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    Patient Still 10/10 Pain Even After a “Being-Set-On-Fire” Analogy 
 
      
 
    NEWARK, NJ- Patient, Deborah Skemp, woke up today at 6:30 a.m. during rounds by her physician, Dr. Watters. He asked her the usual morning questions that one would ask for a typical abdominal pain admission. “How was your pain last night?”  
 
    Ms. Skemp replied, “Oh, just terrible!” 
 
    Since “terrible” isn’t a coding measure, Dr. Watters asked, “If you had to rate your pain on a pain scale from 1 to 10 with 1 being no pain and 10 being the worst pain of your life, what would you rate it?”  
 
    This is where Dr. Watters made a horrendous mistake. 
 
    “I’d rate it a 10,” the patient who was asleep seven minutes ago responded. 
 
    Dr. Watters rephrased the description of the pain scale. “So, a 10 would be similar to the time you gave birth. A 4 or 5 is about where most people start feeling uncomfortable, and ask for pain medicine.” He then asked the patient, who was confused about the pain scale being in base 2 instead of base 10, about the pain medication she had received. 
 
    “They haven’t really helped. I’m still a 10,” the patient, who wasn’t in active labor, responded. “I have a really high pain tolerance, but I need more medication.” Ms. Skemp, allergic to many pain medications except for Dilaudid, was still on IV narcotics for pain. 
 
    “To put it differently, a 10 would be if someone was literally on fire. They couldn’t physically be in any more pain, the maximum amount of pain possible. Every inch of their body– in flames…with several knives jabbed in their side,” Dr. Watters said, waving his hands around his body signifying where the flames would be if he himself were on fire. 
 
    “Yes, like I said I’m in 10 out of 10 in pain. I usually have a high pain tolerance, but nothing except for Dilaudid works for me,” the patient, whose heart rate was a normal 56 bpm, respiratory rate 12, and BP 123/78, pleaded with her doctor. 
 
    Dr. Watters told the patient, who had not yet spontaneously combusted, that her scans were negative except for the severe constipation finding, likely from the opioid pain medications. 
 
    “Doc, I can’t go home. I’m allergic to that hydro-codeine. Also can you pass me my food tray, I’m starving. I hope the eggs aren’t too runny.” 
 
    Doctor Watters was later seen logging onto monster.com, with his username “Killmenow.” 
 
      
 
    Courtesy of Gomerblog.com, The Medical Onion 
 
    

  

 
   
      
 
    Standardized Patients 
 
    Laura, General Surgery Resident 
 
      
 
    When I was 16, I got a job as a “standardized patient." My neighbor worked for a medical school, and they needed standardized patients for their medical students to practice talking to. Because apparently you can make it through four years of undergraduate, a rigorous medical school application process, and, you know, normal life experiences, but still require formalized practice in speaking with other actual humans.  
 
    So I showed up for training, and was assigned my patient role. I was hoping for a TV-medical-show mystery type patient… some vague symptoms combined with a fascinating and intriguing back story. I expected this to be my dramatic acting debut, complete with genuine tears of pain and suffering when recounting my medical symptoms. 
 
    Instead, I was told that I was a slut. Apparently, their medical students were not comfortable talking to young teenage girls about their sexual escapades. So I was there to be a big-ole slut.  
 
    My character profile was a real gem. I worked at Taco Bell after school, and I started sleeping with my manager. He was 23 and had a motorcycle. We had unprotected sex because he didn’t like condoms. So I was looking for birth control pills. I was supposed to act embarrassed and shy, and evasive and reluctant in answering questions. The young doctors-to-be were supposed to recognize that I was at risk for STDs and domestic violence and set me on a better path.  
 
    It was awkward. It was beyond awkward. Awkward was a dead fly on our rear view mirror. I would’ve killed for it to just be “awkward.” I had to pretend I was there for a headache, because I was too embarrassed to come out and say I needed to talk about sex. So the medical student would start on a rigorous course of questioning about my headaches to which I infuriatingly answered “I don’t know” to every question. This charade continued until finally, exacerbated after wasting 12 of their 15 minutes on my obvious non-headache, they would ask, “So what are you really here for?!” 
 
    I got more frustrated than they did with the “headache” prologue. Sometimes I would try to make my own transition… They would ask, “Does anything seem to make the headache better?” and I’d say, “Yes, having unprotected, crazy, statutory-rape sex.” The doctor-teacher sitting on the other side of the one-way glass did not like that.  
 
    The other awkward part was the physical exam. In the real world, a teenager at risk for genital warts and cervical cancer would get at least a glance-over of her down-there-ness from a doctor about to prescribe birth control. But the medical school did not want their fumbling mini-doctors poking around my junk. Probably because paying a 16-year-old to let people repeatedly perform pelvic exams qualifies as a child sex crime. 
 
    But the medical students didn’t know whether they were supposed to examine me or not. In an attempt to make up for the awkwardness of the encounter up until that point, they would charge confidently ahead in stating that I needed a pelvic exam. I was supposed to tell them I was on my period, and about 80% of them got the point and backed down. Another 19% got the hint when I said I was really uncomfortable with having an exam, but promised to come back next week for an exam. Then there were the 1% of medical students who still persisted. They thought the “I’m on my period” bit was like the “I have headaches” ruse, and they were too smart to fall for that twice. They were going to examine me whether I liked it or not.  
 
    Here’s a tip for medical students: if a standardized patient encounter ends with a 16-year-old girl yelling to get your hands off of her, then you have failed. 
 
    All that being said, being a standardized patient was the best job you can possibly give a teenage girl. I literally got paid $30 per hour to be lectured about having safe sex. At 16 years old, I knew more than any other virgin ever about syphilis, HPV, and how teenage pregnancy would ruin my life. 
 
    Once I was in medical school, it was my turn to awkwardly harass pretend-patients. One night, we had a special, after hours, standardized patient session. Instead of the usual daytime, on campus session, this one was on a Thursday night at a “special venue.” They even fed us dinner beforehand. Like a naïve school girl, I missed all the hints… late night, dinner prelude… things were about to get inappropriately intimate.  
 
    It started with pelvic exams. The women who volunteered to be standardized patients for fumbling medical student to learn pelvic exams on them are… um, well… interesting. One of the patients was a midwife, who was so used to seeing lady bits that she believed her own were no more personal than her bony elbows. Another was the owner of the local sex shop. She taught weekly classes like “Oral Sex 101” and “G-Spot Roadmap.” She had an overly aggressive style of grabbing our hands and repositioning them while saying something vaguely sexual like, “Now twist like this, move in, push up and yes, that’s my cervix, right there!”  
 
    Male medical students were the worst. We had a very simple script we were supposed to follow while we did the exam: “Okay, we’re going to get started now. This is my hand on your leg. You’re going to feel a little pressure now. Alright great, everything feels normal and healthy. We are all done.” But somehow the awkward males would manage to turn every phrase into a pseudo-sexual come-on. “I’m going in now. Oh, that feels good. I’m about to finish.” My vagina clamped down like a steel trap just listening to them fumble through it.  
 
    I can’t say that the female medical students fared much better when the tables were turned and we had male patients to examine. It was fairly obvious which ladies had never seen an uncircumcised member before, as they fuddled with the extra cloaking. Do we pull it back? Do we peek inside? Is there a zipper somewhere? And how long can one spend feeling the testicles for lumps and bumps before it seems like foreplay?  
 
    The last event of the night was prostate exams, also known as “finger up the butt.” For some reason, this was where our teachers drew the line about what it was appropriate to have the standardized patients do. So instead of feeling real prostates, they lined up a series of plastic models to practice on. Inside each butt-hole model was some different variant of a prostate, so we could learn what normal felt like, and how to recognize a cancer. The act of guessing what something is based on how it feels while jammed inside someone’s butt has never been, and will never be, anything but hilarious. It’s fun for all ages! 
 
    I recently went to dinner with the attending surgeons of the colorectal surgery division. We hadn’t even received our appetizers before the conversation turned into a sparring match of who had found the craziest thing in a patient’s butt. This scenario is international, and it transcends cultures. I truly believe I could travel to rural Ethiopia, meet with a surgeon, and start showing off x-rays of things-stuck-in-colons and we would bond instantly. However, stories about things stuck in butts are like stories of the fish that got away – greatly exaggerated in every direction, and conveniently never witnessed by a second party. 
 
    

  

 
   
      
 
    22 Short Films About the ER 
 
    Freida McFadden 
 
      
 
    8 p.m.:  
 
    I arrive at the hospital, bright-eyed and bushy-tailed. 
 
      
 
    8:05 p.m.:  
 
    I realize I forgot my stethoscope at home. Goddamn it! 
 
      
 
    8:12 p.m.:  
 
    I arrive at the hospital again, somewhat less bright-eyed, but equally bushy-tailed. 
 
      
 
    8:20 p.m.:  
 
    I pick up my first patient, a woman going through alcohol withdrawal. 
 
    Woman: “I’m going to have a seizure.” 
 
    Me: (checks her pulse, which is normal at 65) “No, you’re not.” 
 
    Woman: “I really am.” 
 
    Me: “I don’t think so.” 
 
    Woman: “I definitely am.” 
 
    Me: “Okay, fine, here’s 1 mg of Ativan.” 
 
    Woman: (falls asleep) 
 
      
 
    9:00 p.m.:  
 
    I see a guy who cut his leg open with a bandsaw. This is at least my third bandsaw injury this week. Why are people so careless with bandsaws?  
 
    After cleaning it off, the wound is judged to be “too deep” for me to be allowed to suture it by myself. But at least I can be trusted to cause the patient lots of pain by injecting inside the wound with lidocaine. 
 
      
 
    10:00 p.m.:  
 
    I see a patient who is here for “rectal abscess,” although she’s placed in a bed in the hallway so I don’t know how I’m supposed to look at it. It doesn’t really matter though, because when I speak with this lady, she’s clearly floridly psychotic and/or high. She keeps telling me she needs a penicillin shot for pneumonia. I talk to her for 20 minutes, and that’s about all I could understand. 
 
    I go back to my attending: “This woman is crazy. I can’t understand a word she’s saying.” 
 
    Fortunately, after making her wait another hour, she leaves. 
 
      
 
    10:30 p.m.:  
 
    I’m discussing my shifts with the PA on duty. When I tell him that I have to do five 11-hour overnight shifts in a row, he says, “Wow, that really sucks!” 
 
    And I think to myself, “Hey, yeah… that DOES really suck.” 
 
    I spend the next half-hour wallowing in self-pity. 
 
      
 
    10:50 p.m.:  
 
    I “get to” sew up the palm of this 15-year-old kid who got his hand stabbed in a knife fight. The kid is a complete wuss, considering he had just been in a knife fight. And his girlfriend keeps leaning into my sterile field to see how I’m messing up. And his girlfriend looks about eight.  
 
    “Aw, is that your little sister?”  
 
    “Naw, that’s my woman.”  
 
    “Oh.” 
 
    I don’t do the best suturing job of the century, but I sort of get it to stay together. At least it doesn’t look like it’s going to burst open the second he walks out the door. If it stays together until he gets home, I’m golden. 
 
    “So what was worse: getting stabbed or when I sewed it up?” I asked. 
 
    “Getting sewed up,” the patient replied without hesitation. 
 
      
 
    11:30 p.m.:  
 
    I slam my right ring finger in the bathroom door. For about two minutes, all I can do is hold my finger and mouth the word “Ow” over and over. Will I get back into the trenches despite my injury? Do I have a choice? 
 
      
 
    11:40 p.m.:  
 
    Woman comes in smelling so strongly of alcohol, I feel like I’m getting drunk just talking to her. If only. 
 
      
 
    Midnight:  
 
    Guy who can’t pee has Foley catheter placed. Tries to take shower and Foley falls out. Patient comes to ER. I write order that says: “Put in Foley catheter.” 
 
     Learning value: 0. 
 
      
 
    12:45 a.m.:  
 
    Baby with fever. There is nothing I hate more or suck at worse than looking in little-screaming-baby ears. They are so tiny and red and moving. 
 
      
 
    1:30 a.m.:  
 
    Little boy with cerebral palsy having serial casting had cast placed today and it’s too tight and needs to be removed. The attending saws it off, saying every five minutes: “I hate doing this” or, “I almost never saw off casts” or my personal favorite, “I don’t know what I’m doing.” 
 
      
 
    2:15 a.m.:  
 
    Guy from prison with vomiting and diarrhea after eating some burritos. Apparently there were two other prisoners in the back of the ER who ate the same burritos. It’s a prison diarrhea outbreak! 
 
    Prisoner: “Can I have some orange juice?” 
 
    Me: “You want orange juice? But I thought you’re nauseated and you can’t stop vomiting?” 
 
    Prisoner: “Yeah, but isn’t orange juice, like, medicinal?” 
 
    Note to self: if I am ever in prison, avoid participating in Mexican night. 
 
      
 
    2:45 a.m.:  
 
    I discover that the box of free candy I’ve been taking candy from the last few days actually has a sign that says “$1 each”. 
 
      
 
    3:00 a.m.:  
 
    I do not like testicular pain. I do not like it in a box. I do not like it with a fox. And I especially don’t like it with lots of psych comorbidities and no health insurance. 
 
      
 
    3:45 a.m.:  
 
    Girl who accidentally poisoned herself when she locked herself in her windowless bathroom and tried to clean it with a new mold remover product. 
 
