when I finally decided to go to medical school, I still saw it as a means to some other, as yet undetermined, end.


But something happened there that I did not expect.


It was not that the powers-that-be broke my will and I fell into lockstep with the other medical lemmings. No, I never lost the sense 2of being somewhat of a foreigner, a not-quite-orthodox physician. But something in me changed. The spirit of the old Hippocratic physicians—the desire to become a truly skilled and trusted healer—took root in me. “MD” became more than an appendage to my name. The outsider was drawn inside; the skeptic began to believe. Something happened in medical school that should not have surprised me, although it did.


I became a doctor.


This is a story of surprises, for nearly everything during my medical training astonished me. I am embarrassed to admit this now, but I did not have the slightest idea what I was really getting into when I began. I was never the gung-ho pre-med that the toddlers with stethoscopes became in college. It was not just that I never got together with the pre-med crowd in college to watch episodes of ER, or that there were no other doctors in my family, or that I decided late in the game that I would pursue a medical degree. Beyond this, my feeling of being an outsider continued through most of my medical training.


Doubts about my decision lingered until my final year. Along the way, I questioned many other things related to the education of physicians and the treatment of patients. Yet I was neither a contrarian who assumed I knew better than my teachers, nor a nonconformist shaking my fist angrily at a flawed system. Mine is a critical, though not a bitter, tale. It is a romance told by a reluctant romantic. I came to medical school prepared to learn, and I learned a great deal about medicine and a great deal about myself. But I also fell in love.


In the end, I became a physician because of the patients I treated. They are the heroes of this book; their stories form the heart of my story. The patients I was privileged to care for during medical school drew this hesitant healer, almost without my realizing it, deeper into the adventure of medicine. Their lives, and their deaths, were the mold into which I was poured. They showed me that, contrary to my expectations, being a physician is anything but conventional, ordinary, or routine.
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For this, I thank them.
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I first sensed back in medical school that the house of medicine was unwell, though the condition has worsened in the twenty years since then. Without question, as a student, I got to see medicine at its finest. I watched a dogged resident apply every ounce of her intelligence to diagnose an illness so rare that only a few dozen cases had ever been reported. I witnessed a cardiologist shock a man back to life as the patient teetered on the brink of death. I assisted surgeons who replaced dead organs with living ones, giving patients a new lease on life. I saw other doctors after a long day of rounds, surgeries, and clinic stick around to console a dying woman or counsel a young man who only narrowly escaped death by drug overdose.


I also saw strange and awful sights I could not have previously imagined: a liquified brain in an anatomy dissection lab, cockroaches scurrying across the hospital floor, a young man who deliberately swallowed a razor and lit himself on fire, a mute priest wasting away and wracked with pain, a female surgeon barely five feet tall who was rumored to throw surgical instruments at hapless residents in the operating room, a mysterious patient who escaped for the briefest moment from the silent prison of his broken brain, and a man who wanted to give his kidney to a perfect stranger.


But there’s a downside to seeing something done well, because then you know what it means to fall short of that standard. See medicine practiced beautifully and you know what it means for it to get ugly. You can only diagnose disease if you have a sense of what health looks like. At medical school, I was lucky enough to see medicine at its finest, but that vision only served to amplify its serious failures.


I’d secured admission to one of the best medical schools in the country. Looking back, I must confess to having donned an unearned swagger—at least at the beginning. I sauntered onto the streets of 4Georgetown like so many unattractive overachievers. But I wasn’t just overconfident. Worse, if I’m honest, I just didn’t think it was going to be that difficult. I was smart. I was arrogant. And I was completely wrong.


Getting through medical school proved far more difficult than getting in. Making the cut was an ordeal. It meant digesting enormous quantities of information (275 diseases in pathology, 276 medications in pharmacology, 206 bones and 900 ligaments among thousands of structures in anatomy, and on and on), navigating a complex but unspoken hospital hierarchy (How long do I wait before I page the attending a second time?), steadying sweaty hands while performing my first lumbar puncture on an unsuspecting patient, and mastering the foreign languages of medical jargon and hospital slang. My first glance at a patient’s chart on the wards required translating this acronymic fever dream that no medical textbook had prepared me for: “59 y.o. WM č h/o CAD, HTN, ^chol & CHF, s/p CABG x 4, presents ER c 4/10 CP rad LUE x 3h, š n/v/f/c/s …”




The patient is a fifty-nine-year-old white male with a history of coronary artery disease, hypertension, hypercholesterolemia, and congestive heart failure; status: post four-vessel coronary artery bypass graft, who presents to the emergency room with chest pain radiating to the left upper extremity for the past three hours, which is four out of ten on a scale of intensity, without any associated nausea, vomiting, fever, chills, or sweats.





