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AUTHOR’S NOTE



The New York City jail system, with its hub on Rikers Island, manages approximately 1,000 people with serious mental illnesses on any given day, more than in all of the inpatient psychiatric units in the NYC public hospital system combined. While the volume is staggering and the implications for our society immense, the individual stories of these incarcerated men—who have been central to my experiences as a psychiatrist—are at once incredibly humbling, terrifying, and inspiring. Through them, I learned about survival and hope.


Like most jails, Rikers Island is primarily a detention center, a place originally intended to hold people charged with—not convicted of—crimes and considered too dangerous to be living in the community. For the eighty percent of detainees who are not serving a short misdemeanor sentence, the jail should be a quick stopover on the way from a judge’s decision to retain them in custody to the decision to either release or transfer to prison. However, since the closure of many state psychiatric hospitals in the wake of the 1963 Community Mental Health Act and the escalation of the “war on drugs” in the 1980s, mental illness has been increasingly represented in the criminal justice system. The courts in New York City are overwhelmed, with long delays in case processing times. Rikers Island has become a jail where detainees stay for months, sometimes even years.


I wasn’t aware of much of this when I began my internship at Bellevue Hospital in 2000 and had never given much thought to the island jail hidden in Flushing Bay. When I elected to do a month-long clinical rotation on Bellevue’s 19th floor—a maximum-security hospital ward and the inpatient psychiatric unit for men at Rikers Island—I was quickly introduced to a world that was unlike any other. In only a few weeks, it was clear that being a doctor there was hard and confusing. One of my first patients, a cocaine addict with bipolar disorder, had “F.T.B.” tattooed in scraggly block letters across his neck and scars all over his arms. I cringed when he proudly deciphered his neck for me as “Fuck the Bitch” and then melted when he showed me the cigarette burns from his mother and the self-inflicted razor cuts to his wrists from a recent suicide attempt. The many layers of complicated emotion underneath his violent body scars were both intriguing and scary.


This story describes my complicated and painful, yet sometimes incredibly joyful, journey into the world of psychiatry in jail. The seeds of this book began in 2007, in the eighth month of my second pregnancy, only days after I left my position as a psychiatrist on the Bellevue Hospital Prison Ward to start early maternity leave. At the time, my doctor had advised me to take it easy, not so much because of a specific physical risk but because my mental state was suffering. I was not sleeping well and I was constantly anxious and fearful. I started to write about my troubled thoughts and chaotic emotions as a way to download them from my brain—an attempt to get rid of them and, I hoped, make them less scary. The decision to publish some of those thoughts and stories was not made lightly. I am still deeply embedded in this work and have no interest in jeopardizing relationships or placing blame. I wish only to show this world through my own eyes, and in doing so, bring it a little more into the light.


For most doctors, working behind bars with patients whom others see as criminals, inmates, even “bodies,” is not very appealing. The barriers to relieving suffering can be overwhelming and the rewards can seem few and far between. Yet, while the challenge has tested my spirit, my relationships with family and friends, and even my health, I feel lucky to have been given—and taken—the opportunity to learn and grow in an environment that brings out the best and the worst. I have come to see my success as a doctor not by how well I treat mental illness but by how well I respect and honor my patients’ humanity, no matter where they are or what they have done.


The worlds described in this book—both the hospital and the jail it serves—are heartbreaking at times, infuriating at others, and always compelling. These worlds can easily shape the lives of patients, staff, or officers into hardened, angry, and traumatized versions of themselves. The characters in this book, including me, have all been exposed and transformed in various ways. While some of the stories involve behavior by clinical staff and officers that may seem callous, even cruel, every action and word should be seen in the context of the whole system—a complicated tangle of courts, jails, laws, unions, bureaucracy, and public opinion—that struggles to support the men and women tasked with caring for and keeping safe a population that many would like to forget. The simpler, sometimes inevitable, path for the staff is to absorb the chaos and culture, to decide that nothing can be done. The harder road is to fight, every day, to resist that transformation and find inspiration and hope in even the most dire situations.


The events described in this book take place from the year 2000 through 2014. I witnessed much progress during those years—progress that has more recently escalated at a rapid pace—at Bellevue, at Rikers Island, and in the city. However, many of the episodes that I recount here relate to complicated personal and professional situations that, from another’s perspective, could be viewed differently. They are as I remember them and not the opinions of Bellevue Hospital, the City of New York Department of Correction, or any other agency or individual. I believe that the lives and health of the patients in this system will be diminished if their stories remain hidden.