    You know how you can tell if your mold remover is really effective at killing things? If you inhale it and die. 
 
      
 
    4:30 a.m.:  
 
    I take a half hour break, where I hide in the family conference room, drink a glass of water and eat three marshmallow cookies. Ah, heaven. 
 
      
 
    5:00 a.m.:  
 
    At this point, I realize that although I feel really dizzy and tired, if I pass out and fall to the floor, they’ll have to scan my head and I’ll never get out of this godforsaken emergency room. 
 
      
 
    5:15 a.m.:  
 
    Another kid with fever. By the way, if you want to make a little kid really scream, pull out a tongue depressor. I don’t know why, but those things freak them out. 
 
      
 
    5:45 a.m.:  
 
    I get out the ultrasound machine and attempt to visualize an alleged ovarian cyst. I’ve gotten to the point where I can turn the ultrasound machine on REALLY well, but that’s about it.  
 
    Patient: (looking at screen) “Oooh, is that my ovary?” 
 
    Me: “Uh… yes.” 
 
    Patient: “Does it look like there are cysts there?” 
 
    Me: “Uh… you know what? I don’t really know how to use this machine.” 
 
    A rare honest moment. 
 
    Five minutes later, my attending comes in to do the ultrasound. In the process, she ruptures the cyst, resulting in 10 out of 10 pain. 
 
      
 
    6:25 a.m.:  
 
    Sixteen-day-old baby boy who has little boobies. 
 
    Me: “I wouldn’t worry about it. It’s very common for newborn babies to get a little bit of breast enlargement due to the mother’s hormones during pregnancy.” 
 
    Father: “Are you a pediatrician?” 
 
    Me: “Uh… no…” 
 
    Father: “Well, we want to get a real professional opinion." 
 
    I bring in attending. 
 
    Attending: “I wouldn’t worry about it. It’s very common for newborn babies to get a little bit of breast enlargement due to the mother’s hormones during pregnancy.” 
 
    Father: “Oh, thank you, Doctor.” 
 
      
 
    6:40 a.m.:  
 
    Man who woke up with arm numb, but it’s better now. Differential: transient ischemic attack vs. arm fell asleep. 
 
      
 
    7:15 a.m.:  
 
    “Well, the sun is up. I guess you can go home.” 
 
    

  

 
   
    Mystery Solved 
 
    Dr. Grumpy 
 
      
 
    Last night I was at a dinner meeting for a research company. These things are always held at some swanky overpriced steakhouse. 
 
    Dr. Duffel is a local neurologist who drags around the biggest damn purse in the world. It’s HUGE, and goes everywhere with her. For years many of us have wondered what’s in it: a complete set of every neurology journal ever written? Jimmy Hoffa? The Bermuda Triangle? 
 
    So, last night she came in late to the dinner, and sat down next to me. She put el monstro humungo purse on the floor next to me, so I had to move over a bit. 
 
    The meeting dragged on. One slide after another. The occasional cell phone ringing. The speaker droning. Food courses. 
 
    At some point I wandered out to stretch and empty myself of biologically-filtered Diet Coke. When I came back and sat down I stepped in a puddle on the floor. I figured someone must have spilled water or something while I was out of the room, and refocused my attention on the speaker. 
 
    A minute later a waitress came by to refill my Diet Coke, and stumbled over the giant purse. 
 
    And the purse started barking. 
 
    The waitress screamed and leaped back, dropping the pitcher on the purse, which only got it snarling at her. 
 
    Dr. Duffel jumped up, grabbed her cell phone (which hadn’t rung), mumbled, “I have to answer this outside,” and dragged her growling purse out of the room. I’m pretty sure it wasn’t her ringtone. 
 
    She never came back. 
 
    I rinsed off my shoes when I got home.  
 
    

  

 
   
      
 
      
 
    Surgical Residency: Only the Strong Survive 
 
    Dr. Orthochick 
 
      
 
    Surgical residency tends to be a competition. Who can operate the longest, who can get by on the least amount of sleep, whose attending was the worst, and whose life sucks the most? You collect your tales of woe and then you share them frequently. I’m pretty sure everyone in my residency heard the story of The Time I Ruptured My Tonsillar Abscess On Call at least once, because it one-upped Eddie’s story of The Time He Threw Up in the Middle of Surgery and Continued Operating. I slept in my car for 20 minutes in the middle of the night and worked a full day the next day. Dave did a 16-hour spine surgery and then followed that with an 8-hour one. You share your stories, and you eventually start defining your self-worth in terms of how much you had to suffer to earn it. There are a few people who somehow manage to stay out of this stupid competition, but I was not one of them. I was too busy telling everyone about how I did 16 consults in a night. 
 
    This is not one of those stories. Which is good because unless they’re yours, they tend to not be too interesting, and if you’re anything like me, it’s hard to make sympathetic noises for too long when you’re really just waiting for someone to stop talking so you can one-up him. 
 
    In between collecting my episodes of hell and regaling everyone with how Dr. Jerk said, “I think you’re smarter than standardized testing indicates,” a decent number of attendings performed random acts of kindness. Dr. Foot once dictated my clinic notes for me because, and I quote, “[he] thought [I] looked busy.” Dr. Spine consulted interventional radiology on a patient for me so I wouldn’t have to stay late and take care of the situation. Dr. Hand bought me dinner when we were waiting for a case to go to the operating room late at night. And these are the things that no one ever talks about, because you lose your credibility if you’re not suffering. I mean, Dr. Cox was never nice to JD on “Scrubs” and that show went on for 10 or so seasons. No one wants to see the less painful side of residency. 
 
    So this is a story about the other part of surgical residency—the part no one ever hears about. This is the story of the nicest consultation I ever did and the attending who made it possible. 
 
    In the winter of my chief year of orthopedic surgery residency, when I had been operating straight through from 7:30 a.m. until 10:00 p.m. with random breaks in the middle for graham crackers and consultations, I was consulted by the trauma team at 10:30 p.m. for a pediatric trauma. He was a 10-year-old boy who had been in a car accident with his entire family and, for reasons that elude me, all his family members were brought to different hospitals in the area. So he was at our hospital and his sister was in a different state. I have no idea where his father was and his mother was in a third hospital. He was awake and talking, but he had a concussion as well as a deep laceration to his knee, a broken arm, and glass in his fingers. I headed over to the pediatric ICU and met up with the trauma doc who introduced me to the pediatric ICU doctor, Dr. Picu, and headed out. 
 
    If it were me, I probably would have just brought the boy to the operating room that night, washed out his knee, set his arm, and fished the glass out of his hand, but the attending on call that night was notorious for never bringing anyone to the OR. According to a different attending, this was an advantage in our residency because it meant we saw terrible consequences of nonoperatively-treated fractures, the likes of which are generally seen only in third world countries. For some reason, we never advertised that when we were doing residency interviews. So I called him, explained the situation, and he told me to deal with it myself and hung up on me. Okay, fine. 
 
    I must say, given the circumstances, the kid was handling all this pretty well. Had he not been receiving it through an IV, I might have taken some of his meds.  
 
    So now I had a concussed 10 year old who needed about half-an-hour of work done under sedation, which not only was I not allowed to do on my own, but I also couldn’t get consent for because I had no idea where his parents were or even if they were medically okay to give consent over the phone. It was also around 11 at night. My feet hurt, I was hungry, thirsty, cranky, and really ready to be done with the residency thing already. 
 
    Me: “Uh, Dr. Picu, I’m not sure how you feel about this, but I’m probably going to need sedation for this little guy.” 
 
    Dr. Picu: “That’s fine. Whatever you think is appropriate. When do you need it?” 
 
    Me: “As soon as you can would be great.” 
 
    Dr. Picu: “I can do it now. And don’t worry about consent. I’ll document that it’s medically necessary, and we’ll use implied consent.” 
 
    Me: “Wow, thanks!” 
 
    Dr. Picu: “How much time do you need?” 
 
    Me: “Well… I don’t know if this is going to be a problem, but I’m going to need about half an hour.” 
 
    Dr. Picu: “Okay. Don’t rush. Take as much time as you need.” 
 
    This probably doesn’t sound like a big deal if you’re not a resident, but the thing is, the guy stopped everything he was doing to help me. And you don’t get that as a resident. You also don’t give it as a resident. One time I was so obnoxious over the phone to the emergency med resident that my attending made me call him back and apologize. Usually if you ask for sedation, the attending will tell you he’s really busy and you’re going to have to wait at least an hour. An hour is lucky. I had to wait in the ER for four hours once to do a reduction under sedation, which, when the actual reduction takes 30 seconds, is a little much. But it’s not like you can do much about it since the hospital rule is that you can’t do your own sedation if you’re doing a reduction, so I don’t even know how to do sedation. I’d rather not dose propofol on my own; it didn’t work out so well for Michael Jackson and his doctor allegedly knew what he was doing. 
 
    Dr. Picu: “One thing though. You mentioned you had been operating all day.” 
 
    Me: “Yeah. I just got out of the OR.” 
 
    Dr. Picu: “So you must be hungry. We have a special refrigerator up here, why don’t I get you some ice cream?” 
 
    I almost cried. 
 
    So I ate my Dixie cup of ice cream and then Dr. Picu performed sedation while I started working. In the middle of the sedation something happened with the kid’s breathing and Dr. Picu stood behind him the whole time and held his head in the jaw-thrust maneuver. I asked him if he needed me to stop and he said, “No, this reminds me of my surgical rotations! It’s like I’m retracting!” 
 
    I finished up around midnight, Dr. Picu thanked me for doing such a nice job, I wound up hugging him, and somehow in the remaining four months of residency, I never saw him again. But this was a story that I told to everyone. Repeatedly. Because sometimes all you need in the middle of the night is for someone to help you out without giving you attitude, and by that point in residency, I had forgotten that. And little acts of kindness can make all the difference to a burned out surgical resident after the light at the end of the tunnel has long since gone out. Everyone you meet is fighting a difficult battle, it meant so much to me that someone helped me out so I didn’t feel like I was fighting alone.  
 
    So if you’re reading this, Dr. Picu, thanks for helping me out that night, and thanks for reminding me that a little kindness goes a long way.  
 
      
 
      
 
      
 
      
 
    

  

 
   
    Gut Decisions 
 
    Shara Yurkiewicz 
 
      
 
    On the second day of my last year of medical school, I had to make a decision. 
 
    “Mr. K would like Miralax,” read the nurse’s page.  
 
    A medical sub-internship, which a student completes in her fourth year, is designed to be an internship with training wheels. The main difference between third and fourth year is that the third year reports to an intern (who makes a decision) while the fourth year replaces the intern. Last year I filled in the gaps of a pre-built plan, while this year I build the plan from scratch. My supervising resident then looks over my orders and reins in the ridiculous ones. But the scary thing is how few of my plans are actually ridiculous, and how many of them remain unchanged. 
 
    How best to evaluate his request for a relatively benign over-the-counter medication? My mind raced with possible consequences. What if he had such a voluminous bowel movement that he developed an electrolyte imbalance and tipped into a cardiac arrhythmia? What if he lost so much fluid that he became dehydrated and damaged his previously healthy 70-year-old kidneys? The possibilities got more creative as I walked into his room. 
 
    Mr. K was Spanish-speaking only, and I was Spanish-speaking sort-of. What I didn’t learn in high school was an incredibly useful word that I learned that day: caca. It’s exactly what it sounds like. 
 
    “Mr. K,” I inquired in broken Spanish, “can you tell me more about your caca?” He looked confused. I tried again, using more focused questions. After obtaining a fairly detailed history about his bowel movements and his recent inability to have them, I began my physical exam. I pushed on his abdomen, unclear about what I was looking for and what to do if I found it. His belly was soft and non-tender, exactly the way it had been for his entire hospital stay. 
 
    “Can I have Miralax?” he asked again. 
 
    “I think so,” I told him. 
 
    I understand that patients lose a lot of autonomy when they stay in a hospital. The larger freedoms are obvious: setting any sort of schedule, getting out of bed without setting off an alarm, or existing without an IV jutting into the forearm. But some losses are more subtle, so much so that until I controlled them I hadn’t realized their extent. 
 
    Taking Miralax. It was probably something he did at home without a second thought. But here I was, thinking about his bowel regimen from all imaginable angles. Within hospital walls, basic bodily functions become the medical team’s responsibility. Thirst? If we don’t think you’re drinking enough, we’ll run saline into your veins. Hunger? If you’re going for a procedure, you’re going to have to wait. Pain? Up to us if your current dose of ibuprofen will be titrated up to something stronger. Urination? If you don’t pee out the equivalent of a Coke bottle per day, we’ll prescribe more Lasix until you do. Sleep? In between checking your blood pressure and temperature every four hours. Those sorts of decisions–the unglamorous ones, and the ones that don’t make headlines–are often the ones that the patients feel most. They are also the ones over which the lowest person on the medical totem pole (i.e., me) has almost complete control. 
 
    Back in the workroom, I reviewed Mr. K’s labs, his medications, and even his allergies. Half an hour after his original request, I wrote for a single dose of Miralax. 
 
