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For my husband and kids, Rob, Eloise & Jonah.

And to all the “essential workers” of 2020.






AUTHOR’S NOTE

I have intentionally changed details including names, ages, and dates of the patients described in this book to protect their identities. I have also given most of my friends and coworkers pseudonyms. While certain identifying details have been changed or omitted, I will echo the words of physician and author Dr. Michelle Harper: “the human experience at the center of this story is true and unfolded as described.” I also intentionally omitted the names of the specific hospitals where I worked to help underscore that this is a story that is representative of many urban U.S. hospitals in 2020.






PREFACE

When I started keeping a detailed diary in February 2020, I was a pediatric surgery fellow at one of New York City’s top hospitals in the home stretch of nearly a decade of medical training. I had just signed the contract for my dream job as a full-fledged pediatric surgeon in Boston, where my husband had already begun his own surgical career and was waiting for me and our two young children to join him. Living as a single mom while completing my fellowship already made it a tough time. It soon became unimaginably harder.

What follows is my diary of the next six soul-scorching months. Before pursuing a medical career, I intended to be a journalist, and as the Covid-19 pandemic wrecked my world, I turned to writing as a kind of therapy. I made the time to write at home, usually late at night when I had anxiety-fueled insomnia.

This book details everything I saw and did in those dark and terrifying months inside the walls of a New York City hospital while most of the city was locked down at home. My story is a true-to-life account and a cautionary tale to future generations should they have to face another pandemic. I recognize that many people feel they never want to think or worry about Covid ever again, but this book is about our shared human capacity to survive inconceivable tragedy and trauma. I don’t like the saying “What doesn’t kill you makes you stronger.” I think it all leaves a mark. Yet, I also believe that reflection and recollection can be healing.

There is so much that has already been written about the Covid-19 pandemic, but very few people had the front-row hospital experience that I did. Like so many healthcare workers, I ran to dying patients and performed chest compressions in full personal protective equipment, sweating under the layers of plastic gear while terrified that I might be spraying a deadly virus into my own airway. I operated on the bellies of children whose intestines were mysteriously necrosing and dying from tiny blood clots caused by Covid. Every doctor, nurse, and healthcare worker has their own story to tell. Like me, most of those frontline medical workers were women. Many of them, also like me, were parents and frantically worried about bringing a deadly virus home after a day of treating infected patients. The collective trauma and moral injury suffered by all healthcare workers from that time is still unfolding.

Many colleagues of mine did much more daily, hands-on Covid care than me. As Covid struck, I continued to perform surgeries that were unrelated to the pandemic. Perhaps having some distance from the hourly traumas in the ER and ICU gave me a clearer view of what I saw around me in real time. The shell shock from spending twenty-four-hour days in the Covid ICU wards meant that many of my closest friends and colleagues, in order to survive, had to freeze out or compartmentalize the experiences of those days and erase the painful details from their minds. I took a different approach. I recorded everything because I knew that we were living and working through something historic. I would also soon be leaving for another hospital, which meant I had the luxury to speak up about what I was seeing. This included the unconscionable lack of protective gear for health workers. The gowns and gloves I once threw away without a thought disappeared from our shelves like batteries before a hurricane. I wrote op-eds and went on TV to push for more manufacturing and donation of critical gear. For a time, I became one of the media’s “Covid doctors.”

After years of surgical training, I developed a reflexive ability to turn off my emotions in order to function at my job. Pre-pandemic, this skill allowed me to whisk dying children from the trauma bay to the operating room, to use blades on their bodies with the decisive and commanding nature required of a surgeon. There’s no crying in baseball or surgery. But some things still get through: the haunting sounds of wailing mothers, the screams of babies in pain. In some ways I think my softness and humanity as a young mother is my greatest strength as a pediatric surgeon. When I have a sick patient about the same age as one of my children, I can feel a sudden grip on my throat, a sudden welling up of tears when a child looks up at me with fear as we roll them back to the operating room. It takes a huge effort to disguise my emotions and hold back my impulse to cry. “Don’t worry: I promise everything is going to be okay,” I say to my patients as I grasp their tiny hands. But I carry it all with me, and once I’m away from the operating room, I have to let it out. Writing helps.