•  •  •


To balance these considerations, and because my guiding principle as a physician is to “do no harm,” I have changed the names of all of the characters except myself, and in many instances, I have changed physical features and other potentially identifying characteristics as well. Some individual staff members and patients depicted are actually composites of a few people who shared the same experiences. Conversations and dialogue are primarily reconstructed from memory, with only a few exceptions, and so are susceptible to the limits of my ability to recall those details. At the end of the day, I hope that I have succeeded in presenting these compelling narratives while also respecting my colleagues and, above all, my patients.
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THE BODY BAG


At first, I don’t realize that the rusty, unmarked metal gate on the corner of Twenty-sixth Street and First Avenue is the entryway to Bellevue, which looms over the East River on one side and the city’s Poison Control Center on the other. Maybe the steady stream of people—amped-up, white-coated surgeons in scrubs, weary caregivers pushing invalids in wheelchairs, stumbling men who smell like alcohol and urine—should clue me in.


Since 1736, New York City has funded and supported Bellevue Hospital’s mission of caring for anyone who walks in the door. It is the oldest public hospital in the country. Originally called a “Publick Workhouse and House of Correction,” the modern-day hospital still treats patients who are mostly poor, uninsured, and homeless. Many are undocumented immigrants who speak no English. Some are under arrest. On the top floors sit the most famous psychiatric wards in the world. I know I am going to get to them someday, but first I have to learn to be a doctor.


Inside the gate, there is a decrepit garden with dying plants and dried-out fountains. A few weathered and lonely benches are scattered around. Perhaps this had once been a place of peace where you could quietly sit with a loved one, but now it is mostly a meet-up for drug dealers and their clients—and me. During the six months I spend working as an intern in medicine and neurology, I eat lunch on those benches, occasionally chatting with the addicts.


On my first day as a psychiatry intern, I happily join the rush of doctors and patients flowing into Bellevue. My fancy white coat with “NYU School of Medicine” stitched in purple cursive over the breast pocket is back at my apartment, hanging in a closet. Instead, I’m wearing my version of a fierce outfit—knee-high black boots with heels that bring me close to six feet tall, black tights, a short black skirt, a black sweater, and a thrift-store leather jacket that was a hand-me-up from my younger brother. The only clue that I’m a doctor is the stethoscope wrapped around my messenger bag. I am starting in the psychiatric emergency room to learn all about schizophrenia, antipsychotic medication, and how to commit someone to a hospital against his will.


Four narrow doors funnel people from the garden into a cavernous foyer with a set of brightly painted murals called “Materials for Relaxation,” created in 1941 and newly restored. I push through the door on the far right to circumvent the bottleneck of people streaming into the “F” link, the central thoroughfare that leads from one end of the hospital complex to the other. I swerve to avoid a young woman pushing a stroller and pulling her crying toddler, only to bump into an elderly, inebriated black man stumbling over stained and torn pants that drag on the floor. The masses of people around us merely shift their path.


“I’m so sorry,” I say, reaching to help steady the man. He grumbles incoherently and moves on.


The walls in the massive “F” link hallway are dull and white, decorated only by a handful of posters advertising insurance plans for low-income families and an upcoming Fourth of July garden picnic for the Bellevue staff.


I flash my NYU School of Medicine ID at the security guard manning the checkpoint for the hospital. I have just a few minutes before morning rounds start. I shove open a set of unmarked double doors on the ground floor, and I’m in the area of the hospital that only the really sick patients see: the back entrance to the ER, the emergency radiology suite, and the service elevators that move patients—including tiny, intubated preemie babies—up to the ICUs and inpatient suites. I know this world well from my medicine months, when I took care of people with heart attacks and diabetic comas. It is quieter back here than in the “F” link. The only people talking are the doctors and nurses; the patients and the transport techs who push their stretchers or wheelchairs are mostly silent.


I turn a corner, just before the hallway of X-ray rooms with their flashing red lights that signal radiation in progress, and look for the sign for CPEP, the Comprehensive Psychiatric Emergency Program.


“It’s just past the station where the cops unload their weapons,” Eileen, one of my co-residents, had told me on the phone the night before.


I see the sign, but from around another corner, I hear tense voices approaching.


“Hold him,” one says. “It’s just over there,” says another.


I stop just in time to avoid the stretcher careening toward the CPEP. One EMS paramedic steers from the back while another stabilizes in front. Two NYPD cops walk on either side. They each have a hand on the body bag wiggling around on the stretcher.


“Hold still,” one of the cops mutters to the bag. He looks across at his partner. “This ain’t gonna be pretty.”