    There are dozens of small decisions to make on a daily basis. What is the difference between running 100 cc’s or 125 cc’s per hour into a person’s veins? (The immobile patient needs his bedpan changed an extra time.) Between changing a person’s diet from no food to clear liquids immediately or waiting an hour to do so while we finish rounding? (The cafeteria stopped taking lunch orders 20 minutes ago.) Between feeling comfortable with checking labs once per day to monitor high potassium levels or wanting an extra data point? (The patient is a hard stick and asks for Ativan during lab draws.) Between remembering or forgetting to add a patient’s home topical cream for his itchy feet? (He scratches until microtears form between his toes, giving bacteria a direct route into his bloodstream.) 
 
    These are all things a resident skims over but trusts that the sub-intern understands and manages. As I build the plan’s foundation, I have to account for all the stones. The resident helps move pillars, but the small stones are under my guardianship. My limited clinical experience and unlimited imagination have the house crumbling with the misplacement of one. This is why I spent much of my day anxiously awaiting Mr. K’s bowel movement to relieve him and not kill him.  
 
    Several hours later, Mr. K’s wife came up to me in the hallway. She was excited, and her Spanish was far too rapid for me to understand its nuance. Luckily, there was nothing nuanced about her gesticulations, which conveyed to me just how large Mr. K’s bowel movement had been. His numbers the next morning were fine, and he left that day. 
 
    I’ve read that surgeons take such pride in their work that (ethics aside) sometimes they feel ownership over the part of a patient’s body they have altered. “That’s my Whipple.” “That’s my spinal fusion.” 
 
    As a fourth year, my “work” is somewhat more disposable. I look forward to when I move pillars. For now, I have an inflated sense of elation over the small stones. Mr. K’s caca? Mine. 
 
      
 
    This story was originally published by Scientific American. 
 
    

  

 
   
      
 
    Life, Death, and Herpes: Stories From an ER Scribe 
 
    Ethan Estoos 
 
      
 
    As a medical student currently in my preclinical years, I spend my days and nights hunched over a laptop, gazing at endless streams of PowerPoint slides and lecture handouts, trying my best to separate the wheat (e.g. clinically relevant, useful, or just interesting stuff) from the chaff (e.g. information that only a Ph.D. could love). Once I’ve done that, my next task is to commit as much of the wheat to memory as I can. Then, I rinse and repeat – rising each day to once again face the endless mass of information, always trying to beat it back and keep it from crushing me. 
 
    My schedule wasn’t always so predictable and boring, though. As a pre-med student, I spent a few years working as a scribe in the emergency department. Essentially, that meant that I followed a doctor around with a computer-on-wheels (affectionately referred to as “COWs”) and completed their charting for them in real-time as they saw patients. Since I was working in the ER, which is open all the time and on every day of the year, that meant my shifts could land during almost any time of the day, and on almost any day of the week. Constantly shifting back and forth between nights and days made for a fun (lack of) lifestyle, let me tell you. But, the ER made up for it with a number of memorable – and often humorous – encounters. 
 
      
 
      
 
    You Know How This Works… Right? 
 
      
 
    One evening, a 19-year-old female presented to the ER complaining of vaginal pain over the past couple of days. It apparently initially started suddenly during intercourse with her partner of two months; she finally came into the ER because the pain seemed to be worsening and was increasingly painful during urination. 
 
    After finding out a bit about what was going on, why she was here, and her past medical history, the doctor began asking a couple of relevant questions to flesh out the history a bit more. 
 
    “So are you on birth control?” 
 
    The patient looked back at the doctor, apparently confused as to why this was important.  
 
    “Nope.” 
 
    “Do you use condoms?” 
 
    “No.” 
 
    “Do you use any protection during intercourse?” 
 
    “No.” 
 
    “Are you trying to get pregnant?” 
 
    “No.” 
 
    Now the doctor looked at the patient, confused as to what internal wires were misfiring in her mind. 
 
    “Are you prepared to bring a child into the world at this point in your life?” 
 
    Without any hesitation or indication that she had drawn a connection between the prior questions and this one, the patient answered, “No.” 
 
    At this point, the patient and doctor stared blankly at each other – both confused now about where this conversation had taken them and why they were still here. 
 
    Eventually, they disengaged themselves from their mutual blank stare and the doctor proceeded with a physical exam. 
 
    Before he began, though, when the chaperoning female tech showed the patient the (vaguely phallic, but quite small) speculum for the vaginal exam, the patient appeared nervous. “I don’t think that’ll fit inside me,” she said. 
 
    Unfortunate implications about her boyfriend aside, the exam was normal, except for some mild suprapubic tenderness. It revealed a minimal amount of mucopurulent discharge with what appeared to be a nickel-sized mucosal ulceration on the left side of the vaginal wall about proximal to the vaginal opening that was concerning for a potential herpetic lesion or other STD, or a possible healing tear. Thankfully for all parties concerned, her pregnancy test was negative, and no bacterial or yeast infections apparent on laboratory studies. The herpes study was pending when I left. Either she now has a new life-long friend, or this was a freak coital accident. 
 
    But then, aren’t we all? 
 
      
 
    The ER is a never-ending source of encounters with humanity that are good for a light chuckle. Sometimes, though, the humor in a situation provides a stark contrast for a deeper message. 
 
      
 
      
 
    Don’t Tase Me, Bro! 
 
      
 
    During another night shift, one patient almost got tased. He came in complaining of back pain after getting into a fight. Apparently his girlfriend got into a tussle with some rather butch lesbians. He, of course, sallied forth and got his butt handed to him. His girlfriend said something about him being thrown six feet. After spending a few minutes around the guy (who was rather belligerent), the rest of us wanted to throw him too. 
 
    “I’ve been waiting twenty minutes!” he said from his room. Nobody really responded at this point. So he escalated. He began shouting, cursing, and generally making it known that he was being treated unfairly and wanted to go somewhere else (but of course, wanted to stay and yell profanities more than actually get up make good on his threats to leave). A nearby security guard came over to tell him to calm down. The patient, yelling all the while, walked quickly toward the guard. Big mistake. The guard stiff-armed him to keep him in his room and put his hand on his Taser. 
 
    “Get back in your room or you will be tased!” shouted the now pissed off guard. Repeatedly. And to no avail. He called for stat backup to Bay 4, all the while keeping the patient in his room. The patient, of course, would have none of it. 
 
    “He pushed me! Did you see that?” he said to no one in particular. “He pushed me!” 
 
    Buddy, you were getting off easy. The rest of us wanted him to tase you. 
 
    Patients understandably get frustrated after spending hours waiting in the ER, but what they sometimes fail to understand is that not receiving immediate attention tends to actually bode well for their prognosis. 
 
    While all of this was going on, EMS wheeled in a cardiac arrest victim into a nearby trauma room. This patient had been found unconscious after an unknown period of time with a hypodermic needle nearby. The paramedics had intubated him, gave him naloxone, and CPR was in progress, but he was in asystole—a non-shockable rhythm. Once in the room, the doctor I was scribing for drilled a hole into the patient’s left shin to insert an intraosseous line and administered epinephrine and fluids. It didn’t work. CPR was stopped, and after the artifacts on the cardiac monitor passed, we all could see that this was going nowhere fast. CPR was restarted, epinephrine was administered again. No change. Code was called at 02:42. 
 
    This type of contrast between life and death isn’t uncommon in the ER. In one room, one patient had experienced his last high. In another room, the patient was going to live to be a jerk another day. 
 
    

  

 
   
      
 
    The Lost Month 
 
    Dr. Grumpy 
 
      
 
    At the end of the second year of medical school is the USMLE-1 (United States Medical Licensing Boards, Part 1—the name is misleading: several countries use it). This covers every subject from the first two years of medical school: Anatomy, Biochemistry, Pathology, Pharmacology, Microbiology, Neuroanatomy, Physiology, Histology, and a few others. Two years of learning, all in one awful test. When I took it the test consisted of four sessions spread out over two days. Each session had 200 questions, and 3 hours to answer them. 
 
    At my school, if you failed the test, you had to take it again. If you failed it twice, your medical career was over, though you still owed your student loans back. 
 
    It was the summer of 1991. 
 
    I don’t remember the specific dates. But basically, there was roughly one month between the time med school ended for the summer and the dreaded test. You had 30 days to re-study everything that had taken you two years to learn to that point. And pretty much your chances of a career in medicine depended on how you did. 
 
    So it was stressful. And, to this day, I still feel for all of you who are out there studying for it now. Any classmate, resident, or attending who tells you they weren’t scared is lying. 
 
    Within hours of the semester ending, my class had gone into hiding. 
 
    I stopped shaving, to save time. My roommate disconnected our TV, moved it across the room, and piled furniture in front of it. 
 
    My days consisted of me getting up at 7:30 and showering. I’d either stay at my apartment desk or walk over to campus to find an empty classroom to study in. I’d put in my trusty earplugs and the world around me ceased to exist. 
 
    Around noon I’d go back to my apartment for a PBJ, then go study again. At five, I’d go back to my place for a sandwich, or ramen soup, or Rice-a-Roni. I’d sit out on my balcony and eat for 15 minutes of relaxation. Or I’d read a book with dinner; my roommate and I were both reading a single copy of “The Price of Admiralty” by John Keegan. It sat on our kitchen table for the month, and we’d have different eating times so we could share it. 
 
    I never spent more than 30 minutes on a break. After dinner I’d go back to my desk or campus. I’d study until around 3 a.m., then go home to sleep for a few hours. 
 
    I called my parents a few times. My daily outfit consisted of gym shorts (the short kind, from the 80’s), t-shirt, sneakers, and the growing beard. Days blended together. There were no differences between weekends and weekdays. People I encountered were oblivious to my existence. I saw my classmates a few times, and we exchanged glassy-eyed nods as we passed. 
 
    I shaved a night or two before the test. I studied until around 11:30 p.m. on the eve of the test, re-reviewing a few last points. 
 
    It was weird, like I was living alone on another planet for 30 days. I have no idea what happened in the news that month. I was out-of-touch with everything but my books. 
 
    If there’s one thing I came out of medical school with, it was this: The realization that there was absolutely, positively, no way you were EVER going to get everything read, studied, and reviewed that you needed to before the test. 
 
    And, somehow, when the test was over and the dust had settled, you’d done it. And you’d have no idea how. I still don’t. 
 
    

  

 
   
      
 
    Worst Call 
 
    Freida McFadden 
 
      
 
    I work in a field called physical medicine and rehabilitation, also known as PM&R. There are all sorts of jokes about the field and how residents training in it have a cushier time than your average resident. The most well-known joke is that PM&R stands for Plenty of Money and Relaxation. 
 
    It stands to reason that when your patient population consists of people who are just in the hospital to get physical therapy, the overnight calls should be relatively easy. I mean, what could happen? A crutch emergency? A patient’s wheelchair lost a wheel? For that reason, during residency, we took overnight and weekend call from home, meaning we got sleep in our own beds.  
 
    But let me quickly correct the misconception that rehabilitation call was easy. It wasn’t. If you think about the sort of patients who have strokes or severe head injuries or spinal cord injuries, these are all individuals who are at high risk for complications. And when you are a lone resident responsible for about 60 of them, that equals not getting a lot of sleep while on call. 
 
    That said, some calls were worse than others. 
 
    On weekends, the on-call resident had to round on every patient in the rehab hospital. These rounds were done side-by-side with a rehab attending. Some attendings would round extremely quickly, while others tended to be slower. Depending on the luck of the draw and how sick the population was, you could be done with weekend rounds anytime between noon and 3 p.m. 
 
    Unless you ended up with Dr. Blabber. Which I had the bad fortune of spending one weekend with during my first year of residency. 
 
    My adventure started at around 2:30 a.m. Saturday night (or morning) when I was called about a patient who had just been transferred over from Internal Medicine that day. He was one of those frighteningly complicated patients who had just had bypass surgery and was horribly unstable, now sitting in a rehab bed. His name was Mr. Nguyen and he spoke no English. He was having chest pain. I called a mini-Code, which is what they encourage rehabilitation doctors to do when the patient isn’t sick enough for a Code Blue, but the department doctors cannot handle the situation on our own. 
 
    I dragged myself out of my warm and cozy bed, and off to the hospital I went. I worked with the internal medicine service, and we did the whole EKG-and-enzymes thing and everything was normal.  
 
    At that point, I had given up on getting a good night’s sleep at home, so I decided to stay at the hospital. I went up to the call rooms, except since we were “only” taking home call, rehab had no dedicated call room. I thought maybe I could nab one of the empty call rooms from another service, but most of the rooms had threatening notes on them saying that they would cut anyone who they found sleeping in their call room. I really didn’t want to mess with a cranky surgery resident who actually might have a scalpel, so I figured I better not crash in those rooms. 
 
     I finally picked the med student call room, thinking that this was the one population in the hospital who had less power than me. 
 
    Sleeping was not an easy task, partially because I was well into my second trimester of pregnancy. At six months gestation, I had two positions I could sleep in: my right side and my left side. Except the day before, I got a flu shot in my left arm and that was hurting a lot, so it was hard to sleep on my left side. So I had exactly one comfortable sleeping position. But as you may know, if you’re a human being, it’s hard to stay in one position all night. And in the miracle event that I was actually able to drift off for a minute, my pager would wake me up. 
 