We’ve all lost something or someone to Covid. Many people have lost parents, grandparents, children, or dear friends. Still more have lost their jobs, their homes, their school years, and the sense of stability that characterized life for many before the pandemic. We lost the easy confidence in our daily routines: home, work, travel, holidays, parties, celebrations. Many of us, myself included, lost our sanity at times. The pandemic has forever planted a nagging uncertainty and danger into the moments of togetherness that bound us in pre-pandemic times. A wet cough is all it takes to put everyone on edge in a crowd.

While I am grateful that I didn’t lose a close family member, my house, or my job, like many healthcare workers I lost the illusion that my own life and work were paramount to my employer. In the years since the pandemic started, I have grown more cynical, skeptical, and sometimes despondent about the future of medicine and healthcare, which is increasingly being driven by corporate and financial constraints that make our jobs even more stressful than they need to be. Our nation’s hospitals are collapsing from the inside. The consequences of the Covid pandemic are still unfolding. There’s a staffing shortage as hundreds of thousands of healthcare workers—including some of my closest friends and mentors—have left the profession they once loved. Nurses are overworked and underpaid, often covering an unsafe number of patients on their shifts. Emergency rooms are overflowing with patients lined up in the hallways. Wait times of more than eight hours have become the new normal. Pediatric wards are shutting down left and right because they don’t drive enough revenue to hospitals. And the mental health crisis among our nation’s young people has everyone alarmed. If our society can’t make sick children a priority, how are we supposed to support and grow the next generation? Healthcare in the United States was broken before Covid, but the pandemic has left even our nation’s best hospitals in critical condition.

Despite this bleak outlook on healthcare, the main thing that keeps me coming to the hospital is my belief in the goodness of taking care of sick children. I hope you will see in my stories about my patients that children are both astonishingly fragile and resilient. And if I’m being honest, I am addicted to the dopamine rush of saving young lives. Nothing infuses you with blinding hope quite like bringing a child back from the edge. I want to believe that our nation’s hospitals can be resuscitated too. Look at what we’ve just survived. Last summer I enrolled in a master’s program in public health. If another pandemic does happen in my lifetime, I want to be prepared to help steer policies to get it right. For my sanity and for my own children’s sake, I believe that there is a possibility to rebuild for the better. I hope these pages help you more fully understand the urgency of this task.






2020






WEDNESDAY, FEBRUARY 19 – THURSDAY, FEBRUARY 20

Goddamnit. I pull up an X-ray on my laptop. Her lung is down. I have to go back in. I call my resident back. “I’ll be there in twenty to thirty. I’m getting in an Uber soon. Set up, please, and get consent from her parents. Thanks.” Since I’m the senior pediatric surgery fellow, trips to the hospital in the middle of the night are an exhausting but routine part of my job.

I throw on my down jacket, the one that shields me from the icy, whipping winds of downtown Manhattan in these bleakest of February nights. I tiptoe past my son’s crib; he’s only two and is practically invisible, buried beneath his loveys and blanket. My four-year-old daughter is soundly sleeping, limbs akimbo. “Baby” has fallen onto the floor next to her. I carefully tuck her back in next to my daughter, who will be looking for that worn-down doll the minute she wakes in the morning. Even though I’m almost never there for that moment, because my normal workday starts before 6:00 a.m., I know this about her.

My Uber arrives in a flash. At this point I have diamond status, with points I can put toward rides or Uber Eats from my frequent trips to the other end of the island, always in the black of night or predawn hours. The twinkling lights of New Jersey smile at me across the Hudson as we cruise up the West Side Highway. The best part of commuting at 3:00 a.m. is the lack of traffic in Manhattan. I’m at the hospital in less than twenty minutes.

My favorite guard is on duty tonight. “What’s up, Doc?” he asks with a wink as I enter the lobby. The joke never gets old for us. “Living the dream, Victor, living the dream!” I reply. He knows the punishing hours I work.

Part of what makes these nights bearable is that the end is in sight. After nine years, my medical training will officially be over. It began in New York with medical school and continued with two years of residency in New York, after which I transferred my residency to Boston in order to finish it with my husband. It is now being capped off by a two-year surgical fellowship back at the same hospital in New York where I completed medical school and started my residency. At the end of July, just months from now, I’ll be a board-certified attending surgeon.