Sounds of protest come from inside the bag—a muffled man’s voice, deep and disturbed. He sounds like he’s crying. The paramedics maneuver the stretcher into the doorway, jostling their passenger as they bump into a desk on the way in. I follow at a safe distance.


“Hold up,” says a hospital police officer, holding his hand in front of my face. “You got to wait.”


“But I work here,” I protest, holding up my ID.


“Don’t matter. You have to stay outside until this gets settled down.” He closes the door in my face.


I try not to panic about being late for rounds on my first day and slump against the wall. I remember the first body bag I ever saw, the one that got me to medical school. I had been visiting Samantha, a close friend from high school and now a second-year medical student. One afternoon, she snuck me into the anatomy lab. The body bag was hidden inside one of many shiny dissection tables laid out in neat rows in the windowless, gymnasium-size room. I felt like I was in a stainless steel graveyard.


“You sure you want to see this?” Samantha asked. “It can be pretty gross if you’re not used to it.”


I wasn’t sure. I gave her a quick nod anyway.


She went over to one of the covered tables and grabbed the handles on top of the hood. She struggled a bit to open it, but eventually the hood broke in two, each side hanging over the edge of the table. On the exposed flat surface lay a black body bag, zipped tight.


“Um . . . can we take a break?” I asked, starting to sweat.


“Sure, oh yeah, of course,” she said as she laughed. “This was really hard for me the first time. Luckily, the students just started so they haven’t dissected much. They’ve probably just cut into his back.”


I turned away and dry-heaved.


“OK, I’m ready,” I said, returning to the carcass and feeling both sick and exhilarated. Samantha slowly unzipped the bag. A waft of formalin and something kind of sweet hit me in the face. The top of a dead man’s head came into view. I closed my eyes for a second and felt a little woozy. He was lying face down on the table. I assume he was a man, but in fact I saw nothing in this posterior view of an older, shriveled body to tell me for sure. His skin was pasty and a little yellow. He didn’t have much hair covering his scalp, and folds of extra skin crowded around the back of his neck.


Samantha unzipped a bit more, and the cadaver’s shoulders and upper back came into view. Flaps of skin from postmortem incisions had been restored as close to their original positions as possible. At some point soon, Samantha told me, the entire backside of this man—all of his muscles, nerves, blood vessels, and bones—would be inspected and dissected. He would then be flipped over, and the same would be done to his front side. Everything stayed inside the body bag, she explained, even the extra fat and skin that would need to be removed to dissect the internal organs. After the dissections were complete, the anatomy professors made sure that each body—likely to be cremated—contained all of the same stuff with which it started.


“Can you believe we get to do this?” Samantha asked.


“No,” I answered quietly. I couldn’t look away. He was not beautiful or warm, but he was inviting. My fingers were itching to pick up the scalpel lying by his side and cut into the flesh. I wanted desperately to understand what was going on inside his body. I wanted to know everything about this dead man.


“We should go,” Samantha said.


She zipped the bag up and closed the steel hood. We scurried out of the room and into the cool, fresh hallway just as the security guard walked by.


“I have never seen anything like that,” I said, awed by the power of that body. Surprising even myself, I whispered, “I think I’m going to medical school.”


Now, seven years later and fifteen minutes after my arrival at the CPEP, the door opens up again and the officer ushers me in.


“Thanks,” I say, quickly walking in and passing the EMS workers, one of whom has an empty body bag over his shoulder. I enter into an open space that has ten chairs bolted to the floor and borders a large windowed panel defining three separate sections of the CPEP. The first section, closest to the entrance and the hospital police officer, is where patients check in. Names and birthdates are confirmed, medical record numbers are assigned, and each new patient is logged into a giant ledger.


The next section is the triage room, which has 270-degree visibility. It’s where a nurse does a preliminary interview and assesses whether a patient is stable enough to sit in the bolted chairs outside, or is so dangerous that he or she has to be locked in behind the door in the third section. Once inside this last area, no patient can get out without a doctor’s order. For these patients, shoelaces and belts are removed to prevent hanging attempts, all property is taken and stored, and any illegal drugs are confiscated and flushed down the toilet.


There is a man handcuffed to a stretcher next to the triage room, asleep. He has a few bruises on his face, and his clothes are torn and dirty. His twisted body and sprawled legs give him the unnatural appearance of someone who has been medically induced into sleep. The cops I saw in the hallway are sitting in the chairs watching him. They look uneasy.


One of the nurses lets me in through a locked door into the triage room, grumbling about how “those interns really need to get their own keys.” I scoot past her and head to where the doctors, medical students, and social workers are already gathered and talking about their patients.


“Sorry,” I whisper as I sit down in the last available folding chair.