I was naïvely unaware when I entered medical school that my duties would include manually disimpacting an almost 500-pound, severely constipated man who screamed in agony for his mother—despite the fact that we loaded him with morphine prior to this gruesome procedure—while we dug hard, reeking stool from his rectum. All in a day’s work.
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Becoming a doctor took more than completing courses and passing exams. It meant accompanying patients and their families through incredible anguish and loss. The physical strain of sleep deprivation and thirty-six-hour shifts was benign in comparison to these challenges. How do I explain to a woman with a four-year-old son that’s barely hanging on to life in our pediatric intensive care unit that her other teenage son was just admitted to the psychiatry ward in the same hospital and diagnosed with his first psychotic break after jumping out of a moving car? How do we help a family understand that their loved one is not a candidate for a life-saving organ transplant they had been waiting for? How do I say goodbye to someone we couldn’t save?
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I often doubted that I would make the cut. During my second year, I wavered between sticking it out or calling it quits. Had I known what I was getting into, I never would have embarked upon medical school. But when it was over, and only then—paradoxically—I stopped being able to imagine doing anything else. It seems that I did not choose medicine. It chose me.


When I was accepted to medical school, I did not fully realize how fortunate I was to have been given a spot. With thousands of superb applicants turned down each year, I had won the lottery. Sure, I had studied hard, but everyone had studied hard.


The problem was that I thought medical school would be straightforward. I thought my previous academic success had prepared me to excel in this new arena. But I quickly learned that this isn’t how med school works. Not at all, as you will see in these pages.


To this day, I remain both an insider and an outsider to medicine—a grateful practitioner and concerned critic. For sixteen years following residency, I rose through the ranks of academic medicine at the University of California, Irvine, as a professor in the School of Medicine and the director of the hospital’s Medical Ethics Program. 6Three times I was honored with the Excellence in Teaching Award from medical students. I planned to stay at the university until retirement, enjoying a prestigious and rewarding career in academic medicine, firmly ensconced within the medical establishment.


But when I perceived the institution was losing its ethical bearings during the Covid crisis, I decided to challenge its misguided vaccine mandate policy in federal court. In retaliation, I quickly found myself out of a job and banished from campus. But not once have I regretted my decision.


Not long after that, when my state passed a law restricting the free speech rights of physicians—California’s ill-fated Assembly Bill 2098—I again went to federal court with four fellow physician plaintiffs to challenge the law. A physician with a gag order is not a doctor you can trust, and I was convinced this misguided law was disastrous for both physicians and patients. We filed a suit called Hoeg v. Newsom and obtained a preliminary injunction against the unconstitutional law. Seeing that the law would surely be defeated in court, the state legislature then repealed it.


The following year, when we discovered the federal government had been censoring the speech of credible doctors and scientists on social media, in clear violation of our free speech rights, I once again pushed back. I filed a First Amendment challenge, along with the states of Missouri and Louisiana and four other private plaintiffs, in federal court. We took the case, Missouri v. Biden, all the way to the US Supreme Court. The federal district court judge, in granting our petition for a preliminary injunction against the government on July 4, 2023, said that this was “arguably the worst violation of free speech in United States history.”2


When I see medicine losing its way, when I see policymakers pushing medicine and public health in destructive directions, I am not someone who can stand idly on the sidelines. I diagnose and attempt to treat the serious problems in contemporary medicine out of a sense of personal heartbreak for something I love dearly—for a noble profession 7that has been recklessly squandering the public’s trust and abandoning our mandate to heal.
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This book is about the art of healing and the dangers that threaten it. Medicine is an ancient profession that has made astonishing advances in recent history. Who among us wants to return to the days of the Civil War, when surgeons amputated gangrenous legs and removed cancerous breasts without anesthesia? Who wants a world without antibiotics, even if these wonder drugs are now becoming less effective by the year, breeding treatment-resistant bugs through overuse?


Nobody wants a world without ventilators and dialysis machines, which can maintain life after organs fail, even if too many unfortunate souls are consigned by modern medicine to a bare biological life, permanently tethered to these organ-replacement technologies. Modern medicine may be a mixed blessing, but it is a blessing.


For all its impressive advances, however, medicine still meets with only modest success and appears to be getting diminishing returns despite technological innovations. We cure more cancers, but we contract more cancers. We live longer, but with more years of chronic decline and disability. Many diseases—from muscular dystrophy to Alzheimer’s to autism—remain largely outside the ken of science and beyond the healing powers of doctors. We know that many medications work, but we often have no idea how they work. And all of them come with downstream costs. Medicine often claims knowledge and powers it does not actually possess, and much of the public is more than willing to play along. But more people today are waking up to these facts, questioning our healthcare system, and doubting conventional wisdom in medicine.


The early-twentieth-century writer G. K. Chesterton was fond of saying, “If a thing is worth doing, it is worth doing badly.”3 This might sound strange, indulgent even—like it is rationalizing mediocrity. 8After all, when life hangs in the balance, why should doctors accept doing medicine “badly”? Yet this sense of never feeling up to the task and still pressing ahead lies at the heart of medicine. The recurring experience of those who treat the sick is this: One never quite feels adequate. For every patient we save with a ruptured aortic aneurism, like the one I treated on my penultimate day of medical school, there are dozens more who never make it to the hospital or who die on the operating table.