This last year has been tough. My husband, Rob, also a doctor, started his job as a full-fledged surgeon in Boston, where the kids and I will join him when I’m done with my fellowship. Could everything really be falling into place?

I press the elevator button for the ninth floor, home to our massive pediatric ICU, and rush to the bedside of our sickest patient, Angie, the little girl with the collapsed lung.

“All set for the pigtail?” I ask my team. A pigtail is a small catheter to evacuate air or fluid; in this case I’ll be placing the tube into Angie’s chest to help re-expand her lung. I review the X-ray and the settings on the extracorporeal membrane oxygenation (ECMO) machine that is doing the breathing for Angie, outside of her little body. The machine pumps and oxygenates a patient’s blood, allowing the heart and lungs to rest. It’s pretty unusual for a nine-year-old to be on ECMO. It’s used when the highest settings on more commonly employed ventilators aren’t enough.

I can’t believe I have to put another tube in this child, who is just a few years older than my own children. This is her third tube. She has angelic features that fit her name—and the longest eyelashes I’ve ever seen. Angie’s Dominican family has been sitting vigil throughout her entire stay, praying and rocking over her whenever they can.

Angie first came into the hospital with a bad case of pneumonia that got rapidly worse. Whatever virus she caught has damaged her heart function as well as her lungs. Every winter in the worst of cold and flu season we see previously healthy children in the ICU who suddenly get super-sick. The emergent ECMO Angie required as she rapidly deteriorated was scary and unusual enough, but more concerning was the fact that she continued to get worse even then. Usually we can save children from the flu, no matter how severe the case.

The thing is, she doesn’t have the flu. She’s tested negative for it and every other bug on our viral panels. Viral cardiomyopathy—heart failure caused by a viral illness—is our best guess at a diagnosis at this point. But she’s been on ECMO for almost a month already. Her lungs seem to be refusing to get better. She’s circling the drain, still alive but showing no signs of improvement.

I’m confident I can at least help her lungs momentarily with the pigtail chest tube. I get on the phone with a translator speaking to her parents, both recent immigrants to the United States. “Whatever you need to do, Doctor,” they whisper with deference. I want to embrace them, to cry with them, to hold their pain. But I have an urgent procedure to do.

The chest tube goes in easily with the familiar pop that signals to my knowing hands I’m in the right spot. I’ve placed hundreds of chest tubes at this point in my training. The repeat X-ray shows that Angie’s lung has re-expanded. A slow trickle of old, dark blood drains out the chest tube. Her thick black eyelashes are draped over her eyes. The endotracheal tube and massive swelling around her face obscure how beautiful she really is under the tangle of conduits and wires attached to her body. For tonight, I’ve helped her stay alive. But this is no way to live. I trudge downstairs to my windowless office to regroup.

It’s too late to go home. I have to start rounds again in less than two hours. When I reach my call room I collapse on the cracked and peeling red pleather couch. It’s a grotesque specimen that I’m told has been in the fellow’s office for over twenty years now, but it’s offered me some semblance of sleep for the many nights that I’ve been called into the hospital. Being “on call,” which I am every other night, means being available to return to the hospital to treat patients for emergency care. But I’m unable to sleep. What the hell is wrong with Angie and why can’t her lungs recover? This is no normal flu.

I switch on the space heater my office mates keep illegally and finally fall asleep. I wake to someone fumbling with the ancient lock of the call room. Victor the security guard must have come by to check on me and then quietly locked the door so no one would disturb me.

Samantha, my junior fellow, enters with her keys in hand and flips on the bright electric lights. She is the younger sister I always wanted but never had. “Oh, shoot, I’m sorry,” she mutters when she sees me curled up on the couch. My phone reads 4:59 a.m., a minute away from my alarm. “No, it’s fine, I need to get up anyway,” I grumble. I have rounds. “Angie needed another chest tube last night,” I update her.

“Another one? Shoot,” Samantha says.