    I had asked Dr. Blabber when she wanted to meet on Saturday morning. She told me 7 a.m. She said she knew this was earlier than normal, but she thought that getting an early start would help us get out of the hospital earlier, which I enthusiastically agreed with. So I showed up to the trauma center at 7 a.m., holding a handful of crackers that made up my breakfast. The trauma center contained our sickest patients, the ones who needed close monitoring or were ventilator dependent, so rounds always had to start there. By 7:10 a.m., Dr. Blabber hadn’t arrived yet, so I told the nurse to start giving me report. 
 
    At 7:30 a.m., Dr. Blabber still hadn’t arrived. I finally paged her. She said that she was in her office and listening to signouts on her answering machine, and then she wanted to get a quick breakfast. I felt a little bit irritated that she had lied to me about when she was going to show up, but there wasn’t much I could do about that. 
 
    I finished getting report from the nurse and went to the cafeteria to meet Dr. Blabber and watch her eat breakfast. Unfortunately, she seemed to have no interest in having a quick breakfast and getting to work. She wanted to chitchat with me.  
 
    “Freida,” she said. “I just saw some of the internal medicine residents rounding. Isn’t it awful how hard they work and how badly they’re treated?” 
 
    I had to bite my tongue not to ask if she was being ironic. 
 
    I then watched in horror as she spread peanut butter on her pancakes and then covered them with syrup. What sort of psychopath eats pancakes like that? 
 
    Around 9 a.m., two hours after we were supposed to have started, we made our way down to the trauma center. I was bitter that I could have slept an extra two hours, but I tried not to think about it. I figured that at least since I had gotten signout, things would move faster.  
 
    But no. Dr. Blabber insisted on getting her own signout from the nurse. I couldn’t be trusted. 
 
    At 9:30 a.m. or so, we finally started seeing patients in the trauma center. I figured since there were only six patients and none of them were sick, it should go fairly quickly. I don’t know why I kept being so naive. The thing is, Dr. Blabber loved to talk to the patients for as long as possible.  
 
    Dr. Blabber: “How are you feeling today?” 
 
    Patient: “I’m fine.” 
 
    Dr. Blabber: “There’s nothing that’s bothering you that I could help you with?” 
 
    Patient: “No.” 
 
    Dr. Blabber: “Nothing at all?” 
 
    Patient: “Not really. Well, I am still having some nausea.” 
 
    [Twenty-minute discussion ensues involving remedies for nausea, including sea bands and ginger ale.] 
 
    Dr. Blabber: “Also, what color are your eyes?” 
 
    Patient: “What?” 
 
    Dr. Blabber: “What color are your eyes?” 
 
    Patient: “Uh… blue.” 
 
    Dr. Blabber: “Well, you know what? Your eyes are going to turn brown soon.” 
 
    Patient: “What?” 
 
    Dr. Blabber: “Your eyes are going to turn brown.” 
 
    Patient: “What?” 
 
    [Twenty-minute discussion ensues about how it’s been two days since the patient took a crap.] 
 
    By 10:30 a.m., we had managed to see two patients. We saw two patients in an hour. I understand that it’s important to give patients enough time to discuss their problems, except we still had the rest of the hospital to round on with about SIXTY patients. At that rate, we were set to finish rounding about… 4 a.m. the next day. 
 
    We also had an admission. Yes, we got acute rehab admissions on the weekend. This patient needs physical therapy STAT. Give me 20 cc of ankle foot orthoses! (And so forth.) 
 
    Actually, the admission turned out to be a blessing, because I left to do the admission and was freed from the agony of Dr. Blabber telling every patient how their eyes were turning brown. Also, since the new patient was aphasic (can’t talk), I figured even Dr. Blabber couldn’t spend more than 10-15 minutes talking to her later, although maybe she would manage to surprise me. 
 
    I took my time with the admission, thinking I’d let Dr. Blabber finish seeing some patients on her own. I had honestly expected her to move on to a different floor at least during the hour and a half it took me to finish the admission, but she only managed to finish seeing the patients in the trauma center. Three hours for six patients. Fifty-six patients left to go. 
 
    At noon, she came over to see my new patient. We stood outside of the door and Dr. Blabber said, “Tell me about the patient.” 
 
    “She’s 63 years old,” I began, “with a history of hypertension and diabetes. About a week ago, she started having difficulty speaking and—“ 
 
    “Just tell me what kind of stroke she had,” Dr. Blabber interrupted me. 
 
    I was baffled. She had spent three hours seeing six patients who had been in the hospital for months, and now she didn’t want to hear anything about a brand-new patient. When we went in to see the new patient together, her physical exam seem to consist of waving from the doorway. 
 
    Even though I was surprised and confused, I was also comforted by this. Maybe Dr. Blabber was finally ready to get serious about rounding. Maybe we’d finish at a reasonable time.  
 
    We started rounding on the next floor of patients (there are three floors total). Unfortunately, I had been totally wrong about picking up speed. We were going just as slow as ever. And every patient’s eyes were turning brown. 
 
    By 1:15 p.m., we had only seen a handful more patients. I finally said to Dr. Blabber: “If I don’t get lunch in the next few minutes, I’m going to faint.” 
 
    I was really hoping she might continue rounding while I went to get lunch, but she wanted to come with me and sit with me. I was so angry at her though; I refused to say a word through the whole meal. I got meatloaf, which I thought was covered in onions but it was actually covered in BACON. As a pregnant woman with a meat aversion, the thought of one meat coated by another meat made me want to vomit all over Dr. Blabber. Which I had sort of wanted to do anyway. 
 
    When I finished, I said to her, “Okay, are you ready to go back?” 
 
    “Not really,” she said with a long, drawn out sigh. Like she was so tired.  
 
    I hated her so much at that moment. You want to move faster? Then MOVE FASTER! It’s not like I had any control of the situation. 
 
    We went back to that same floor. It was almost 2. I felt like we were never going to finish. And I was getting calls from the next floor… they were confused because they didn’t know why we hadn’t come down there yet to round. Apparently, she was taking longer than any attending had ever taken to round before in the history of the hospital. 
 
    I had to break from rounds for a good half hour to deal with a guy on another floor whose suprapubic catheter was leaking, and when I came back, Dr. Blabber was still with the same patient as when I had left. And not only that, the patient was in a bed followed by the internal medicine service, so we weren’t even supposed to see him! 
 
    At about 3:45 p.m., we were halfway down the final hallway. One of the orderlies came up to Dr. Blabber and put his arm around her, “What do you look so sad about? You’re almost done.” 
 
    “We still have another floor to go to,” Dr. Blabber said. 
 
    “Really?” The orderly looked astonished. 
 
    “Stop talking about it or else I’m going to start crying,” I said. I wasn’t kidding. 
 
    I was beginning to feel like I couldn’t take another second of this endless rounding. It was horrible. Plus my feet were killing me from standing so long, and my legs were swelling up so much that my feet felt like they were going to burst out of my shoes. Finally, I said to Dr. Blabber: “I feel like my heart is pounding in my chest.” 
 
    “You do?” 
 
    I held out my wrist and she took my pulse. “It’s 126,” she said. “Go get some water and sit down.” 
 
    I really felt pretty awful. I hadn’t slept last night, I was six months pregnant, and I had been standing nonstop almost all day. 
 
    Dr. Blabber finished up on that floor, miracle above miracles, at around 4. She told me she was going downstairs to the final floor and I said I’d go with her. 
 
    We got to the first patient, who was possibly the sickest one on the floor. We all surrounded his bed and started asking him about his leaking catheter, although I tried to stay in the periphery. 
 
    “Wow, you look tired,” the patient said, looking at me. 
 
    “Hmm?” Dr. Blabber said. 
 
    “She looks really tired,” the patient said. 
 
    “Who do you mean?” the nurse asked him. 
 
    “He means me,” I said. 
 
    Around that time, I got a call that my new admission had a huge deep vein thrombosis (blood clot) in her leg. I was actually not that upset, because it gave me an excuse to call radiology to put in an IVC filter, which protects blood clots from traveling up to the lungs. I thought I’d get to escape from rounds for a little while, but I hadn’t counted on Dr. Blabber sitting down next to me and staring at me as I made all the calls. How many rehab doctors does it take to ask interventional radiology to put in a filter? Two, I guess.  
 
    I tubed upstairs the orders for the filter to be placed. I loved that our hospital had a pneumatic tubing system. Somehow it made me feel like I was living in the not-too-distant future. I recognize that the future probably would have involved computers being used to transmit orders rather than an elaborate tube system, but leave me to my fantasy. 
 
     Unfortunately, I forgot to write the phone number for the patient’s husband (who had to give consent) on the form… and even though I had told radiology that phone number, I thought it would be best to have it on the form. 
 
    I called the second floor: “Hi, did you get the form I just sent upstairs?” 
 
    Charge nurse: “Yes, we did.” 
 
    Me: “Can you write a phone number on the form for me?” 
 
    Charge nurse: “I can get the patient’s nurse if you want to give a verbal order.” 
 
    Me: “No, no, no, I just want you to write a phone number on the form. Not a verbal order.” 
 
    Charge nurse: “Huh?” 
 
    Me: “On the form, just write the phone number—“ 
 
    Charge nurse: “Hold on, I’m going to get the patient’s nurse so you can give a verbal order.” 
 
    [I wait for several minutes] 
 
    Nurse: “Hello?” 
 
    Me: “Hi, are you the nurse for Mrs. G?” 
 
    Nurse: “I don’t know. Let me check.” 
 
    [I wait several more minutes] 
 
    Nurse: “No, I’m not. Do you want me to find out who it is?” 
 
    Me: “Forget it, I’ll come upstairs.” 
 
    So much for saving time by tubing something. I was actually glad to escape from rounds for even longer though. I was unfortunately unable to locate the patient’s nurse, but they told me that since it was 5:30 p.m., the patient hadn’t eaten yet, so I made her NPO (not allowed to eat) for the procedure. I then had to contact the husband to get consent, who turned out to be a malpractice attorney, which made me feel so much better about all of this. 
 
    Long story short, I got the consent, rewrote all the patient’s orders (for some odd reason, this needed to be done if a patient went for a procedure), and made sure she was all set to go for the IVC filter. 
 
    I got back to the first floor at around 6 p.m. I had hoped Dr. Blabber was almost finished and by golly, she was, in fact, almost finished. She had one patient left. The nurse gave me a list of all the orders that Dr. Blabber had failed to write while rounding and I wrote them all, plus some stuff that had been in our signout that she had never done. How is it possible to be so slow, yet miss so much? 
 
    I came in with her to see the final patient. It was a spinal cord injury patient and her husband. The husband was sitting right by the patient’s bedside. 
 
    Dr. Blabber: “Hi, I’m Dr. Blabber. I’m covering for the weekend. How are you doing today?” 
 
    Patient: “I’m okay.” 
 
    Dr. Blabber: “Any problems?” 
 
    Patient: “No.” 
 
    Dr. Blabber: “Are you sure?” 
 
    Patient: “Yes.” 
 
    Dr. Blabber: “I got the results of your spine X-ray and it showed…” [Ten minute discussion of the results of the X-ray.] 
 
    Patient: “Okay.” 
 
    Dr. Blabber: “Do you have any questions?” 
 
    Patient: “No.” 
 
    At that point, I was psyched that we were going to leave. But then Dr. Blabber turned to the husband, who as I said, was sitting right next to the patient. 
 
    Dr. Blabber: “Hi, I’m Dr. Blabber. I’m covering for the weekend. How are you doing today?” 
 
    Patient’s husband: “I’m okay.” 
 
    Dr. Blabber: “Any problems with your wife?” 
 
    Husband: “No.” 
 
    Dr. Blabber: “Are you sure?” 
 
    Husband: “Yes.” 
 
    Dr. Blabber: “I got the results of your wife’s spine X-ray and it showed…” [ten minute discussion of the results of the X-ray.] 
 
    Husband: “Okay.” 
 
    Dr. Blabber: “Do you have any questions?” 
 
    Husband: “No.” 
 
    I was like, Am I on crazy pills here? Why did she have to have an identical discussion with two people who were sitting right next to each other? 
 
    But at that point, I was beyond caring. It was 6:30 p.m., I had been in the hospital for about 16 hours and I was very ready to go home. 
 
    Practically the second I got home, I got a page: “Doctor, I’m worried about Mrs. G getting the IVC filter placed because she ate dinner.” 
 
    “But I made her NPO!! There was a sign on her door!” 
 
    At that point, I started crying. Literally. I was practically hysterical. I cried and cried. I had been suppressing tears all day. I thought I had managed to keep my emotions inside, but somehow they broke me.  
 
    While I was crying, I got another page. I calmed myself down and called back. It was the nurse of Mr. Nguyen, my friend from two in the morning: “Mr. Nguyen had a large bloody bowel movement.” 
 
    “Okay…” 
 
    His vitals were stable, so I had them place a second large bore IV with a fluid bolus, got a stat CBC, type and cross. I called Dr. Blabber, and she didn’t have anything else to add. 
 
    I was debating if I should go back to the hospital again. I couldn’t decide if a bloody poop required me to actually see the patient. About two minutes later, I got another call: “Doctor, Mr. Nguyen just became unresponsive and coded.” 
 
    I got to the hospital just in time to wave to Mr. Nguyen before they whisked him away to the ICU.  
 
    So much for plenty of money and relaxation. 
 