Nevertheless, doctors must still try to stem the tide of suffering and illness, even when the results appear meager. “People not only expect of [the physician] what he can do but what he cannot do,” psychiatrist and philosopher Karl Jaspers said in his essay “The Idea of the Physician.” “The world asks him for every kind of help, and it wants more…. For all his triumphs, the physician feels more strongly what he cannot do than what he can.”4


Consider what the doctor is up against. Disease has been a permanent feature of human life from the beginning, and it shows few signs of abating—the vaunted miracles of modern medicine notwithstanding. Contrary to the blank checks that some overzealous geneticists and transhumanists are writing, the last “enemy,” death, will never be conquered by science and technology. Life is a sexually transmitted condition that is invariably fatal. And it always will be: The human mortality rate continues to hold steady at 100 percent. As Cormac McCarthy said of a gangster in his novel No Country for Old Men, “He died of natural causes. Natural to the line of work he was in. …”5


As if the natural enemies we face—disease, disability, death—aren’t threatening enough, the physician also contends with the works of mankind: war, terror, violence in our streets. And stupidity. An emergency physician once told me most of the patients he sees end up in the ER because the patient did something idiotic—often involving guns, self-injury, or objects jammed into various bodily orifices (ah, dear reader, the X-rays I could show you…).
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While I was in medical school, a band of malicious men with a few knives and plane tickets were able to fill the hospitals and morgues of Manhattan and Washington, DC, on September 11, 2001. What are our efforts worth in the face of such malice? And yet, the physician still believes it’s worthwhile … if only he can spare this one life, this one desperate person who is lying helpless and vulnerable in front of him.


Despite his impotence, and despite his inadequacy, when facing the slings and arrows of outrageous fortune, suffering, ugliness, pain, and death, the physician soldiers on. This does not mean that he wears blinders. The physician remains acutely aware of human frailty and folly. Nonetheless, as Jaspers added, “He binds up small wounds while other men keep striking larger ones.”6 Being a doctor is often about embracing futility—while forgetting that’s what you’re doing. It’s about winning provisional battles in a long war that is already lost.


How does one prepare for this task? How does one become proficient in the art of healing—even when all cures remain at best only temporary? How does one train for a job where success inevitably involves huge doses of failure? Medical school is an exceptional training ground, unlike anything else in the professional world. During my medical training, I was permitted to do things that in any other context would have been considered a felony: like carving up a dead body or practicing unperfected procedural skills on unsuspecting patients.


This book’s setting—the modern hospital and clinic, with its high-tech wizardry and human life-and-death drama—is an intriguing world unto itself. Television producers seem to have discovered that hospitals provide at least as much fodder for weekly drama as do courtrooms and cops on the beat. People outside of medicine want to hear what it is like to dissect a dead body, to comfort a dying patient, to save a life after a trauma, to encounter a psychotic and mentally ill patient, to assist in performing surgery on an eyeball, to watch the West Nile Virus take someone overnight from a healthy to delirious state and then to the grave, to deliver a baby and then place him in the arms of his mother.
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When our medical institutions are compromised by money, power, or other interests external to healing the sick, and when medical schools succumb to ideological fads, the risks to individuals and society cannot be overstated. If medicine itself is sick, we are all in trouble. Ignoring the illness only allows it to metastasize. That is why I have written this book.


The story I tell here is a brief chapter in the history of medicine—a story which is very old. A student once asked the famous anthropologist Margaret Mead a fascinating question: “What is the earliest sign of human civilization we have discovered?” The student probably expected her to say something like a piece of pottery or perhaps a fragment of a handheld tool. But Mead replied that the first sign of human civilization was a healed femur—a fifteen-thousand-year-old human thigh bone.7


In a primitive society, a person with a broken leg would have nothing to contribute to the functioning of the community. The injured patient was only a drain on the collective resources, a group liability. After the bone was set by someone in the tribe who possessed the requisite skill, and while it slowly healed, the injured person would have to be carried from place to place, fed, sheltered, and tended to for months—without any ability to contribute to the survival of the community. And yet this person did live long enough for the broken leg to heal. This means that he was cared for by a knowledgeable healer and supported collectively by his entire community, even at considerable cost and at some risk to the welfare of the others. This was the first sign of a civilized society.