We make coffee and plop in front of our computers, running through the vitals of our “babies” (as I fondly refer to our patients), scrutinizing the numbers for signs of illness or healing. We take care of the sickest children in the city here, from micro-preemies in the neonatal ICU (NICU) to teenagers with gunshot wounds. And we’re both astute clinicians at this stage in our training. Sam and I oversee a team of about six residents and medical students. We’ve been through seven years of general surgery training already, and this pediatric surgery fellowship is our finishing program. There are only about forty spots a year in pediatric surgery fellowships in the United States (a little less than half of which are at last being filled by women now, after decades of a much greater disparity). At my hospital there are only eight pediatric surgeons in total, fellows included. It’s known as the most competitive sub-specialty in general surgery if not all surgery. It will be nearly a decade since medical school graduation before we fellows begin our first “real” jobs out of training, as I’m about to do in Boston. I have done all this for the privilege of operating on babies, despite the brutal work hours of the fellowship, because it’s the best and most rewarding job I can imagine.

I see and make plans for dozens of children before 7:30 a.m., when I’m seeing my first “case,” meaning the first patient I’m operating on. I quickly update the attending physicians—the supervising doctors who are ultimately in charge of hospital patients’ care—and then I’m off to my happy place: the operating room. Room 5 is like my second home now. The ritual and intensity of the operating room have always made me feel safe. Somehow, when I’m operating, I go into an altered state of consciousness, laser focused on the task in front of me. It’s been this way since medical school, when I watched my first operation on a patient’s carotid artery. Each human being contains a predictable set of organs, but subtle differences make our anatomies as unique as our faces. As a surgeon, you come armed with knowledge and experience with human anatomy and a reverence for the surprises that lie under the skin: the unexpected course of an artery that feeds the liver, an abundance of fat in the overweight, or a paucity of it in a cachectic cancer patient who is wasting away. Every appendectomy is the same but also slightly, sometimes wildly different. And there are always new ways that even the most standard procedures can go wrong.

I tie my lucky scrub cap behind my neck. It’s the one that held my hair back when I got a child with cancer out of major aortic bleeding, and the one I wore for my first Kasai procedure, in which we created a passage for bile in a newborn who was born without the right liver ducts.

“Good morning, Sophia!” I chirp at my favorite scrub tech.

“You look tired, Griggsy.” She shakes her head at me. Sophia sees past my sunny greetings. She’s looked out for me since the first day of my fellowship, stealthily handing me the right instruments to make me look slick in front of my teachers—the senior attending surgeons—and guiding me with the right positioning preferred by each one. “Tired is just my look now, Soph,” I crack back at her.

We have a challenging case lined up today: the repair of a congenital diaphragmatic hernia. Through tiny openings and with 3mm instruments, we will repair a giant hole in a newborn’s diaphragm. It’s a technically difficult procedure, and I’ll be doing the entire case under the supervision of one of my attendings. Though I wouldn’t trust myself to drive a car, I can still do my job with the utmost focus. The adrenaline rush of the operating room makes my fatigue disappear. When I’m operating, it’s like a switch turns off and with it my basic urges to sleep, pee, eat, or even cry.

The case goes beautifully, and I’m wheeling the baby back to the NICU when my phone goes off. “Can you bring some gloves and masks home from the hospital?” my neighbor Kay texts me. “Uh, okay, I’ll see what I can do,” I text her back.

We both have been closely following the story of a new, deadly coronavirus in China. I’m not overly worked up about it. It still seems like a disease mostly affecting the elderly in China. Though a Chinese eye doctor who was warning about the outbreak of a SARS-like virus did die in early February, and France has just announced its first death a few days ago. I know Europe will give us the best clues about whether or not this is a real crisis I need to worry about, so I’m in a wait-and-see mode.

I text Kay again, thinking more about her request. Taking supplies from the hospital feels wrong, even though our masks were piled high and bountiful the last time I looked. “Let’s just order some masks on Amazon. We don’t need to take them from the hospital.”

“Okay, I’m stocking up on Tylenol and Motrin too,” she replies. It’s been a rough winter for parents of toddlers. In the hospital, we’ve had multiple children in intensive care from a severe flu. At my daughter’s nursery school, over half the students are currently out sick, but Eloise is standing strong. The teachers took the remaining healthy kids out for pizza in the West Village on a field trip, since so many of the staff were out too.