    

  

 
   
      
 
    The Top Five Diagnoses That You Absolutely Do Not Want to Have Happen to You—Ever  
 
    Brian Secemsky, MD 
 
      
 
    The International Classification of Diseases, 9th Revision, Clinical Modification, better known as the ICD-9-CM, is a health care classification system that hospitals currently use in order to standardize morbidity and mortality statistics and better streamline reimbursement systems. Now that the US Department of Health and Human Services proposed a replacement of such an acclaimed and awfully easy-to-use protocol with the creatively-titled ICD-10-CM, as the reader’s most front-line medical reporter and physician with over nine months of on-the-job experience, I am ethically obligated to break news of this organizational overhaul. 
 
    Although sources tell me that this next round of medical coding saves even more time for doctors and billing departments, little has been released with regard to the details of the more-than-60,000 easy-to-remember diagnostic codes. 
 
    Based on this new and improved ICD-10 coding system, I will now offer you an in-depth analysis of the Top Five Diagnoses That You Absolutely Do Not Want to Have Happen to You, Ever.  
 
      
 
      
 
    W22.02XD - Walked into lamppost, subsequent encounter 
 
      
 
    While walking into lamppost, initial encounter is well-defined in medical literature as a curable condition commonly associated with alcohol use or blindness, little is known about subsequent infection rates of this pesky disease.  
 
    Case studies demonstrate that while these well-lit posts are mostly endemic to neighborhood streets, basketball courts and parking lots, they are beginning to sprout in places that survivors of previous lamppost trauma least suspect: that is, right in front of them. 
 
    “This is getting ridiculous,” complained lamppost survivor Mr. A from Dearborn, MI. “I can’t even enjoy a good dinner without knockin’ into one of those things.”  
 
    Scientists are currently researching why these lampposts preferentially infect previously-exposed survivors and how these patients may better prevent themselves from future lamppost-related injuries.  
 
      
 
      
 
    Y93D1 - Stabbed while crocheting 
 
      
 
    To the reader who is unaware of this violent and bloody sport known as crocheting (cro·shey·ing): it is defined as “three rounds of two-minute cage-fighting using only needles and yarn as weaponry.”  
 
    Although made illegal in most U.S. municipalities, underground croch-fighting has been rampant in Southwestern border towns for many years. This has only recently resurfaced as a national issue after a pro-football player was infamously found holding such fights in the basement of his Laredo mansion.  
 
      
 
      
 
    V91.07XA – Burn due to water-skis on fire, initial encounter / V9037XA - Submersion due to falling or jumping from crushed water skis 
 
      
 
    As water is universally known to be the most flammable liquid naturally found on our planet, burn injuries due to flaming water-skis are some of the most common patient complaints that physicians receive on a day-to-day basis.  
 
    So instead of droning on about the pathophysiology of such an obvious injury, I want to take this opportunity to warn the reader about the unbridled medical fraud surrounding this medical diagnosis.  
 
    Auditors have already busted several rings of healthcare providers who have double-billed insurance companies for a single water-skiing injury. That is, they seek reimbursement for not only treating a patient’s injuries from the typical burning water-skis but also for the sustained injuries caused by jumping off the newly-crushed water-skis as they sink into oblivion.  
 
    Sources close to the recently-commissioned and extremely secretive ICD-11 committee tell me that the newest diagnostic code in the works defined as “swimming to nearest boat as to avoid further injury from burning water-skis” may further exacerbate this billing quandary. Only time will tell.  
 
      
 
      
 
    W59.22XD - Struck by turtle, subsequent encounter. 
 
      
 
    Due to a string of nuclear disasters in the late ’80s that sparked a migratory wave of radiated turtles to the sewers of New York City in the early ’90s, reptilian assaults on innocent human victims were endemic in the Northeastern United States for nearly two decades. Now that the New York State Department of Health has made it illegal to litter pizza and nunchucks into gutters and manholes, injury and death by turtle has been at an all-time low for the past several years. 
 
    Until now. 
 
    Based on several recent sightings, these humanoid turtles are back at it again – and this time, with a vengeance. As reported by veteran medical journalist April O’Neil, “Until this new wave of ‘turtle power’ is controlled, hospitals and store-front clinics alike will once again be forced to prepare for a string of toothless bites and shell-shocked patients.”  
 
      
 
      
 
    Y34 - Unspecified event, undetermined intent 
 
      
 
    If the reader must retain any of the vital information exquisitely laid out to you before your very eyes, I beg you to take this particular diagnosis most seriously. 
 
    A rogue collection of researchers, unjustly exiled from the scientific community for crimes they did not commit, have just recently discovered this previously unrecognized, highly contagious disease in certain Amazonian tribal populations and specific Nordic genepools.  
 
    Says principle investigator Dr. Natalie Stevens-Bergson, “We aren’t even close to figuring out why or how this happens. All we know is that it happens.” 
 
    While Phase I vaccine trials are in the works, it is highly recommended by expert committees to enjoy time with family and friends, pursue your biggest dreams, and find the love of your life before Code Y34 reaches your city limits.  
 
      
 
    Besides the actual diagnostic code descriptions themselves, this entire article including names and events are fabricated and should not be taken as real medical news. 
 
      
 
    

  

 
   
    First Interview 
 
    Freida McFadden 
 
      
 
    It was October when I got the call to schedule my first medical school interview. It was not so late that I had given up all hope, but late enough that I had started to nervously entertain other career options. Law school, graduate school, clown college – anything that involved putting off my entrance to the real world as long as possible. 
 
    I won’t give away the location of my first medical school interview, but suffice it to say, it was in a cold place. A Very Cold Place. There might have been glaciers there. (Although probably not anymore, what with global warming and all.) So actually, I wasn’t super excited to be going to the interview, or really, to that medical school at all. I didn’t want to have to live somewhere where I’d have to take a bobsled to work. 
 
    But it was my first interview offer and I didn’t feel in any position to be turning anything down at that point. So I whipped out my navy blue blazer, blue skirt, and crisp white shirt that had been designated “my official interview outfit,” and I was good to go. 
 
    I made it out to the Very Cold Place, which was not a short trip. My boyfriend at the time was very into long road trips, and not so much into going to class, so he agreed to drive me. But then when we got there, I sort of wanted him to disappear. I mean, how uncool is it to bring your boyfriend to an interview? It’s like a step above bringing your mom to an interview. Or going to prom with your cousin.  
 
    As soon as I got out of the car, I quickly regretted my interview outfit didn’t include slacks, or better yet, snow pants and a parka. It was only November, but God, it was cold. I could feel my nose growing red and the frostbite setting in to the tips of my fingers during the five minute walk from the car to the hospital. I was distinctly relieved when a blast of hot air greeted me as I stepped into the building, and the feeling started to come back in my hands and feet. 
 
    During this first interview day, I started what became a tradition for me of grudgingly befriending all the other interviewees. While we nervously awaited further instructions, we took the time to exchange life stories. Since most of our life stories involved going to high school, then going to college, then getting this interview, it actually didn’t take very long. 
 
    The interview day started out with a tour of the school, given by this guy named John who was the dumbest kid in the class. I’m not saying that to be mean, but it was basically the only conclusion I could draw after he regaled us with the story of how he took the MCATs 10 separate times, and then he proceeded to fail every single class in med school. John assured us that all his friends rallied around him to help him get through his courses and that everyone in the class successfully completed the year. Except, I assume, for the small percentage of students who were eaten by polar bears. 
 
    The tour lasted well over an hour, time that I worried John should have been using to study. We got to see the entire hospital as well as the campus. Unfortunately, there was no time to see the dormitory where many students lived. I just assumed it was mostly igloos. 
 
    Finally, we got to the interview part. My first interviewer was a man named Dr. Watson, a stiff professor in his early 40s, who seemed mildly drunk on the power of getting to decide the fate of all these young premeds. When you are giving an interview and allowed to ask any question you want, that just seems like far too much responsibility for certain people. He addressed me with a smug look on his face and informed me that my Ivy League college degree would mean nothing in terms of gaining admission to the Very Cold Place. Nothing!  
 
    Dr. Watson was also responsible for one of the most embarrassing exchanges I ever had during an interview: 
 
    Dr. Watson: “If you could have dinner with any person living or dead, who would it be?” 
 
    Me: [inner monologue] “I can’t believe this pompous jerk is asking me such a stupid clichéd question, and now I have to try to come up with an answer that would impress him.” 
 
    Me: [inner monologue] “I’d really just want to have dinner with some friends from school, not a dead person. Guess I can’t say that though.” 
 
    Me: [inner monologue] “A better question would be, ‘Who would I like to fight, living or dead?’ Hmm, I think I’ve been watching ‘Fight Club’ too many times.” 
 
    Me: [inner monologue] “Maybe I should say Elizabeth Blackwell, the first female doctor. But that’s so lame. I’m going to sound like such a kiss up if I say Elizabeth Blackwell.” 
 
    Me: [inner monologue] “Oh God, he’s giving me a funny look. I better answer right now.” 
 
    Me: “Elizabeth Blackwell, the first female doctor.” 
 
    And then I lost all respect for myself. 
 
    He asked me another trick question that I think I fielded very well: “If you go through your first two years and you don’t like medical school, what then?” 
 
    Clever me, I figured out that the answer he was looking for was not: “Quit.” I said something about the clinical years being the most important, too soon to decide, yadda yadda yadda. 
 
    After the interview, I compared notes with my fellow interviewees, i.e. my new best friends. It sounds like some of the interviewers really went to town with their liberty to ask whatever they wanted. My interview didn’t sound quite as bad as the one where the 70-year-old male attending pretended to be a pregnant 12 year old and made the interviewee counsel him. 
 
    My second interview was with an elderly attending named Dr. Flynn. I meshed much better with Dr. Flynn. We seemed to like each other immediately and he told me that with my stats, I would 100% get into the Very Cold Place. It was a no-brainer, he said. After a pleasant discussion with him, he asked, “Do you have any questions for me?” 
 
    Me: “No.” 
 
    Dr. Flynn: [gapes at me in astonishment] 
 
    Honestly, he couldn’t have looked more surprised if I had jumped up on his desk, whipped off my blue blazer, and started swinging it wildly around my head. 
 
    Here’s the problem: I genuinely didn’t have any questions. I spent the whole day learning everything I needed to know about the school, I read the brochure, and I already had one interview. How was I supposed to know that you’re supposed to make up a question even if you don’t have one just so you appear interested? It was my first interview! 
 
    After that, I devised a bunch of questions to ask, even though I didn’t care about the answers: 
 
    –Do you have a systems-based curriculum? 
 
    –What are research opportunities like? 
 
    –Does the curriculum have more large lectures or small groups? 
 
    –How much early clinical experience do students get? 
 
    You get the idea. It didn’t matter that these questions were generally answered like five times before I got to the interview. I asked ‘em again. Also, just so you know, asking where the bathroom is doesn’t count as a legitimate question. 
 
    Oh, and in case you’re wondering, I got waitlisted at the Very Cold Place. Waitlisted! Oh well, I look terrible in parkas anyway. 
 
    

  

 
   
    Hospitalist 
 
    Robert Balentine, Jr., MD 
 
      
 
    Physicians tend to have a gallows humor. Some would say that it’s just our way of dealing with horrible situations that we are forced to deal with on a daily basis. I prefer to think that we have a keen sense of the ridiculous nature of our own mortality and choose to find the humor in all of it. Patients do not often share our levity regarding death, however, and often view us as grim reapers when they see us laughing moments after pronouncing a patient dead or having a hospice conversation. It’s not that we don’t care; it’s just that this is day-in, day-out for us. It’s quite amazing what can become commonplace for humans. We can get used to just about anything, given enough exposure. 
 
    Although rare, we do sometimes run across patients who share our relative flippancy in such morbid affairs. These people are, quite often, a breath of fresh air in our days, a welcome respite from the solemn gazes and dialogues we engage in throughout the day. 
 
    Some time ago, I was called to an elderly patient’s room. I was familiar with the woman, a pleasantly spry octogenarian with the misfortune of having endured 50-plus years of her husband’s secondhand smoking. This left her with bad lungs many years after her husband’s demise. She had been admitted several days prior to this with a rather terrible pneumonia. We had done the best we could, giving her antibiotics, nebulized updrafts, and steroids, but to no avail. By the time I walked into her room on this day, she was breathing around 40 to 50 times a minute and was only minimally responsive. Adults typically cannot keep up this rapid breathing for very long and usually require intubation to keep them going. A couple of days earlier we had talked about this very scenario and she had opted to make herself DO NOT RESUSCITATE. When I walked in, I planned to just keep her as comfortable as possible under the circumstances, but I was quickly accosted by the family who demanded we intubate her. I ignored them for the moment, trying to keep in line with the patient’s wishes. Instead, I shook her gently to wake her. 
 
    “You’re not breathing so well,” I began. 
 
    She smiled weakly, pulled down the mask and said, “Noticed that, did you? You’re a sharp one.” 
 
    I hid a grin in my lapel before speaking again. “We talked a few days ago about putting you on a ventilator. Are you wanting to change your mind about that?” 
 
    She shook her head no and glared at her family members in the corner of the room. They withered just a bit and she began speaking again, laboring to get her words out between gasps. 
 
    “Some of…these…are…harboring…delusions of…immortality. They don’t…seem to realize…none of us get…out…alive.” Upon finishing these words she smiled again and looked around. This time her eyes widened a bit. 
 