When I am tempted to become cynical about the future of medicine, I find it helpful to recall that this venerable practice of healing the sick signals the very dawn of civilization. Contrary to popular belief, perhaps medicine is the oldest profession.
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Somewhere along the way, however, medicine got sick. A recent survey of almost half a million Americans published in the Journal of 11the American Medical Association showed that trust in physicians and hospitals plummeted during the Covid crisis, from 72 percent in 2020 to 40 percent in 2024. Four themes emerged to account for this waning trust: financial motives over patient care, poor quality of care and negligence, undue influence of external agencies and agendas, and concerns about discrimination and bias.8 Another recent post-Covid Pew Research Center survey likewise found that 71 percent of Americans doubt medical scientists will act in the best interest of the public, a ten-point increase compared to a few years prior.9


Meanwhile, we are grappling with an epidemic of chronic illness—heart disease, cancer, diabetes, obesity, metabolic syndrome, Alzheimer’s, stroke, and chronic lung and kidney disease—affecting six in ten Americans, which medicine seems powerless to fix.10 Starting in 2014, the overall life expectancy of Americans has declined for the first time since the 1918 influenza pandemic, according to a report from the National Academies of Sciences, Engineering, and Medicine.11 We spend twice as much on healthcare per capita than any other country but barely rank in the top fifty in terms of health outcomes. As I will explore in later chapters, like the old Soviet Union, the US health-care system has evolved so that a whole bunch of vested interests can extract rents from a bloated, dysfunctional bureaucracy. But patients are left to suffer.


Not only are trust levels tanking and diseases worsening, but the number of doctors also is dropping dramatically. Physicians are quitting in droves. According to the American Medical Association, one in five doctors will leave medicine in the next two years, while one in three will reduce their hours.12 “You’re not just burned out,” my colleagues in medicine tell me. “You’ve been abused.” Physicians are more likely to die by suicide than other professionals and the general population, according to a report from the General Hospital Psychiatry journal.13


A doctor, we assume, wounds in order to heal. “You’re going to feel a sharp pain!” she says, before making the cut. But today, the doctor all too often wounds without healing. Why?
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This idea of doctors causing sickness—so-called “iatrogenic disease” (now the fifth leading cause of death worldwide)—evokes images of medieval physicians applying leeches to the skin to suck out the patient’s blood. In fact, in middle English “lece” meant both doctor and leech! Modern medicine still harbors its own insidious leeches—personnel and institutional forces that capitalize on our sickness while further sucking out our life and health.


Sad to say, the highest aim of modern medicine is not health, but rather efficiency. Today, medicine has often become more adept at controlling bodies than curing them. Like other fields, it has fatally succumbed to managerialism—the quixotic belief that, through the accumulation of “rational” knowledge, everything can and should be engineered and managed from the top down. This ignores the fact that every patient is unique and therefore should not be “processed” through an industrial-scale, people-moving turnstile medical system that treats every patient exactly the same.


The word crisis in English (from the Greek krises—“decision”) was originally a medical term denoting a disease’s critical turning point, the moment we know whether someone will recover or die. Safe to say, then, that modern medicine is in crisis.


I do think there’s a cure for medicine’s ills, but it’s going to hurt. Effective treatment, as every doctor knows, begins with an accurate diagnosis. Before asking Vladimir Lenin’s question, “What is to be done?” we must ask Marvin Gaye’s, “What’s going on?” This book is about what’s going on in the house of medicine and how we might begin to fix it.


This is also the story of how I changed during the course of my medical training. It’s about what medicine gave me—and what it sometimes took from me. It’s about how I grew from an overconfident pre-med to an ambivalent medical student to a capable physician who had fallen in love with medicine—even if my lover has turned into a prostitute of late. While this book presents a sharply critical diagnosis of contemporary medicine, I apply the wounding scalpel in order to heal.
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Chapter 1

Into the Breach








If blood will flow when flesh and steel are one


Drying in the colour of the evening sun


Tomorrow’s rain will wash the stains away


But something in our minds will always stay


—Sting, “Fragile”1





The patient was literally full of shit.


It was our job to remedy this. We were certainly trying. But now our forty-year-old patient, I’ll call him Mr. Dolor, was screaming—I mean really screaming—in anguish, calling out for his mother. “Mama! Ahhhh! Mama! Owww!” he shrieked in agony. The stench was overpowering. I’ll explain why in a moment.


Mr. Dolor was an enormous mountain of flesh, weighing in at nearly five hundred pounds. He was entirely bedridden due to his girth, taking opiates for pain, and now hospitalized on our service. The combination of his sedentary ways and the gut-stopping pain meds meant that he had not had a bowel movement in several weeks. The previous medical team had failed to monitor this, and now it was our problem.


The abdominal X-ray showed massive amounts of stool stuck in his grossly distended, functionally paralyzed colon. Mr. Dolor’s constipation was so severe that he could no longer take food or water by mouth; he would immediately vomit, his gastrointestinal system rejecting anything that landed in the stomach. Fortunately, he did not require much nutrition because he had plenty of reserves. But this could not go on forever.
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Constipation is a common problem in hospitals. Mild forms can be resolved “from above” using oral remedies from laxatives to stool softeners. More severe forms require unplugging the system “from below” with rectal suppositories or an enema. We had tried everything for Mr. Dolor with remedies from both directions, all to no avail.