“Nice of you to join us,” the attending psychiatrist, Dr. Leon, says to me.


“I was stuck in the hallway for about fifteen minutes,” I say defensively. “The officer wouldn’t let me in.”


“Oh yeah,” says Dr. Leon, softening. “That was the NYPD case. Spitting and fighting. We had to 5 and 2 him.” Although I am new to psychiatry I’ve already heard these numbers on the medicine and neurology wards referring to 5 mg of Haldol and 2 mg of Ativan, a typical cocktail of intramuscular medications given to patients who are aggressively agitated. “Should be awake in a few hours, and then we can get him out of here.”


I am too new and too afraid to ask what I am thinking: What if he needs to be in the hospital? I listen to the rest of the report and notice that Dr. Leon assigns himself the NYPD case; the patient’s name is James. Patients like James get brought in for all kinds of reasons—from requesting Ritalin to trying to hang themselves in the precinct house. The cops know that they could be sued—or fired—if someone in their custody is denied medical or psychiatric care, even if the request is for a pill that the “perp” hasn’t taken for 20 years. Most of the doctors don’t want to assess the NYPD patients; there are so many of them, thousands per year, and only a very small percentage get admitted to the hospital. Dr. Leon is trying to keep his psychiatrists happy by picking up the case. I ask if I can tag along.


Hours later, close to the end of the shift, we go to see James. He is still groggy from the medication but alert enough to answer questions. He’s been charged with second-degree assault, the cops say, because he punched a stranger on the subway. I listen to Dr. Leon ask James a rapid-fire set of standard questions.


“How come the cops brought you to the hospital?”


“Don’t ask me,” James replies gruffly.


“Do you take psych meds?”


“Someone gave me some of those once, but I don’t take ’em. Don’t need ’em.”


“Ever been in the hospital before?”


“Check the record, man. I been here a hundred times before.”


“Are you suicidal?”


“No.”


“Do you want to hurt anyone else?”


“Just those cops who roughed me up.”


“Are you hearing voices?”


James laughs. “Just yours.”


A few other basic questions follow, and Dr. Leon and I return to the doctors’ area. We don’t have James’s medical record to see if he’s been admitted or evaluated here before—this was in the days before computerized medical records.


“This is the form you have to fill out to give to the cops for arraignment,” says Dr. Leon. I have no idea what “arraignment” means, so Dr. Leon gives me a doctor’s explanation: it is the hearing where James sees a judge for the first time and gets an attorney. The form says that James has been “psychiatrically cleared for arraignment” and doesn’t need to be admitted to the hospital.


“How do you decide if he’s OK for arraignment?” I ask.


“It’s a really low threshold—basically, whether he can stand up in front of the judge and whether he can keep from hurting himself or anyone else in the courtroom.”


I am too naive to know that this is just a CPEP definition that evolved because there is no legal definition of “stable for arraignment.” I watch as Dr. Leon hands the paperwork to the cops, tells them James can go, and heads to the next patient on the list. I think about the way James presented—arrested for a stranger attack—and the need for a body bag and heavy tranquilizers to calm him down, the short, clipped answers about medication and hospitalizations. There is more happening with James than the quick assessment revealed. But after he heads out the CPEP door to the waiting NYPD squad car, I never see him again.





2



CAUGHT BETWEEN THE CRACKS


After a few months of facing extreme cases in the CPEP—was this woman going to kill herself if I discharged her? Was the paranoid homeless man going to punch me when I told him that he was staying in the hospital?—I finish that assignment and, after a weekend to recover, head to my next clinical rotation.


On my way to the upstairs inpatient psychiatry units Monday morning, I find myself squished into the back corner of the hospital’s express elevator. A pharmacy technician carrying a few bags of saline, and a drug sales rep in high heels and tailored suit are on either side of me. There are a few white-coated medical students talking loudly about their last quiz, but the rest of us are silent, staring at the illuminated floor numbers as we make our way up. I close my eyes and take some slow, deep breaths, trying to be patient as the elevator gradually empties at each stop.


I get off at the nineteenth floor. To the left, just past the “Notice of Patient Rights” posted in the hallway, a set of closed yellow double doors signals the beginning of 19 North, the psychiatry inpatient unit at Bellevue where all the new NYU psychiatry residents learn how to take care of patients with serious mental illnesses. These are not the patients who come into the CPEP intoxicated on cocaine or alcohol, sleep it off for a few hours, and then walk back out onto First Avenue. The patients on 19 North have done things like lock themselves in their rooms for weeks to avoid an alien invasion, try to commit suicide by jumping from the Brooklyn Bridge, or firmly believe that they are God.