    “Oh, my,” she exclaimed, looking up at me, the male nurse, and male respiratory tech. “So many good-looking men. If I had known so many of you would come…see me…in this state…I’d have died…much sooner.” And with that, she winked one last time and closed her eyes for the last time. I like to think she went out to the sounds of our laughter. I can only hope to keep my sense of humor like that, at the end. 
 
    

  

 
   
      
 
      
 
    

  

 
   
      
 
    Agnes 
 
    Alice Gardener 
 
      
 
    An elderly lady is admitted from the ER with congestive heart failure and dyspnea (shortness of breath). At about 2 a.m., they bring her up, and as the gurney comes down the hall, I hear the approach of a muffled voice chattering up a storm behind the oxygen mask. One of the nurses gives me a look. The woman’s husband meekly follows in her wake, laden with bags of her belongings. We get her settled in the room, and I find that she is a polite but garrulous elderly lady. She belches a lot, dyspeptic little old lady belches that sound like they brought up a bit of breakfast with them. It takes twice as long to fill out her admission history and medication forms, just because each yes/no question is answered with a breathless 10-minute discourse that I am only barely able to interrupt to squeeze the next question in. I ask about cardiac history. “Do you have a pacema—“  
 
    “Oh yeah – an’ it went off some months ago – ah felt sick a’m’summuk tha’day – d’y’think that had sumthin t’do with it –cause ah fel’sick a’m’summuk?-Ah was so sick!-Ah ain’never been so sick before –wasn’ah sick?” Suppressing a burp, she turns to silent spouse sitting in the corner, buttressed in with bags full of her belongings. He nods in silent assent. I get the sense that he long ago gave up even trying to squeeze in a “yes, dear” in the face of the onslaught. “-Ah have an upset summmuk now” – she pauses, ever so briefly, eyes widening, belches, and then she’s off again. “-D’y’think its gonna go off again?– cause ah don’wan it to go off again – what happens if it goes off again?-D’y’think it will - ” and on and on. Her hypochondria knows no bounds. After doggedly plowing through all of the admission forms, I explain the room, the bed and the call light to her, and fetch another blanket at her request. Her husband leaves for home, hauling her bags of stuff.  
 
     I am barely back to the nurses’ desk when her call light goes off. I go into the room to answer it. She belches. “D’y’ have anything ta eat out there? 'Cause ah’m real hungry. Ah’ can’t believe they wouldn’t feed me downstairs. Whaddaya got to eat around here?”  
 
    “Mrs. P., since you have an upset stomach, we’re not giving you anything to eat for the moment, as it might aggravate the problem, and also, until test results come back, the doctor has ordered for you to have clear liquids only.” This seems to deflate her, and she shrinks back against the pillows looking peeved. She looks ready to argue, but lets it drop. When I ask if she needs anything else, she shakes her head. 
 
    I check on my other patients, and then go back to the nurses’ station to catch up on charting. I barely get the first chart open, when her call light goes off again. “Ah’m sorry to bother you, honey, but ah don’t know if ah hafta go’t th’bathroom or not…” 
 
    “You don’t know if you have to go to the bathroom?”  
 
    “Well, ah might, ah just don’t know, an’ah can’sleep until ah go t’th’bathroom.” 
 
    “Okay, we’ll get you up to the bathroom.” She is rather large and unsteady, so I opt for the bedside commode, rather than trying to ambulate her to the bathroom. I close the door for privacy, and set up the commode next to her bed. Carefully, I disentangle oxygen tubing, telemetry leads and IV lines, and help her sit up on the side of the bed. She offers no assistance, and it is like trying to wrestle a 250-lb mound of dough into an upright position. She huffs and puffs, but manages to keep up a steady stream of commentary all the while. 
 
     “Are you sure you are able to do this?” I ask dubiously. 
 
     “Oh yeah!” She leans forward to me for support, and I try to help her to stand and pivot to the commode. Once upright, she leans on me with all her weight, happy to have someone else to support her bulk. I stagger under her, gasping, knees buckling, and for a brief moment my vision goes black. With some desperate grunting, I manage to pivot her to the commode, and drop her onto it somewhat abruptly. I am now short of breath, my vision is blurry. There are stars flashing everywhere I look.  
 
    Mrs. P. looks up at me somewhat crestfallen. “Ah guess ah don’t hafta go after all,” she informs me. 
 
    Handing her the call light and stepping out of the room, I tell her, “Just sit here a little while and try. I’ll be back in a few minutes.” I close the door and lean against the wall, breathing heavily. The door has barely closed behind me when the call light goes off again.  
 
    “Ah don’ hafta go, an’ ah wanna git backin bed!” she insists angrily. 
 
    “All right. But you need to wait a minute for me to find some help to get you up.” I go to find our patient care technician, and she dutifully helps me lift and pivot the patient back into bed; it is like wrestling with an uncooperative walrus, but at last, we manage it, and get the patient settled back in, and get the commode stowed away. “Mrs. B., do you need anything else?” 
 
    She looks around her with a dissatisfied expression. “Naw, ah don’ think so.” 
 
    “Ok, I’m going to close your door now so you can get some slee—“ 
 
    “Naw – don’ close it! Ah wan it open!” 
 
    “Okay, but how about if we just crack it a little so the lights don’t keep you awake?” She assents to this, and I say goodnight. 
 
    I return to the nurses’ desk and my overdue charting, and her call light goes off again. “Honey wouldju pour me some more water?” I point out that it is right in front of her on her bedside table. She regards it with a pouty expression. “Oh.”  
 
    “Do you need anything else?” 
 
    “Naw, ah don’ think so…” I pull the door closed, and return to the desk. This time, she waits a good 10 minutes before hitting the call light again. 
 
    “Honey, wouldju put the lid on my Vaseline?” The tube of lip balm is sitting on her tray table with the cap next to it. I pop the cap onto the tube and ask if she has any arthritis she hadn’t told me about earlier. No, she doesn’t, but she demonstrates remarkable willingness to apprise me of all of the other ailments she does have, as well as those of all of her friends and relations. Interrupting the monologue, I excuse myself and leave the room to come up for air and check on my other charges. The night wears on in much the same fashion, and I find my patience thinning quickly in the face of her constant and escalating demands – she barely leaves me any time to care for my other patients. On the occasions when I’m in their rooms, and she hits her call light, her irritation at the lack of immediate response knows no bounds. I am exhausted and aggravated when I make the handoff to the next nurse.  
 
    After giving report, I exit the conference room and discover the doctors rounding early on the unit, and I am amused to see the cardiologist backing out of the patient’s room as he tries to escape the verbal onslaught. It is a relief to let someone else deal with it and I wearily head home to bed. 
 
    On Saturday evening, I am given the same patient as well as a new admit, and Molly, the day nurse, with uncharacteristic irritation, gives me an earful about meal trays sent back for being “too cold,” and then, after heating, being refused as “too hot” (Molly tells me that she left the room with the next returned meal tray for five minutes, and then brought it back to the patient exactly as-is, and it was accepted as “perfect!”), lunch being returned because it had the wrong soup, even though that was the one that she had specifically requested, and many trips to the kitchen due to the “wrong” kind of sugar packets and unacceptable season/salt (CHF patients are restricted in salt intake), as well as the patient’s obsessive preoccupation with her bowels.  
 
    With a sigh, I steel myself up for another Night of Fun. The situation is complicated by the fact that I receive from the ER a critical and marginally unstable patient who requires constant monitoring and intervention just to keep him breathing. With him requiring one-to-one care, I find my patience with her persistent summonses waning quickly, but fortunately the PCT steps into the breach and covers many of them for me. (Thank God.)  
 
    It goes on all night. I wonder if she ever sleeps. It has become a marathon of harassment by escalating sequential demands. We answer her call light, and she wants extra sugar packets.  We bring sugar packets and she refuses them and demands creamer. We bring creamer and she wants an extra Jell-O. I order that from nutritional services (the new euphemism for “kitchen”) and then she announces she wants to have a bowel movement, necessitating another bout of wrestling her to the commode. Being particularly interested in the goings on at the nurses’ desk, she demands that her door be left open all night. It is thus that she begins to shout at doctors passing in the hallway like a poacher trying to snag a spawning walleye.  
 
    “Ah have cottonmouth,” she declares. “Why do ah have cottonmouth?” she hollers at them.  
 
    I have to play the game warden and firmly remind her that her doctor has already seen her today, and that this doctor is very busy and has other patients to go to. She puts the call light on several times just to inform me, “Ah don’t know if ah hafta go to the bathroom or not…” she trails off. Impatient, and needing to check on my other patient, I tell her to call back when she’s sure. I walk out, not even bothering to ask if she needs anything else.  
 
    She puts on the call light again. “Ah’m cold,” she complains. I go and fetch a blanket from the warmer to make her more comfortable. I fluff her pillows, reposition her and tuck her in again. She calls back five minutes later to complain that the blanket feels “heavy,” and she wants it off. I remove the blanket. “Now ah’m gonna be coold,” she whines. I fold the blanket at her feet. “You can pull it back up when you’re ready,” I tell her. I become busy with my other patient, and when I come out of his room, I find the PCT going into Mrs. B’s room with a fan. She rolls her eyes and informs me that the patient is now too hot. It goes on like this all night, and I am only too happy to make the handoff again. 
 
    On Sunday, the third day, Mrs. P’s polite requests have become demands, and she is more critical and irritable, no longer appreciative of our efforts. At one point, we decide to transfer my increasingly unstable patient to the ICU. The meal trays arrive, but all of us are occupied trying to keep the guy alive for the transfer, and so they do not get immediately distributed. As six of us urgently wheel him down the hall, we pass her room, and the petulant voice shouts after us: “AH’D LIKE TO KNOW – ARE WE GONNA GET SERVED DINNER!?!”  
 
    Later this night, among her innumerable other requests, she demands that I page her cardiologist, to see if she is “gonna get out tomorrow.” Declining to page him, I remind her that it is 2 a.m., and tell her that she will find out when he rounds in the morning. 
 
    Thankfully for us, she was discharged the next day. Maybe there was a reason her husband didn’t visit; he was having a vacation. 
 
    

  

 
   
      
 
    First 
 
    Dr. Grumpy 
 
      
 
    His name was Girard. He had back pain. That’s all I remember about him. 
 
    On July 13, many years ago, he was the very first patient I ever saw on my own. 
 
    Working without a net for the first time is terrifying. I’d survived four years of medical school, four years of residency, and one year of fellowship to get there. This is the goal I wanted. And when it finally came it scared the crap out of me. 
 
    There was fear in medical school, starting classes and later starting clinicals, and even more in residency. But in both those cases there was always a back-up system–more senior people who actually knew what they were doing. There was also a herd-based support system: you were with plenty of other people, all sharing the same challenges. 
 
    But here, after nine years of training, it was just me and Girard. Even though his case was simple, it’s pretty damn scary to realize that YOU are the attending, and if you screw up there’s no one else to blame. 
 
    I remember another patient that day started the visit by saying “I came to Humungous Neurology because I heard you guys are the most experienced.” My inner voice said, “You probably don’t want to know this is my first day.” 
 
    Throughout medical school you saw the attending physicians as omniscient giants. Suddenly you’re one of them, and realize that they don’t know everything. And you aren’t a giant. 
 
    Like everything else, after a while it becomes routine. But trying to remember that first day still helps to keep you on your toes. 
 
    I don’t remember how many patients I saw that first day. A handful compared to what I see now. One of them is still with me. I think I told her a few years later she was on my first day. I even got a hospital consult: a lady who’d obviously had a stroke. I got lost in the hospital trying to find her room, then sat in the MRI control room to see images, terrified at the thought that if they were normal I’d have no idea what was going on. 
 
    I’ve now spent an estimated 4,650 days of seeing patients in one place or another, with a lot more to go. But the first one was the scariest. And hopefully always will be. 
 
      
 
    

  

 
   
      
 
    Felix the Cat 
 
    Leonard N. LeBow 
 
      
 
    First, let me be entirely up front from the start and state unequivocally that I do not treat cats, nor have I ever treated a cat. I only treat people—people’s feet to be exact. I happen to be an extremely diligent podiatrist. I see 30 to 40 patients daily, six days a week, and I have supervised podiatry students and residents for the past 15 years.   
 
    Much of what podiatrists see is routine. Maybe 70% involves clipping toenails with fungus, and shaving calluses. The most common foot problems in the remaining 30% are comprised of foot pain, ingrown nails, athlete’s foot and the special difficulties associated with the diabetic foot such as insensitivity and foot ulcers. Finally there are the surgical cases, which are usually bunions and hammertoes. However, regardless of how variable the foot problem could possibly be, the treatment is usually the same: shaving down calluses and cutting nails and applying some sort of paddings.  
 
    My job is to supervise the students and residents and make sure the work is done properly. Often I need to intervene and show students how to pad and strap and write for prescriptions and so forth. 
 
    The least rigorous part of patient exposure is the charting. Since most treatments are the same, charting for podiatry patients is usually pretty routine and most of the charts are virtually indistinguishable from each other.  
 
    It was a Friday afternoon when one of my senior students approached me to present a patient: 
 
    Senior Student: “I have a 75-year-old black male with mycotic nails and callosities submet head 2-4 bilaterally. Patient’s medical history includes hypertension for which he takes metoprolol.” 
 