Kay is a bit of a hypochondriac, so I’m not surprised that she’s worried. But my friends in finance who are paid to assess the effects of bad news on the markets are also completely freaking out about this new coronavirus ripping through China. As with Zika, Ebola, H1N1, and MERS, the headlines are alarming but the threat of pestilence still feels remote, a foreign problem. Except for small pockets of cases, those viruses never meaningfully impacted us on American shores. I have confidence in the systems and infrastructure designed to keep us safe here. I have faith that the CDC knows everything possible about combating pathogens and that our country will be better prepared for a pandemic virus than other parts of the world. New Yorkers, especially those with money, can be prone to hysterics, but that’s not my world. My role is to remain levelheaded.

I’m stuck late at the hospital that evening, and as I walk out of the OR, I notice the shelf that we usually keep stocked with masks is looking a little thin. It’s merely another inconvenience suffered in a day of many difficulties.

When I finally plop down at my computer, Victor is making his rounds. “You going home soon, Doc?” He nudges me.

“Soon, Victor, soon.”

I check Angie’s vitals and X-ray. They still look terrible. Why the hell aren’t her resting lungs healing? I swing by her room and check in with the perfusionist. The perfusionists and respiratory therapists watch over our ECMO patients at the bedside 24/7. They are some of the smartest and best teammates I have in the hospital. Usually they are the only reason I can go home at night. Tonight it’s Erin on call. She’s one of the best on the team—and the funniest.

“How’s she doing?” I ask.

“Stably terrible. But nothing we can do about it tonight.”

I nod and wince in acknowledgment. We both know Angie is getting worse, despite our best treatment and support. Enough for today, I tell myself. And I begin the cold, long trudge home on the subway.


2006–2011


When I first decided to apply to medical school, I had grand visions of becoming a do-it-all family practitioner. I wanted to treat entire families, to deliver babies and watch them suck in their first breaths, to hold the hands of withering octogenarians as they slipped away into a comfortable peace. I wrote an essay extolling the virtues of the family practice and won a small award my first year of medical school that further fueled my idealistic vision.

During my training in the clinics of Washington Heights in upper Manhattan, this wasn’t what I usually saw. I watched frazzled primary care physicians rush from room to room, trying to treat patients with uncontrolled diabetes, hypertension, coronary artery disease, asthma, depression, and obesity in hurried fifteen-minute appointments that really required an hour or more.

“You’ve got to try to tackle just one thing at a time each visit, or else it’s too demoralizing,” Dr. Murphy warned me while typing her notes between sips of black Café Bustelo coffee. She was only forty years old but already looked sixty, with wiry, untamed salt-and-pepper hair thrown haphazardly into a messy bun at the nape of her neck. She spoke and carried herself in a weary, defeated posture that conveyed the years she had spent battling insurers, putting out fires, and generally doing the job of five different doctors for the pay of less than one. She had already put in her notice that she was moving to North Carolina come summer.

Primary care was nothing like what I imagined. Those clinics laid bare the vast injustices of the United States healthcare system, which indiscriminately reward high-cost, invasive treatments over preventive care. Politically, I still wanted to fight the good fight in the trenches of those clinics. But I could see that I was not temperamentally suited for family medicine or primary care. I was too impatient. I wanted to see results faster. So I tried my hand at neurology, obstetrics, emergency medicine, cardiology, and other specialties.

“I feel like I’m speaking to a cardiologist,” the clerkship director told me at the end of my cardiology rotation.

“You will fit right in the club,” an obstetrics resident told me as she slung an arm around my shoulders after a twelve-hour overnight shift where we delivered four babies together.

By the end of my third year, I felt like I had tried to belong everywhere but still hadn’t found my home.

Surgery was the most notoriously difficult rotation in medical school. Medical students aiming to become surgeons would routinely make their rounds at the hospital at 4:30 a.m. to draw blood and collect the patient data for the day. And the competition was cutthroat. More than a third of my class wanted to go into a surgical specialty of some sort. Our school was known for churning out highly trained neurosurgeons and orthopedic surgeons with Abercrombie model looks. I wasn’t interested in elbowing my classmates out of the way for a space at the operating table.

When it came time for my surgery rotation, I chose an assignment upstate in Cooperstown, New York, where my school had an affiliation with a local community hospital. Medical students would stay in a house owned by the medical school and live dorm-style with a family supper at the dining room table every night. I chose the rotation mostly because I needed a break from New York City and some time to plan my next move. I had to make a decision about residency in the next three months or else take a gap year to do research and buy more time. I hoped the air upstate would clear my lungs and my head.