Just before the double doors, a large white sign with a left arrow indicates the Bellevue Hospital Prison Ward. I know a little bit about this place from the CPEP—this is where James would have gone if Dr. Leon had admitted him. The rumors about the prison ward—that it is dangerous, creepy, and full of psychopathic killers like Hannibal Lecter—are scary and intriguing, but I don’t believe that a ward full of patients like James can be that bad. Right now, all I can see is a freight elevator, a set of scuffed blue lockers, and another set of yellow doors opening into an office suite. It looks just like anywhere else in the hospital.


A tiny Filipino woman with a giant smile approaches me as I’m staring at the white sign.


“Come in, come in,” she says cheerfully, introducing herself as May and guiding me toward 19 North.


I reach out for a handshake, but she is already ahead of me, motioning for me to follow. I am quickly escorted into an office and directed to put my coat and bag on the chair inside. Then May leads me through a warren of rooms and hallways to an unmarked, locked white door.


“Rounds are just about to start,” says May as she pulls a ring of keys from her pocket. “Just go through this door, turn right, and the conference room is past the nursing station. The other residents are all in there.”


She ushers me through and is gone. I stand alone in a very long hallway already busy with activity. Someone who looks like a patient with loose-fitting clothes, knotted hair, and a stooped posture is on the pay phone a few feet away, whispering into the handset. A round, short woman with a hospital ID tells a patient to get back into his room. Two patients—a young Hispanic woman in a rumpled T-shirt and pajama pants and a tall black man in jeans—are pacing up and down the hallway. He speaks to her in a very loud and animated manner; she has a blank stare on her face. A woman with braids piled on top of her head and light brown scrubs sits in front of a room at the far end of the hallway. She is holding a clipboard in her lap with her chin resting heavily on her chest. In the middle of it all, the nursing station juts into the hallway of the unit like a glass-paneled observatory.


When I enter the conference room, there are only two seats left at the giant square table. One is next to Dr. Miller, the head psychiatrist, or unit chief, for 19 North. I pick the other available seat, next to Eileen.


“Hey,” I whisper. “Am I really late?”


“No,” Eileen reassures me. “I think we’re just waiting for the chief resident.”


In the world of academic medical training, there is a very clear hierarchy. Medical students are at the bottom. Just above them are interns, like me, newly graduated doctors who may or may not have an actual license to practice medicine. Then come the second-, third-, and maybe fourth- or fifth-year residents. Psychiatry is a four-year residency.


After the residents come the chief residents, in their last year of training and selected to help organize and lead the residency program. Finally, when the residency is all over and a doctor no longer needs formal guidance, he or she becomes an attending physician. Attendings do not have to get supervision for medical decisions and are the “doctors of record” in teaching hospitals like Bellevue. Dr. Miller is the top attending on 19 North. He has the reputation for being brilliant and demanding.


Suddenly, a whirlwind of a man comes through the door on the opposite side of the conference room. It’s the chief resident, Marc, who has John Lennon glasses and shoulder-length blond hair and is wearing a brown leather coat and a striped bow tie. He’d caught my eye across the bar at a “welcome to residency” gathering eight months before, but I hadn’t seen him since.


“Sorry, sorry,” he says as he quickly scans the room, then glances at the patient list waiting for him at the table. “Let’s get started.”


Marc runs down the list of the twenty-five current patients, stopping for discussion whenever someone has an update or concern about a patient’s condition. Despite my first-day jitters, I boldly make coy eye contact with Marc whenever I can.


“What’s the deal with Mary?” asks Dr. Miller. “She’s been here for six weeks. Why is she still in the hospital?”


Mary is a sixty-eight-year-old widow with children (and, now, grandchildren) whom she left behind in South Carolina when she took a Greyhound bus up to New York forty years before, as her schizophrenia was starting to get really bad. She hasn’t been in touch with her family since. Age and illness, including high blood pressure and diabetes, have turned her life into a revolving door of shelters, hospitals, and group homes.


“We’re waiting for the nursing home to come and interview her,” says Carolyn, a social worker who moonlights as a musician. “They don’t want to take someone with schizophrenia,” she continues, “but I’ll keep calling. They have to at least talk . . .”


“I’m not going to wait much longer,” interrupts Dr. Miller. “There are patients who need her bed more than she does. She can’t stay here forever.”


“I’ll work on it.”


“Great,” says Marc, breaking the tension with his upbeat tone. He moves us along and begins randomly assigning several patients to each of the interns. I get Mary.