Well … almost everything.


“It’s time for the last resort,” the resident informed me. “Come on, we need to go manually disimpact him.” We physicians have the most anodyne terms for procedures.


Poor Mr. Dolor lay on his side, gripping the rails of his hospital bed. We loaded him with a generous dose of morphine even though it might slow his bowels further; he would need some palliation for this procedure. I’m not sure the morphine did any good. To his credit, the senior resident did not pawn this task off on the intern but snapped on the gloves himself—double gloves for this one. He stuck out his fingers, and I applied the lubricant generously, recalling the sage advice from the stand-in patient-actor who taught me how to do the rectal exam: “You can never have too much lubricant.” Sound advice indeed. People from the local community volunteer for this instructional role so that a medical student’s first rectal or pelvic exam is not practiced on an actual patient. My tattooed and grizzled volunteer looked like he had driven there on his Harley, and I never forgot his word of advice.


“Here goes,” the resident said, holding up his lubricated finger. “You’ll feel a bit of pressure,” he informed Mr. Dolor with a bedside euphemism almost cruel in its studied understatement. My job was to separate and hold Mr. Dolor’s butt cheeks apart so that the resident could gain access to his anus. The resident inserted one finger and dug out a glop of hard, reeking stool. Mr. Dolor’s wailing commenced.


Undeterred, the resident continued—into the breach once more. In time, he escalated to two fingers. The reek was almost unbearable. I suppressed a wretch, tasting the vomit in the back of my throat and 15swallowing hard. My hands continued to separate Mr. Dolor’s enormous glutes, though my arms were growing tired, and I was beginning to perspire. Standing to the side of the resident, I lacked the proper angle to get sufficient leverage. Medical school is 10 percent smarts and 90 percent grit, I reminded myself.


The resident kept digging, and the foul excrement kept emerging. The patient’s screams did not cease until we were finished. Afterwards, whimpering a bit, Mr. Dolor actually thanked us and apologized for the unpleasantness.


“No problem,” I said, patting him on the shoulder, “that’s why we’re here.”


Granted, it’s not what idealistic pre-med undergraduates dream about. I’ll admit that it’s not the scene I imagined when I entered medical school. But very little about medical school turned out to fit my prior expectations. By my final year of training, I was not shocked to find myself assisting with this manual disimpaction procedure—for the entire four years had been a parade of surprises.


Real medicine is rarely sexy. Sometimes it’s plain gross. Doctors do what needs to be done. We reach into the biological muck when others recoil, as firefighters run into burning buildings when sane people flee the flames. Is medicine’s beauty to be found precisely in its ugliness? Can medicine extract treasures from the bodily mess of bones and blood and bile? Were we merely shoveling shit that day, or healing the world one morbidly constipated patient at a time? Was this succor or torture? Were we only wounding, or wounding to heal?


Whatever the answers, I wish for Mr. Dolor’s sake that we could have done the damnable deed under anesthesia. Or at least with his mother at the bedside to hold his hand.


[image: ]


Stiffen the sinews, summon up the blood. Once more into the breach. One last time.
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“They’re bringing him by helicopter … it’s a ruptured triple-A coming in tonight,” the surgery resident, Juan, informed me, a gleam in his eye. “You want to stick around for it?”


In fewer than twenty-four hours, I would be finished with medical school. I had been counting the weeks, then the days, and now the hours. That day, I’d been up since 4:30 a.m. and had already worked fourteen hours. So the prospect of “sticking around for it” was not appealing. I wanted to get home and see my wife, Jennifer, and our two-year-old son, John. I had every right to decline, and every reason. Yet I found myself hesitating.


“Sure, I’ll stay. Let me call my wife.”


The resident smiled. “The chopper is on its way. Should be here in less than an hour …”


Why did I decide to stick around? I don’t really know. I no longer needed to make an impression, having already “matched” at my residency program of choice and signed my contract (finally, a modest paycheck!). The surgery grade didn’t matter. (Even if it did, leaving at 6:00 p.m. rather than 12:00 a.m. on the penultimate day wouldn’t have adversely impacted my grade anyway). Nor was I motivated by the prospect of more surgical training. I was not destined for surgery.


I guess it was this, then: Ultimately, I wanted to finish on a high. I wanted to go out not with a whimper but with a bang. And from what I’d heard, choppering towards me was a real banger of a case.


I collapsed in the residents’ workroom, piled some cold Indian food onto a paper plate—courtesy of a pharma rep, always eager to bribe us with food—and began fueling up for the late night.


Meanwhile, flying by helicopter from West Virginia to Washington, DC, was a fifty-nine-year-old man who, until a few hours ago, had been going about his usual business blithely unaware of the time-bomb about to explode in his belly. Even now, thanks to the sedatives, he remained blissfully ignorant of his dire condition. He was resting serenely with a breathing tube in his throat. Medications to strengthen 17the contractions of his heart were being infused by IV. His feet were turning blue.