I packed a duffel and headed to Cooperstown. I sauntered up to rounds at the leisurely hour of 6:00 a.m. that Monday and was met by a friendly second-year resident named Arun.

“Welcome to surgery!” he said, smiling at me. “Here’s your assignment for the day. You’ll be in the vascular room, helping Dr. K.”

The schedule showed my name next to the carotid endarterectomy, a procedure in which the surgeon scrapes plaque out of the carotid artery to prevent future strokes and clots.

“Are you sure he won’t mind having a medical student assist?” I asked.

“Not at all. The surgeons here love teaching,” Arun assured me.

What I saw in the operating room that day changed my life. Dr. K.’s hands moved like music. He deftly cut open the patient’s neck, revealing the glistening blood vessels just beneath the surface. “There’s the hypoglossal nerve, and the bifurcation,” he pointed out gently as I followed his hands with a suction catheter, sucking up small pools of blood. It was like watching my anatomy textbook come to life in front of me—the Technicolor Wizard of Oz moment I could never unsee. I gasped when he applied the clamps to the carotid artery, briefly stopping the blood flow to one side of the brain, then carved out what looked like a hardened chunk of Brie cheese from the patient’s artery and closed the hole with a small patch and the tiniest sutures I’d ever seen.

“How long will the patient have to stay in the hospital?” I asked when we were finished with the procedure, which took under two hours. “Oh, he’ll go home tomorrow.” Dr. K. laughed. My mind was blown. Surgery was the most incredible thing I’d ever witnessed. Dr. K. recognized the combination of hunger and awe in my eyes immediately. “Go get a snack, Griggsy,” he chuckled. “We’ve got an abdominal aortic aneurysm to do next.”

My eyes widened. A “triple-A” repair was one of the biggest, scariest operations I could imagine. Medical students weren’t even allowed in the room for those repairs at my medical school’s main hospital in the city. That was a fellow-level case. But over the course of the next eight hours I found myself tugging and retracting for Dr. K. I felt a rush of pure awe as he placed a graft in the patient’s aorta, delicately and swiftly moving his clamps to protect the patient’s kidneys. It was like he was following some invisible map he knew instinctively, like when you drive between work and home without even having to turn on your brain. The synchronicity of his hands and instruments was automatic, programmed, but also fluid and mesmerizing.

“If we damaged that branch there,” Dr. K. said, pointing to a vessel winding out from the aorta, “the patient could be paralyzed.

“Don’t look so scared.” Dr. K. laughed. “We’re almost done.”

When the operation finished, I was officially hooked.

“I think I want to go into surgery,” I told my mother over the phone that evening.

“You say that about every rotation,” she retorted, surprised at this new change in career trajectory.

“Today was the coolest, best day of medical school by far!” I protested.

“Well, let’s see how you feel at the end of the month,” she said. My parents were coming to visit me for the holidays and to check out Cooperstown’s Baseball Hall of Fame, a bucket list item of theirs.

By the time of their visit, I was even more determined about surgery. After being in the operating room, I could no longer imagine practicing medicine anywhere else. I loved the instant gratification of a successful operation. I loved assisting the surgeons in ushering patients from the brink of death back to life. I loved the adrenaline in the trauma bay, the sense of importance and urgency of the job. I loved sweeping into a code (a cardiac arrest) to place a catheter and inject a lifesaving dose of epinephrine. I even loved the gory parts: a rush of pus from a decompressed abscess, the smell of the burnt flesh from a “Bovie” (an electrosurgical device to cauterize tissue), chopping off a necrotic toe. None of it bothered me. I was addicted, totally.

I was also terrified. I didn’t know how or with whom, but I knew for certain that I wanted children someday. I wasn’t sure how to reconcile this with my aspirations for surgery. Everything I knew about the life of a surgeon told me it would be all-encompassing, one reason why relatively few women planning a family chose it. While women constituted more than 65 percent of the healthcare workforce at the time, about 80 percent of surgeons were men.

“If you do surgery, you won’t be able to have children until your forties at the soonest!” my friend Hadi warned when I got back to the city from Cooperstown. “And your ovaries will probably be shriveled and fried by then,” he teased.