I spend the next few days getting to know my patients, talking to them in the shared dining room of the unit or while pacing back and forth along the fifty yards of the hallway. Mary prefers to pace, but we don’t go very fast; she shuffles along and rests her arm on mine. She is deeply stubborn about her independence and does not believe there is anything wrong with her mind. She attributes her many psychosis-induced hospitalizations to “bad luck.” She sometimes talks about her family back in South Carolina, but describes them as if they were characters in a book, rather than her own relatives.


I get impatient with Mary; not only do I not have time for leisurely walks, but I feel completely useless as she avoids every question related to her illness.


“Oh, that’s nothing,” she says. “Nothing for you to worry about.”


“But I’m your doctor,” I protest. “It’s my job to worry about you.”


“Let me worry about myself,” she snaps.


I am silenced by her anger and go back to making small talk about the weather and her diabetes. I see why Dr. Miller thinks she should go.


It’s a relief when I get to pick up a new patient the next day. Patients are admitted to 19 North at all hours from the CPEP, but we only do new-admission interviews after rounds each morning. Any patients admitted later than that are “eyeballed” by an intern to make sure anything urgent, like a suicide watch, is started immediately.


Dr. Miller has specific requirements about these interviews. They are done in front of the team—everyone needs to see, hear, and sometimes smell the same things. No looking at the medical chart in advance. No note-taking. No asking for help from the team unless you are ready to give up the interview. And you must establish the basics before getting into any symptoms. This is my first time doing one of these interviews.


My palms are sweaty as I offer my new patient a chair at the table and sit down a few feet away. The team is seated around us with their pens poised.


“Good morning, Diane. I’m Dr. Ford,” I say, proffering my hand.


“Hi.” She takes my hand weakly and then drops her own back into her lap.


“This is your team,” I say, gesturing behind me. “We’d like to find out how you came to the hospital and how we can help you.”


She keeps her eyes down and nods. A bald spot on the top of her head reveals a pink scar surrounded by new peach fuzz. The rest of her curly black hair obscures her face. She is wearing a loose pink sweatshirt and no bra, her large breasts resting on the waistband of her slacks.


“Diane, how old are you?” I am supposed to ask first about her demographic information—age, education, housing status.


“Fifty-two.”


“Where are you living?”


“I have a space,” she says. “It’s not always the same, but Robert and I are together, and that’s all that matters.”


“Who’s Robert?” I ask. I’m not sticking to the script.


“My fiancé. He’s wonderful. He stays with me all the time. He sleeps in the garden outside when I’m in the hospital. He’s probably there now.”


“How long have you been with Robert?”


“Diane where do you live exactly?” interrupts Dr. Miller, and that ends my interview. I can no longer ask any more questions because I have deviated from the script. I sit in silence, shame, and anger. I lasted only four questions. And now Eileen, Marc, my fellow interns, Dr. Miller—and, most importantly, Diane—are going to think I am an incompetent doctor. I hold back my tears.


Diane looks up at the new voice asking questions and repeats the answers she gave to me. Dr. Miller eventually gets all the information we need. Her scar is a remnant from a recent tumor resection—a meningioma that had grown large on the surface of her brain. She was paranoid prior to the tumor and had been in and out of psychiatric hospitals, but now she is also hallucinating. She hears harsh voices yelling at her throughout the night, chastising her for being too fat, too crazy, too old. She doesn’t take her medicine because of a combination of fear that she is being poisoned and some memory loss after the surgery. I try to pay attention to the other details of her story, but the still-thumping blood in my ears keeps me focused instead on Dr. Miller.


As soon as the interview is over, I scurry into my tiny office. I sit there and try, with some effort, to breathe slowly. I pull my copy of Essentials of Psychopharmacology from a shelf and look up ziprasidone, the new antipsychotic medication that we are going to start for Diane. I again try to focus my attention on my patient, but cannot get Dr. Miller out of my mind. I have to do something about it.


I leave my office, hold my head high, and walk to the end of the office suite. Dr. Miller’s door is slightly ajar.


“Excuse me, Dr. Miller.” I say. “Can I talk to you for a second?”


“Of course, come in,” he says. “Sit down.”


I look for a seat in his small office and find only the analytic couch he has managed to fit against one wall. I sit down on the edge, careful not to recline.


“I . . . I . . .” I start cautiously. “I want to talk to you about the interview with Diane.”


“Yes?”


“I really didn’t think it was fair the way you interrupted me so quickly.” My words spill out fast. “I know you have a particular way you like to teach interns to interview, but why didn’t you even give me a chance? I mean, four questions? How am I going to learn anything that way?”