A “triple-A,” or “abdominal aortic aneurysm,” is often a silent killer. It involves a rupture in the largest blood vessel in the body. The aorta—weakened from years of chronic metabolic ills—blows up slowly, until one day the wall becomes too thin for the pressure inside, and the vessel pops like an overinflated balloon. This results in sudden massive bleeding into the abdominal cavity. Until a rupture occurs, someone with a triple-A can be completely without subjective symptoms, and like the man in the helicopter, entirely unaware of the deadly ticking time-bomb in his belly.


Almost all patients who rupture the aorta bleed to death internally, typically within minutes, before help can arrive. But if you’re lucky enough—as this man was—to have the rupture occur toward the back of the vessel, the bleeding may become walled-off by surrounding structures, buying him perhaps a few precious hours that could be long enough for us to cut open his abdomen and clamp the bleeding aorta in time. According to the brief report we received from the rural emergency room where he had presented, the patient’s blood pressure was dropping, his heart rate was escalating, and his “mental status” was tending toward delirium. All clear signs of hemorrhagic shock.


The patient was dying. The clock was ticking. We were waiting.


“This is what it’s all about!” Juan exclaimed. Some people are born to wield a scalpel, like this Colombian-born resident on call that night. “All this residency training … five years of this crap. This is where it all pays off,” he said with a gleam in his eye.


We were walking down the hall, still waiting for the chopper to arrive. Juan debriefed me on the basics of this surgery before shooting off down the hall again, walking at a breakneck surgery resident’s pace. “When I page you to ‘111,’ meet me on the helicopter pad.”


“Where’s the helicopter pad?” I shot back. But he had already disappeared around the corner. Like most things in medical school, I’d have to figure this out myself.
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Today’s doctors are at their best when dealing with disasters. An acute life-threatening emergency, like this triple-A, displays the virtues of modern medicine in living color. Contemporary medicine is better at emergency intervention than sustained assistance, much less preventive care. Why? Because the reductionistic philosophy which shapes modern medicine inclines physicians to see the body as a broken machine in need of repair, rather than an impaired organic whole in need of nurturing. Granted, sometimes the body does look something like a broken machine, as in this case of a ruptured aneurism. The engine has blown a gasket, and the doctor must open the hood, reach inside with his tools, and fix it before everything collapses.


But this is only a limited and partial view of health and illness. Historian of medicine E. Richard Brown argued that this mechanistic view gained dominance in medicine not because it is the most accurate account of nature, but because it was congenial to the class of influential modern industrialists in the early twentieth century: “The precise analysis of the human body into its component parts is analogous to the industrial organization of production. From the perspective of an industrialist, scientific medicine seems to offer the limitless potential for effectiveness that science and technology provide in manufacturing and social organization.” This view of the body assumed that “just as industry depends upon science for technically powerful industrial tools, science-based medicine and its mechanistic concepts of the body and disease should yield powerful tools with which to identify, eliminate, and prevent agents of disease and to correct malfunctions of the body.”2 With this view, health becomes merely the absence of disease, while medicine becomes an engineering task of understanding and manipulating the body’s component parts. This philosophy of medicine also tends to encourage a fetish with novel technologies of control—mRNA vaccines, for example—that can introduce considerable risks, while neglecting time-tested remedies simply because they are old.
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But industrialized medicine is largely failing to deliver on this promise, often causing more harm than healing, as we will continue to explore further. The mechanistic understanding of health and disease—the view of the body as a machine or manufacturing plant—has dominated medicine for over a century. While serving as a powerful metaphor, it largely blinds us to the real needs of the healthy or sick organism.


Given these mechanistic underpinnings of modern medicine, the ideal doctor today is the trauma surgeon—a detached technician who splices open the battered body to clamp, transfuse, suture, splint, medicate, and shock the patient back to life. The best training ground for trauma surgery is a war zone, with the next best setting an inner-city hospital like Bellevue in New York City or Los Angeles General Medical Center, which often mirrors a war zone. Modern medicine is great for repairing gunshot wounds, stab injuries, blunt force trauma from car crashes, broken bones, acute appendicitis, and ruptured aortas. If, God forbid, you are ever assaulted by a psychopath or run over by a truck, you’ll appreciate what our medical system can do—applying impressive technological wizardry and human ingenuity to repair broken arteries and rebuild shattered bones.