“That’s fucking harsh!” I razzed him back. Hadi was going to be a cardiologist. He was one of the social chairs with me at med school. We planned most of the post-exam parties for our class.

“Why should I have to choose between the field I love the most and having a family?” I complained. It seemed wholly unfair. It was 2008 and still five years before the terms “lean in” and “girlboss” would enter the millennial professional vocabulary. But I had the aching sense that I wanted to “have it all.” I balked at the idea that my professional ambitions needed to be tempered by my desires for a loving relationship and children. I attended seminars for women in medicine where the messaging stressed the need for “balance.” At one of these events, a pediatrician said that one of the reasons she had chosen the specialty was that it gave her the ability to have a nice “lifestyle.”

“I have three kids and want to be able to pick them up from school every day,” she said. “Pediatrics allows me the flexibility to work part-time.” The other women panelists nodded their heads. A dermatologist echoed the need for balance. “I need to work out every day,” she said. Her toned calves, accentuated by red-bottomed stilettos on her feet, confirmed her dedication to fitness. “I like to have ‘me’ time, and dermatology lets me have a great balance between work and play.” There wasn’t a single woman surgeon on the panel.

Finally, the hospital’s busiest interventional gastroenterologist took the microphone. “When you’re in a procedural field, you often get called away in the middle of the night. You have to ask yourself some hard questions about what that means over the course of a lifetime when deciding on a specialty,” she advised. “If you think you want to become a surgeon, you have to ask yourself, ‘Is there any other field that would make me as happy?’ If the answer is yes, don’t choose surgery. The personal sacrifices are enormous.”

I walked away from the evening crestfallen. The women on the panel had only confirmed the old medical school lore of what was referred to as the “ROAD to success”: radiology, ophthalmology, anesthesiology, or dermatology—the “lifestyle-friendly” fields with good pay and limited hours. What I thought would be a night of empowerment seemed to be a humbling warning instead.

At home I thought more deeply about the meaning of “balance.” I had never lived my life in balance. It wasn’t in my personality. Whatever I was doing, whether it was cramming for a medical school exam, assisting in surgery, or sweating it out on a dance floor in the East Village, I was doing it to the max, with my whole being. I was also stupidly competitive.

Sometimes my habit of taking on too much, of being too intense, would catch up with me. Every six or seven weeks I would crash and sleep until noon and then be a sloth for twenty-four hours, usually after a big exam. Then I would pick myself up and throw myself into the next challenge. When I planned trips, I would bop between cities like I was collecting trophies. Maybe I was a walking cliché of FOMO or had a touch of hypomania, but I generally seemed to have more energy than my peers. Surgery also seemed, well, badass. That was part of the allure too.

How hard could the residency really be?

I was aware that the very hubris of that thought wasn’t the worst quality for a surgeon. You had to have a streak of it to brandish a knife for a living. I often think about the fact that, outside of the context of the operating room and medical field, what we do to other human bodies would be considered assault. Maybe it’s more than hubris. Maybe every surgeon is somehow a little sick in the head.

So, after thinking it through, I recognized I was just arrogant, naïve, and hungry enough to want it. Dr. Griggs. Surgeon. Maybe I’d even invent a maneuver someday. The Griggs maneuver. It sounded good. Later in residency I would learn that maneuvers were often jokingly named for you when you made a massive and humiliating fuckup in the operating room. My good friend got his procedural moniker when one of his suturing instruments got stuck in someone’s pancreas. Now that surgeon always begins his cases with a “Goldstein” stitch to form a protective barrier against errant objects. Surgeons make weird jokes. But even the crude humor and brusque demeanor of the surgical residents enticed me. I wanted into the club. Children or not, I had to go for it. Plus, marriage and children were nowhere on the horizon for me yet. I’d had a string of serious boyfriends in medical school but none of them felt like a soul mate. The guy I was dating at the time certainly wasn’t up for being married to a surgeon. He was a workaholic himself; we were compatible because neither of us was needy. We let the other work nonstop and told ourselves the hustle would be worth it someday. I wasn’t going to make a career choice based on a life I didn’t have. Against conventional wisdom, I decided to apply to surgical residency.
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