    Me: (After seeing patient for physical examination) “What is your assessment of this patient?” 
 
    Senior Student: “Onychomycosis and hyperkeratoses bilaterally sub mets 2-4.” 
 
    Me: “What is your plan for this patient?” 
 
    Senior Student: “Aseptic debridement and pad calluses with moleskin.” 
 
    Me: “Very good. You can proceed.” 
 
    Later, while I was seeing another patient, the senior student brought the completed chart over to me to countersign. His writing was scribbled and somewhat illegible. The clinic was extremely busy and I was in the middle of dealing with another patient, so I didn’t think it was necessary to take the time to parse through the student’s note, so I quickly countersigned the chart.  
 
    At the end of the day the student returned with a suspiciously large grin on his face. 
 
    Senior Student: “Dr. LeBow, I think you should read this chart more carefully.” 
 
    Now that I had some breathing room, I took a good look at the student’s scribbled note. I felt really sick. 
 
    The note read:  
 
    This 6-year-old black and yellow striped cat presented to the podiatry clinic with elongated claws which were frequently scratching his owner. The feline had a history of spaying and cat scratch fever. Upon examination, the animal’s fur was found to be healthy and exuberant and he purred sweetly. When offered a bowl of milk he licked it up greedily. The area of chief complaint did reveal elongated claws with normal surrounding fur. An assessment of elongated claws was established. Treatment consisted of aseptic debridement of all five claws on each of the cat’s paws.  
 
    The patient signature read: Felix the Cat. 
 
    Senior Student: “I guess you’re sorry you signed this chart Dr. LeBow.” 
 
    Me: (speechless)  
 
    (I was.) 
 
      
 
      
 
      
 
      
 
      
 
      
 
      
 
      
 
      
 
      
 
    

  

 
   
    The All-Nighter 
 
    Freida McFadden 
 
      
 
    Tomorrow morning I have an anatomy exam on “the extremities.” For the last month or so, we have been learning the muscles, nerves, bones, and blood vessels of the arms and legs during anatomy lab. 
 
    For some reason, I don’t know anything about any of these muscles, nerves, bones, and blood vessels. I know what you’re asking yourself: am I freaking stupid? I’m not, I swear it. There’s an MCAT score out there somewhere proving that I deserve to be here (plus just enough extracurriculars). 
 
    Here’s the thing. You know how when the garbage can gets really full, and you try to put something in it, it just falls right out? Right now, my brain is an incredibly full garbage can. For the last month, I’ve been tossing bits of information about the extremities at my brain, but they just fall right out. And get scavenged by stray raccoons or something. 
 
    But I’ve cleared a little extra space in the garbage can. We just took our biochemistry exam, and I’ve cleared out some room where the Krebs cycle used to be.  
 
    So I’m going to be staying up all night, filling up the garbage can that is my brain.  
 
      
 
    6 p.m.: 
 
    I claim a space to sit in the “pathology lab.” This is the cool place to study. The library used to be the cool place to study, but now it’s apparently the pathology labs. 
 
    So far, I only recognize two other people from class. One is an MD/PhD student who will definitely be gone before midnight. The other is Martin the Shusher, whom we have nicknamed as such because he likes it very quiet in the pathology labs. And is ironically very vocal about this. 
 
    I surround myself with anatomy books, a gigantic cup of coffee, and my highlighters. Dinner is inside my belly. I’m ready to go all night. 
 
      
 
    6:30 p.m.: 
 
    Sophie plops down next to me. Sophie is my best friend here. She is adorable and tiny and blonde. She is supposedly one month younger than me, but if somebody told me that she is actually a 12-year-old girl masquerading as a medical student, I wouldn’t be entirely surprised. 
 
    I’m hoping she doesn’t distract me too much because I really need to study. 
 
    “Do you want to watch The Big Bang Theory?” Sophie asks me.  
 
      
 
    7 p.m.: 
 
    The Big Bang Theory is over. I have to go back to studying. 
 
    “There’s one more episode,” Sophie points out. 
 
      
 
    7:30 p.m.: 
 
    No more TV! Damn you, Sophie! 
 
    We head back to the pathology labs. Sophie digs into her backpack and pulls out a plastic package of little orange nuggets. 
 
    “Dried apricots?” she offers me. 
 
    Martin the Shusher gives us a dirty look. Sophie gives him a look right back.  
 
    I had made a vow to stop eating so many sugary foods while studying. It’s bad for my teeth and my skin. But fruit should be okay. Fruit’s healthy, right? 
 
      
 
    7:45 p.m.: 
 
    I’ve got my anatomy textbook open and my four different highlighter pens are ready to go. You would think that the highlighters are interchangeable, but they absolutely are not. 
 
    Yellow is for the most important information. 
 
    Orange is for secondarily important information. 
 
    Pink is for statistics that I need to remember, like percentages or numbers. 
 
    Green is stuff that I will study only if I have extra time. 
 
    Once somebody gave me a pen that had a highlighter on one end and a black pen on the other end. I almost fainted from joy. 
 
      
 
    8 p.m.: 
 
    Greg sits down at a free desk in front of me. Greg is the nerdiest guy in our medical school class. That is actually no small achievement. I mean, we’re not talking about the nerdiest guy on the Denver Broncos. This is the nerdiest guy in medical school, where everybody is already kind of nerdy. 
 
    “Do you have to sit there?” Sophie says to Greg. She is not subtle in her dislike of him. 
 
    “Where should I sit?” Greg asks her. 
 
    “Anywhere else!” Sophie exclaims.   
 
    Martin the Shusher turns around from his seat in the front and glares at us. “Shhhh!” he says.  
 
    Greg doesn’t end up moving. He’s not so bad exactly. His big problem is that instead of looking at people, he usually ends up staring at them. Some people find it creepy. 
 
    Also, Greg has a unibrow. Granted, unibrows are more stylish now. Practically hip. I actually saw somebody hosting a TV show who had a unibrow recently. But I’m not sure if Greg is cool enough to pull off a unibrow. Somebody needs to slice it in half with a razor.    
 
      
 
    8:45 p.m.: 
 
    “Freida,” Greg says to me. “Do you want to hear my rap about the Krebs cycle?” 
 
    I’ve got a mouth full of dried apricot, so before I can vehemently protest, Greg starts rapping, “We start with pyruvate and acetyl-CoA, and then you gotta listen what I have to say—“ 
 
    “Please stop,” I beg him. 
 
    Greg looks a little bit hurt, so I quickly say, “I just need to focus on anatomy right now.” 
 
    He nods. “I get it. Do you want to hear a mnemonic?” 
 
    Greg is really into mnemonics for studying. Which actually might be helpful right now. 
 
    “Sure,” I say. 
 
    “Randy Travis drinks cold beer.” He grins at me. “Roots, trunks, divisions, cords, branches of the brachial plexus.”     
 
    I write it down. Could be helpful. Except who’s Randy Travis? Is he that guy who was on American Idol who was a judge and called everybody “dog?” 
 
      
 
    9:30 p.m.: 
 
    On toilet. 
 
    Damn you, Sophie, and your dried apricots. 
 
    I may spend the rest of the night here. 
 
      
 
    9:55 p.m.: 
 
    I don’t feel good, but I need to go back out and study. 
 
    I get back to the pathology labs and find that my belongings have been tossed haphazardly on the floor. Sophie is sitting where I used to be sitting. 
 
    “What the hell, Sophie?” I ask. 
 
    Sophie shrugs. “I wanted to sit here instead.” 
 
    “You could’ve just moved my stuff to the next table over.” 
 
    Sophie shrugs again. It’s not worth the energy to fight with her, especially since I’ve already lost most of my bodily fluids. 
 
      
 
    10:15 p.m.: 
 
    “Scared lovers try positions that they can’t handle,” Greg says to me. 
 
    “Huh?” I say. Why is Greg talking about his sex life? 
 
    “It’s a mnemonic for the bones in the hand,” he explains. 
 
    “So do you try positions you can’t handle, Greg?” Sophie asks.   
 
    I stifle a laugh, then feel really mean. 
 
    “Shhhh!” Martin the Shusher says. 
 
      
 
    10:45 p.m.: 
 
    I look down at the page I’ve been reading. I have highlighted every word on the page except for two words. The words that are not highlighted are “and it.” 
 
    I stare at those two words for much too long, then get out my green highlighter to draw a line across them. You never know what’s going to be important. 
 
      
 
    11 p.m.: 
 
    Sophie yawns really loudly. Martin the Shusher gives her a dirty look. 
 
      
 
    11:10 p.m.: 
 
    “Can you come with me to the anatomy labs for minute?” Sophie asks. 
 
    “No!” I say. 
 
    “Why not?” 
 
    “Because it’s too late.” 
 
    “Are you scared?” 
 
    “No.” 
 
    “Then just come with me. Please? I just want to look at one thing.” 
 
    “I said no.” 
 
      
 
    11:20 p.m. 
 
    I can’t believe it’s almost midnight and I’m in the anatomy lab. This is really creepy. Why am I such a pushover? 
 
    I am not going to touch anything in here. I’m not going to have time to shower before my exam and I don’t want to smell.  
 
      
 
    11:30 p.m.: 
 
    Sophie is looking at the branches of the axillary artery when we hear the door to the anatomy lab crack open. Then I hear a low voice filling the room:  
 
    “I am the ghost of the dead bodies in this lab…” 
 
    I nearly pee in my pants. No kidding, I literally almost lose control of my bladder in the few seconds before I realize that it’s just Greg. And then I want to kill him. 
 
    “Were you scared?” he asks us. 
 
    Sophie snorts. “Of course not.” 
 
    “Me either,” I say, just after checking to make sure there isn’t a big pee stain on the crotch of my scrub pants.  
 
    Greg looks over Sophie’s shoulder. “Sophie Thompson loves sex, alcohol, and pot,” he says. 
 
    “Who told you?” Sophie says, rolling her eyes. 
 
    “It’s a mnemonic for the branches of the axillary artery.”   
 
    Great, that was really helpful. Can we go now? 
 
      
 
    Midnight: 
 
    As we walk back to the pathology lab, I smell my forearm. “Now I smell bad! Thanks a lot, Sophie.” 
 
    “We would’ve gotten out of there a lot sooner if your boyfriend hadn’t interrupted us.” 
 
    “Excuse me?” 
 
    Sophie rolls her eyes. “Please. Everyone knows that Greg has a massive crush on you.”  
 
    That is so not true. 
 
    Well, there’s a small chance it could be true. 
 
      
 
    12:30 a.m.: 
 
    I think I might have drank too much coffee. My hands are starting to shake and I think my heart is skipping beats. 
 
    But nobody has ever died from too much coffee, right? 
 
      
 
    12:45 a.m.: 
 
    “Try a big chocolate chip Sundae, double-dip cherries and peanuts preferably included,” Greg says. 
 
    Sophie’s eyes perk up. “You’ve got ice cream?” 
 
    “It’s a mnemonic for the muscles innervated by the radial nerve,” Greg explains. 
 
    Sophie groans. 
 
    Martin the Shusher stands up from his seat. He walks over to us and says in a low voice, “I was wondering if you could keep it down? We’re trying to study over here.”  
 
    Sophie grabs her purse off her desk. “We were just leaving.” 
 
      
 
    1:15 a.m.: 
 
    Sophie is driving us to 7-Eleven. She’s got a craving for ice cream. 
 
    Somehow Greg ended up coming along. Mostly because Sophie went to the bathroom and I said yes to him while she was gone. He’s been relegated to the backseat. 
 
    Sophie parks in front of 7-Eleven. She and I get out of the car while Greg is still fumbling with his seatbelt. As we close our doors, Sophie hits the button on her key to lock all the doors. Greg is not technically locked inside, but damned if he can figure out how to unlock the door from the inside. He tries the door on the right, then tries the door on the left, then bangs on the window. Sophie is laughing hysterically. 
 
    “Sophie, let him out,” I say. 
 
    “He can get out on his own,” she insists. 
 
    Although it’s becoming increasingly obvious that he can’t.  
 
    “This is mean,” I say. 
 
    “Oh fine,” she grumbles. 
 
      
 
    1:20 a.m.: 
 
    You know what I don’t understand? When you buy a muffin, and you look at the calories on the muffin, how come one serving is half a muffin? Who eats half a muffin? I think they’re being purposefully deceptive. 
 
    I need to find a snack that both minimizes caloric intake and sugar, but maximizes the entertainment value. I need an entertaining snack with lots of pieces to keep me awake. 
 
    I’m deciding between Combos and Doritos when Greg nudges me and points at a dog outside the store. He says, “Tiny dogs are not hunters.” I look at him like he’s insane until he explains that it is a mnemonic for the contents of the tarsal tunnel. 
 
      
 
    1:40 a.m.: 
 
    Back in the pathology labs. Sophie has eaten a popsicle. I’m holding a bag of bleu cheese Combos. Greg bought a nachos smothered in a questionable cheese sauce. He left them lying by his books while he disappears to the bathroom.  
 
    “That looks really gross,” I say, looking at Greg’s nachos. 
 
    “I know what would make them even more gross,” Sophie says. 
 
    She leans forward over Greg’s nachos and I watch as she hocks up a glob of phlegm. Slowly, it makes its way down to the yellow chips. “Sophie, no!” I yell. But it’s too late. 
 