However, modern medicine falters when treating chronic conditions, often making them worse. If the aorta ruptures, go to the hospital. But to prevent the chronic conditions that led to an aneurism in the first place—from hypertension to metabolic syndrome—medicine today fights losing battles with mostly ineffective tools. We are facing an epidemic of chronic illnesses, which almost appears to be by design. After all, medicine profits when patients remain sick and endlessly tethered to our expensive “healthcare” system.3


In a Goldman Sachs biotech research report in 2018, investment analysts said the quiet part out loud when they asked openly, “Is curing patients a sustainable business model?” They admitted that single-treatment cures are bad for business in the long run because they deprive pharmaceutical companies of recurrent revenue: “While this 20proposition [curing disease] carries tremendous value for patients and society, it could represent a challenge for genome medicine developers looking for sustained cash flow.”4


These chronic diseases constitute the leading causes of death and disability in the United States and are leading drivers of the nation’s $4.5 trillion in annual healthcare costs. We’re great at inserting plates and screws to align broken bones. We’re not so great at treating obesity, autism, chronic pain, metabolic derangements, or schizophrenia. Cultivating long-term health is less like “doing battle” with an enemy called disease (how medicine typically sees itself) and more like patiently cultivating a garden where the human body can flourish (here, medicine lacks the resources and the requisite philosophy).


But I’m getting ahead of myself. Before critiquing medicine’s manifest shortcomings, I should acknowledge its extraordinary triumphs—like the one we had during my last night of medical school.
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“Are you doing anything?” The intern on call, not a member of my vascular surgery team, wasn’t supposed to assign me work. Especially his work.


“Yeah, we’ve got a ruptured triple-A on the way.”


“He’s not here yet, is he? Can you scrub in on Dr. Rosales’s case for me? I got a patient who’s bradycardic on the floor. I’m supposed to help Rosales, but I’ve got to take care of this guy first.”


“Well … uh, the triple-A is on his way. I don’t want to miss it.” I could see it now: I stick around to see something exciting only to end up covering for the intern. I had no desire to hold retractors—the med student’s typical job in the OR, keeping the surgical wound open—for another routine surgery that night.


“Don’t worry. I’ll scrub you out in ten minutes. This won’t take long.”


I reluctantly agreed.


21

The intern kept his word: I only stayed with Rosales’s case a few minutes before the intern came to relieve me of duty. Shortly after tearing off my surgical mask and walking out, I got the page from Juan: “111.” Here we go, I thought. Up to the helipad. Under my breath, I muttered a Hail Mary for the patient: Please, God, let him live. And, in good medical student fashion, I added: And let me not screw anything up.


As a medical student, “surgery” is typically limited to holding retractors, cutting sutures, suctioning body fluids out of the surgical field, and sewing up or stapling skin. I had been allowed to cut tissue once, only to be informed afterwards that the department chair wouldn’t have approved of a student wielding the scalpel. But however insignificant, I still had a role, especially on the triple-A case. After all, they would need to see the vessel to clamp it, and it is impossible for an attending surgeon to see a bleeding vessel without adequate suction and retraction. I too would have blood on my gloves and sweat on my brow.


I punched in the code on the keypad, and the automatic doors to the helipad swung open. The patient was just then being taken down from the helicopter, lying strapped to a gurney. Juan was already there.


“Hold this,” he said, handing me a CT scan from the other emergency room. “Make sure we have it in the OR.”


I placed the scan on the gurney next to the patient and began helping to wheel the patient to the elevator. I pressed the down button, felt the elevator drop, then stop, the doors still closed, then … we were going up. The doors opened to the same floor.


“What the … ?” Juan shouted as he jammed his finger repeatedly into the down button. Not an ideal time for an elevator malfunction. The second time around, we dropped, the door opened to the correct floor, and we pushed the patient hurriedly to the operating room.


“Go tell Dr. Rosales the patient’s here,” Juan commanded. “He’s in OR 9. We’re in 12.” I know, I was just in there, I thought. I re-fastened my surgical mask and pinched the flexible metal piece over my nose.
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The operating room was buzzing. When it’s time for action, surgical trauma bays and ORs feel charged, like the air outside during an electrical storm. In this taut atmosphere, an experienced surgeon conducts the symphony of players surrounding the patient—anesthesiologist, nurse, tech, resident, med student—channeling our urgency and energy into precise, focused, elegantly coordinated action. You get the sense that at any moment the situation may collapse into chaos. If something goes sideways, will things unravel? You hope there are no technical—or human—glitches in the system: no malfunctioning elevators, no slips of the scalpel.


Within seconds, we transferred the patient to the operating table. The anesthesiologist worked quickly. Already intubated and fully loaded with multiple large-bore intravenous lines, the patient was anesthetized within two minutes.


“Get me a razor,” Juan ordered, but before I could find one, he had changed his mind—there was no time to shave the hair off the patient’s belly. Juan was furiously “prepping” the patient, scrubbing the abdomen with brown betadine disinfectant solution and rapidly arranging sterile blue drapes around the surgical field.


I hustled out of the room to the scrub station to slather my arms with betadine wash. Normally, one is supposed to take one’s time doing this, thoroughly and carefully sponging fingernails to elbows. But this was no time for excess scrubbing and the subtle niceties of perfect infection control. The patient was on the table bleeding to death. My arms and hands were clean enough to do the job.