Dr. Miller listens as I speak, leaning back in his swivel chair and crossing his fingers in front of him.


“Do you understand what I’m saying?” I ask louder. “Does this make any sense?” Frustrated by his silence and my rage, I am crying. My tears embarrass me.


“I do,” he slowly responds, offering me a box of tissues. “And I think you are being too hard on yourself. The first interview is always the most difficult. You’ve been here, what, five days? By the time your four months here are finished, you will be able to do an amazing first interview. That’s what I’m trying to teach you.” His words and tone are not unkind, but I am not satisfied.


“Why do I have to do it your way? Does it really matter, as long as I get the information?”


Dr. Miller cracks a smile. “You are persistent, aren’t you?”


“Yes. And I’m going to continue to be that way.” I start to laugh softly, realizing how much I sound like a petulant child. “Sorry. I just don’t think the way you cut me off was fair.”


“Hmmm,” sighs Dr. Miller, giving me no indication of whether he agrees with me or not. After a few seconds of uncomfortable silence, he concludes, “I think you and I are going to get along just fine.” I leave his office not sure of whether I totally agree with him, but feeling better than when I went in.


Over the next month, I get to know Robert, Diane’s fiancé, better than Diane. I spend part of each day on 19 North sitting on the floor in Diane’s room while she lies in her bed with her face to the wall. Mostly, I wait in silence for ten minutes to see if she feels like sharing. At first, I had tried sitting in a chair, then resting against a back wall, but both positions were too threatening to her. She only speaks, however briefly, when I am on the floor.


Robert, however, I see two to three times a week in the garden when I’m eating lunch. He tells me stories of Diane—her wish to be held each night while they try to sleep on the shabby mattress in their tiny one-room apartment, her infectious laugh, her struggle to keep her girlish figure on so many medications—and I slowly get to know her through him. He stays in that garden from the time the gates open at 6:00 a.m. until visiting hours on the unit at 2:00 p.m. Sometimes, Diane refuses to see him—a sign of the severity of her illness—but Robert comes anyway. When the nurse tells him that time’s up, he heads back to the mattress and waits for the next day.


I think of Mary and her lost family in South Carolina sometimes when I am talking to Diane. Mary does not have a Robert in her life. She doesn’t have someone to take her home once she leaves the hospital. Even though Dr. Miller is right about Mary—she is no longer acutely dangerous—everyone on the unit knows that she will stop her medicine the moment she is discharged and will end up back at Bellevue—or worse, at the morgue. After a few days off of her antipsychotic meds, she will get paranoid about her blood pressure pills and stop them. Then she will start talking to strangers in the subway and riding the trains back and forth until one of the conductors insists that she leave. She will probably forget to eat.


So Carolyn, the musical social worker, continues her efforts to find a nursing home for Mary. Every week, Dr. Miller reminds us exactly how many days Mary has been in the hospital—80, then 94, and now we’re up to 108. Mary has had a few interviews with nursing homes, but none of them are a fit. Two of the nursing homes say they can’t manage her level of mental illness, and the other requires that Mary have a roommate. Mary insists on her privacy and refuses to go.


“She’s driving up our length of stay,” Dr. Miller says in rounds. “Dr. Ford, are you doing anything with her medicine?”


“No,” I reply cautiously. “She doesn’t have side effects and she seems better.” I look for support from Marc, with whom I have developed a flirtatious friendship, but he is distracted by paperwork.


“Is she still dangerous?” Dr. Miller asks.


“Uh, no, not really, but . . .”


He turns to Carolyn and interrupts my answer with a question for her. “Have you found any place that will take Mary?”


“Yes,” she responds, as cautious as I am. “But Mary doesn’t want to go there.”


“I don’t really care where Mary wants to go at this point,” fumes Dr. Miller. “She does not need to be in the hospital; she is taking up a bed for someone who does, and we aren’t providing any real treatment for her. She needs to leave this week.”


“Wait,” I say from across the table. “We can’t send her out yet. She won’t make it. Please let us keep trying!”


“Dr. Ford, I have given you ample time to keep trying. We would all like to keep every patient in the hospital until there is a perfect plan on the outside, but that’s just not how it works anymore. Mary wants to leave the hospital, and if she wants to go to a shelter instead of a nursing home, that’s her choice. But she has to leave this unit. Please start working on her discharge summary and prescriptions.”


“No!” I yell, slapping my open hand on the rounds table with a thwap that is all anger and defiance.


Eileen and the other residents are shocked. Carolyn is sitting halfway between Dr. Miller and me, and can’t figure out which way to look. She sinks lower into her chair. Marc looks up, stunned.