I raced back into the OR and pivoted to open the door by pushing with my back so that my hands would not be contaminated, arms raised and dripping. “Sterile towel, please. Thanks.” A nurse held up my sterile gown so I could slip it on without touching the outside, then she held up my size eight gloves, first right, then left. Snap. Snap. Ready.


“Aaron, you here?” For some reason, Dr. Rosales had taken a liking to me over the past month. He seemed glad I was scrubbed in on this case. I was glad he was glad.
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“Right here, sir.”


I made my way to the attending’s side at the operating table. Juan was already making the incision with a scalpel, straight down the middle of the abdomen, from sternum to pelvic bone. I picked up the suction, anticipating a gush of blood when Juan pierced the abdominal cavity. I was not disappointed. I had never seen so much blood. The patient was still alive … just barely. “Anesthesia? What’s his blood pressure?” Dr. Rosales was grabbing loops of small intestine, pulling them out of the belly to get the patient’s guts out of the way. We clamped retractors in place to keep his abdominal cavity splayed open. More suction, and still more blood. Liters of precious red fluid. Juan dug his hand behind the intestines, searching for the ruptured aorta. The blood kept coming faster than I could suction it away.


“I’ve got my fingers on it—large clamp!” He swiped the clamp from the nurse’s hand, inserted it in place blindly, and snapped it shut. More suction. The bleeding had slowed. “Iliac clamps,” Juan ordered. “What’s his pressure?”


We were sweating and breathing heavily. But the patient was no longer bleeding heavily. We tied off the small bleeding branches of the aorta with sutures. Then we could work more slowly. Seven minutes was all it took from the moment of incision to full control of all the bleeding. It felt like seconds.


The surgical attending and resident performed a clean aortic repair, put the patient’s guts back into the abdomen, and closed the deep connective tissue with thick sutures. Then I stapled the skin shut. Blood pressure: 126 over 85.


He had survived. Sweet, sweet success.


In those intense moments, I remember seeing, resting on the patient’s chest, his small intestine. His guts were held there by a clamp and a sterile towel. Slowly, with rhythmic wavelike movements, the smooth muscles of the intestine were still contracting in an involuntary motion called “peristalsis,” while his chest underneath rose and fell to the rhythm of the respirator settings. Even there, anesthetized on the 24operating table, his lifeblood draining away, this patient continued to move food through his gut. Yesterday’s lunch was traversing … over his chest. I smiled at the surreal strangeness of it all.


Minutes later, physically exhausted and emotionally drained, I wheeled the patient up to the intensive care unit. He was still intubated and would likely not wake up for some time. I never saw him conscious, never spoke a word to him. The only feature of his that I remember was that he looked older than his stated age.


“Is this the triple-A, bed 8?” the charge nurse asked me.


“Yes.”


“You know anything about this patient?” the ICU physician questioned.


I rehearsed the minimal history that had been sent over from the rural hospital. The patient was a fifty-nine-year-old male with a past medical history significant only for hypertension and high cholesterol. No known drug allergies, taking aspirin, Lipitor, and Cozaar. His symptoms had started at 4:00 p.m. with sudden-onset lower abdominal pain …


The physician nodded as I rehearsed the remainder of the patient’s history and the course of his surgery.


Midnight. Time for a few hours of sleep. Only one day remaining.


After rounds the next morning, Juan turned to me and said, “Go home, Aaron.”


“What?”


“You did a good job here. Go home. Take your kid to the park. Enjoy your time off before residency starts. The next few weeks are the only time in your life when you’re an MD with absolutely no clinical responsibilities. Live it up.”


I was not expecting this. “Thanks, man!” I was so ecstatic to leave the hospital that I forgot to go through the bureaucratic checkout procedures: turning in my ID badge, pager, library card, and intranet codes. I made a quick stop to pick up flowers for my wife and a bottle of champagne before heading home. I hoped Jennifer and John would be there when I arrived with the news.
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“What are you doing here?” Jennifer looked up expectantly, surprised to see me home so early.


“We did it,” I smiled. “I’m a doctor.”


This is the story of how I got there and what I have learned since then.
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Chapter 2

A Patient Corpse








Questions of science, science and progress Do not speak as loud as my heart


—Coldplay, “The Scientist”1





“Hello,” my father said, answering the phone.


“Hello, is this Mr. Kheriaty?”


“Yes.”


“How would you like to go to medical school?”


“Well, I wouldn’t. But my son might. This is Aaron’s father.”


“Oh, I apologize. I’m calling from the University of Pittsburgh to inform you that Aaron has been accepted here.” Too late. I had been on the waiting list at Pitt but had not heard from them all summer. By this time, medical school was scheduled to start in a few days. In one whirlwind summer, I had graduated from college, married my high school sweetheart, taken a brief honeymoon, moved cross-country, and settled into a small basement apartment in Washington, DC
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