“Excuse me?” asks Dr. Miller as if saying, “Do you want to fail this rotation?” I don’t think he is used to this kind of resistance.


“I’m sorry, Dr. Miller,” I stammer, red-faced yet firm in my conviction. “I can’t discharge Mary. It’s not safe. I know she wants to go, but I just can’t do it. We will find a place for her, I promise.”


“That is not acceptable,” is his icy reply. “She is perfectly safe, and we cannot hold her against her will unless she is dangerous. We do not babysit patients. Carolyn, please help Dr. Ford get Mary ready for discharge.”


I don’t hear what Carolyn says because the throbbing of blood in my ears is so loud. After a few moments, I whisper, “I won’t do it, Dr. Miller. With all due respect, if you want her discharged you will have to sign the papers yourself.” My tone does not match the strength of the words but the point gets across.


“Fine, let’s talk about this later,” says Dr. Miller. And with that, rounds are over.


I wait day after day to receive my punishment, while Carolyn works tirelessly to find a place for Mary to go. Dr. Miller and I have difficulty making eye contact during rounds, but he is civil and professional. Mary gets another nursing home interview a week later. This time, it’s a fit.


On the morning of her departure, before rounds, I shake her hand and wish her luck. Her eyes look distant; I’m not sure she even understands where she is going. When Dr. Miller crosses her off the patient list and smiles at me with a sigh of relief—and maybe, possibly, a hint of respect—I know the fight was worth it.
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STARS OVER BELLEVUE


It’s just after 11:00 p.m. on Valentine’s Day, almost two years later. I’d spent one year rotating on inpatient units at NYU’s various training hospitals, and the following year learning how to treat outpatients in a clinic. Tonight, I am back where I feel most comfortable, the wards of Bellevue’s “H” building. The twenty-three-story hospital was completed in 1986 and the top floors house most of the inpatient psychiatry units formerly located in the aging Bellevue Psychiatric Hospital, now a men’s shelter, a few blocks north.


In eight hours, the day shift will come on duty, and the place will be frenetic, dirty, and loud again, but for now, it’s almost peaceful. Midway into my third year of residency and spending most of my day with stable outpatients, I moonlight every Friday night as the only doctor on the twelve psychiatric units, mostly on the eighteenth through twentieth floors. I need the money to help pay back my student loans, but that’s not the only reason I work these shifts. I crave the excitement and the volatility of the overnights. On Friday nights, I really feel like a doctor.


The first few hours of every shift are predictable: 19 North will call first with a list of simple orders that the interns forgot to write during the day. There’ll be a diet order change to “low sodium” for a patient with newly diagnosed high blood pressure, or a Benadryl order to help someone sleep. The detox unit, 20 South, houses patients who need to safely sober up and, with any luck, move on to more long-term rehab programs; the unit nurse will call next about a handful of patients who wish to sign out AMA (against medical advice). I have to make sure the patients know all the risks of leaving early.


“You know that you can get seizures or heart problems, or possibly even die, from alcohol withdrawal?” I tell one of them. “Are you sure you don’t want to stay a few more days so we can get you into some real treatment?”


“Naw, I’m good,” is a common reply. “I’ll just grab another drink when I get out. That will stop the shakes.”


The calls around 11:00 p.m. for sleep medication signal about an hour to go before the Department of Correction (DOC) intake pens on the nineteenth floor start jumping. I grab some M&M’s and a Diet Pepsi from a vending machine and head to 19 West, the psychiatry inpatient unit on the hospital’s “prison ward.” It’s imprecisely named, because it’s actually a jail, a detention facility for defendants awaiting trial or those sentenced to relatively short periods of incarceration for misdemeanor offenses. In the 1980s, half of the nineteenth floor was turned into a maximum security outpost of the massive New York City jail system, fourteen separate jails that are spread out across the five boroughs. Nine jails are located on a 415-acre island in Flushing Bay, 100 yards west of LaGuardia Airport, called Rikers Island. The unit at Bellevue, including 19 West, is for male inmates who need hospitalization. Facilities in downtown Manhattan, the Bronx, Brooklyn, and a psychiatric unit for women at Elmhurst Hospital in Queens round out the fourteen.


I know 19 West well. It is not so different from the other psychiatric units; it has a full complement of nursing staff, social workers, psychiatrists, psychologists, nursing techs, and activity and art therapists. Hospital specialists, like orthopedic surgeons and infectious disease specialists, are available as needed. All the clinical staff, from the housekeepers to the psychiatrists, work for Bellevue or NYU. They are not part of the DOC and do not report to or take orders from the officers, except around issues related directly to security.
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