      
 
    2 a.m.: 
 
    Greg is eating his nachos. I didn’t tell him that Sophie spit in them. 
 
    I’m probably going to hell. 
 
      
 
    2:15 a.m.: 
 
    “My aunt raped my uncle.” 
 
    I raise my eyes to look up at Greg. I know two in the morning is a time for late-night confessions, but this is a bit much. 
 
    “Those are the branches of the brachial plexus,” he says, before I have a chance to appear politely sympathetic. 
 
    Maybe it’s lack of sleep, but I want to strangle Greg right now. 
 
      
 
    2:45 a.m.: 
 
    Oh my God, the test is in less than eight hours and I know nothing. I’ve accomplished nothing since I’ve been here!    
 
    I am going to flunk out of medical school. I’m going to have to get a job folding jeans at the Gap. 
 
    I should probably start filling out my application right now. 
 
      
 
    3:15 a.m.: 
 
    I started doing old exam questions, passed on by previous generations of medical students. I’m now banking on the fact that our professors are too lazy to write new questions. 
 
    Sophie is gone. I got up to use the bathroom, and when I got back, she and all her belongings had vanished without a trace. It occurred to me that maybe the ghost of the anatomy lab took her, but more likely, she just went home without saying goodbye.  
 
    Martin the Shusher has gone too. Which seems like sort of a shame, because it’s actually very quiet in here right now.  
 
      
 
    4:15 a.m.: 
 
    When I move my hand around in front of my face, it leaves a trail. I thought that only happened when you dropped acid. But apparently, it also happens when you’ve been awake for a really long time studying.  
 
    Greg gets up and stands in front of my desk. “Sleep is necessary for good exam grades,” he says. 
 
    I yawn loudly, showing off my tonsils. “What’s that a mnemonic for?” 
 
    Greg shakes his head and furrows his unibrow. “It’s not a mnemonic. It’s a fact.” He looks down at his watch. “Come on, we can still get like five hours of sleep.” 
 
    I yawn again. “I can’t sleep. I still have more studying to do.” 
 
    Greg hesitates. “I don’t want to leave you here all by yourself.” 
 
    I look around the pathology lab and realize that Greg and I are the last two people here. I’d rather he didn’t leave, but I shrug like I don’t care. 
 
      
 
    4:25 a.m.: 
 
    I wake up with my face inside the fold of my anatomy atlas.  
 
    I look up to discover Greg packing up my books. “Let’s go,” he says. 
 
    He walks me to my car in the parking lot. I keep telling him he doesn’t have to, but he says it’s not safe to walk through the parking lot alone at four in the morning. “What if somebody tries to strangle you?” he says. 
 
    “I’ve always depended on the kindness of stranglers,” I say, then dissolve into hysterical giggles. 
 
    We get to my car, I slide behind the wheel, and start up the engine. 
 
    “To Zanzibar by motor car,” Greg says. 
 
    That’s from the last exam: the branches of the facial nerve. “I’m just going home,” I say. “Maybe I’ll go to Zanzibar some other time.” 
 
    Greg waves goodbye. 
 
    I wonder if I should have told him that Sophie spit in his nachos. 
 
      
 
    7:30 a.m.: 
 
    Email sent to my inbox: “Due to a scheduling conflict, the anatomy examination on the extremities will be postponed until tomorrow. Apologies for any inconvenience.” 
 
      
 
      
 
    Addendum: Gregory’s Guide to Brachial Plexus Mnemonics  
 
    Branches of the Brachial Plexus (In order from most lateral to most medial)
My Aunt Raped My Uncle
Musculocutaneous, Axillary, Radial, Median, Ulnar 
 
      
 
    Bones of the Wrist
Scared Lovers Try Positions That They Cannot Handle 
Scaphoid, Lunate, Triquetrum, Pisiform, Trapezium, Trapezoid, Capitate, Hamate 
 
      
 
    Brachial Plexus
Randy Travis Drinks Cold Beers 
Roots, Trunks, Divisions, Cords, Branches 
 
      
 
    Tarsal Tunnel: Contents 
 
    Tiny Dogs Are Not Hunters 
 
    From superior to inferior:  
 
    T: Tibialis posterior, F: flexor Digitorum longus, A: posterior tibial Artery, N: tibial Nerve, H: flexor Hallucis longus  
 
      
 
    Radial Nerve: Muscles Innervated 
 
    Try A Big Chocolate Chip Sundae, Double Dip Cherries And Peanuts Preferably Included 
 
    In order of their innervation, proximal to distal:  
 
    Triceps, Anconeus, Brachioradialis, ext. Carpi radialis longus, ext. Carpi radialis brevis, Supinator, ext. Digitorum, ext. Digiti minimi, ext. Carpi ulnaris, Abductor poll. Longus, ext. Poll. Brevis, ext. P poll. Longus, ext. Indicis 
 
      
 
    Axillary Artery Branches 
 
    Sophie Thompson Loves Sex, Alcohol, and Pot 
 
    From proximal to distal: Superior thoracic, Thoracacromial, Lateral thoracic, Subscapular, Anterior circumflex humeral, Posterior circumflex humeral 
 
      
 
      
 
    

  

 
   
    Prince Albert 
 
    Michael P. 
 
      
 
    I used to be an Emergency Medical Technician at a very busy Emergency Department. Given that about 70% of all patients that walk in the front door just need little more than a bandage, my job was to treat those low acuity patient under the supervision of a NP/PA or MD/DO. Simple things like removing sutures, bandaging wounds, and assisting the providers in more complicated or invasive procedures. I have three kids that liked to stick stuff where it didn’t belong when they were toddlers and I became quite adept digging things out of ears and noses. Naturally, I became the go-to person for removing foreign bodies and resolving foreign body entrapments in our Emergency Department. I have extracted a ton of weird stuff from ears and noses– things that I didn’t think were possible to get in those spaces to begin with. I had a very high success rate and was generally trusted to be able to handle almost any situation that presented itself. 
 
    A few years ago a 30ish male patient walked in the front door of the ER complaining of a “ring stuck—down there.” On more than one occasion I have dealt with patients getting piercings infected or irritated and being unable to remove them due to swelling, or because whomever did the piercing didn’t educate the patient on how to remove the jewelry. My first impression was that this was a simple case of a “Prince Albert” gone wrong, a painful but generally uncomplicated problem. If you don’t know what a “Prince Albert” is, don’t worry—I didn’t know until after I began working in Emergency Medicine.  
 
    I asked the patient to step into the exam room so that I might examine him, treat him quickly, and get him discharged home with as little embarrassment as possible. What I did not expect to see was a solid metal ring encircling his genitalia, loose enough so that blood was able to flow into the area, but tight enough that it hindered blood flow out of the area. He admitted that he purposely placed this ring around his genitalia three days ago. After three days of entrapment, the ring had caused his twig and berries to become kielbasa and grapefruit. Suddenly my uncomplicated issue became very complicated as it was 10 p.m. in a crowded ER and as a male myself the thought of performing a fasciotomy for compartment syndrome on another male “down there” made me queasy. 
 
    First things first, I got another, more experienced provider involved and applied ice packs to the area, then tried a combination of triple-antibiotic ointment and water-based lubrication to remove the device. This led to much yelling and discomfort for the patient. Apparently, he and his partner, who wasn’t there by the way, were not picky in their choice of rings and on close examination of the approximately ¾ inch thick, 3 inch diameter solid metal ring, I found pitting and rust on the surface causing the skin around the device to become even more raw and irritated than had it been a clean and smooth device. Now we could add tetanus shot to the order set.  
 
    When lube technique became obviously futile we discussed other options and next settled on a Dremel-like ring cutter. The ring cutter we have available to us was designed for soft metals, it takes a minute or two to cut through a simple gold band. I grabbed a stool and prepared for a long, tedious task of cutting through this giant chunk of metal with my face less than a foot from another man’s swollen junk. About two minutes later, we all agreed that this was not working. The ring cutter had started throwing up sparks, which was not helping the patient emotional state. Additionally, cutting the metal caused it to heat up significantly and even pouring water on the metal was not keeping it cool enough for the patient to tolerate.  
 
    We didn’t want to add thermal burn to the list of complaints, so we went back to the drawing boards. We were beginning to get a bit desperate at this point. I even checked with our security team and got their industrial sized bolt cutters but the ring was too thick to get the cutters on. Stop for a minute and picture THAT: a patient without his trousers on, lying in a gurney with his swollen junk exposed while an RN and MD watched me, the EMT, stand on a stool for leverage with three foot long bolt cutters trying to get the blades around the ring encircling his genitalia.  
 
     By this point the patient had been in the exam room for nearly two hours with a steady stream of RNs and providers offering suggestions and trying to help, but it was time to throw in the towel and call for a surgical consult. 
 
    Usually a surgical consult takes about an hour to get to us, but in this case, word had spread and I had a surgeon in the exam room in less than 15 minutes. He agreed with me that a fasciotomy would be less than ideal, so he wanted to try and remove it by other means. First thing he did was ask for some gauze wrap. He then began to tightly wrap the patient’s junk then manually squeezing the organ to try and force the blood past the ring to reduce the swelling. While my supervising physician and I did think of doing that, we felt that it would be too painful and could increase the potential of compartment syndrome.  
 
    I mentioned this to the surgeon who looked at me dead in the eye and said, “That’s the difference between you medical docs and surgeons. We don’t discuss. We just do. We may not always be right, but we are NEVER unsure of ourselves.”  
 
    The surgeon ended up performing conscious sedation and using a high speed industrial cutting tool to remove the ring. He sent me this picture later: 
 
      
 
    [image: ] 
 
      
 
    

  

 
   
      
 
      
 
    Once Upon a Time… 
 
    Dr. Grumpy 
 
      
 
    After medical school, young docklings go off to residency in our chosen fields. 
 
    But before we get into residency (through a mysterious process called “the match”) we go off on interviews. Just like any other job. 
 
    I did my share of these interviews, traveling to seven neurology programs in the early ’90s to peddle my wares. These aren’t quite as stressful as medical school interviews – for those you’re begging them to take you, while for residency they need you and you need them, so both sides are trying in impress each other. 
 
    And this is the story of my least impressive interview: 
 
    I’d flown into the city the night before, and spent a relaxing night at a Motel 6. 
 
    The interview instructions said I was to begin by attending the Shitzenfuk Hospital Neurology conference at 7:30 a.m. This was several miles from the residency program’s main hospital. And they actually told me to “ask around when you get there, and find a doctor willing to drive you back to our offices after the meeting.” 
 
    So I took a cab from my motel to the hospital, and found the auditorium. Here I am, in a strange city, dragging my overnight bag around, with a bunch of docs I don’t know and who don’t know me, and I’m walking around trying to bum a ride. Finally, after several looked at me like I was a sexual predator, one finally said, “Okay, I’m heading that way. I guess I can give you a ride.” 
 
    Guess what? He turned out to be the freakin’ chairman of the program where I was interviewing! He’d signed the letter telling me to bum a ride. You’d think he could have offered initially, since he knew I’d be there, but no. 
 
    So we walk out to his car. Mind you, I’m not a car person. I don’t expect doctors to be driving expensive things (my own car is a 2000 Nissan), but was still shocked by Dr. Chairman’s mean set of wheels. 
 
    It was an early ’70’s Japanese something. Missing the right front fender. The trunk was half open, held down by a bungee cord threaded through a rust-hole. 
 
    I opened the passenger door. And a pile of empty soda cans, newspapers, fast food containers, orange peels, and heaven knows what else, fell out. Dr. Chairman said, “Sorry, let me clear that off,” and began chucking the pile of garbage into the back seat (which was already covered with trash). 
 
    And off we went. It was December, and cold. My window was open. I tried rolling it up, but he said, “There's no window there, it broke years ago.” The heat didn’t work, either. So I was shivering away, with my overnight bag on my lap (no space for it anywhere else in the car). I hoped his driving skills were better than his car-care talents, because my seatbelt didn’t work. 
 
    So, we got to Neurology HQ, where Ms. Bitchy at the desk (Dr. Chairman abandoned me as soon as we walked in) claimed I hadn’t been invited for an interview, even when I showed her my letter. Eventually she realized she was looking at the previous week’s schedule, and blamed me for having handed her the wrong schedule (which she’d actually pulled out of her own damn desk). 
 
    Then it was time for my tour of the esteemed facilities. Ms. Bitchy directed me down a hall, and told me someone would meet me there. 
 
    Fortunately, one did. It was a nice guy named Pete, who (allegedly) was the chief resident. We talked for a minute in the middle of the building’s lobby, which had white pillars everywhere, and halls leading in different directions. 
 
    After giving me a brief summary of the areas we’d be going to, Pete said, “It’s a beautiful hospital. Follow me.” He then turned around and walked straight into a pillar, breaking his glasses. 
 
    I helped Pete up, while some other guys in white coats ran over to try and stop the blood now pouring out of his nose. 
 
    As they led him away, Pete told me to wait in the lobby. A few minutes later Ms. Bitchy showed up, leading a girl in scrubs who’d apparently been on call the night before, and looked (understandably) less than enthusiastic about showing me around. It was a pretty quick tour. 
 
    Afterwards, I had an interview with a doctor, who used most of our interview time to return patient calls. He also called MasterCard to argue about some charges, which he blamed on his ex-wife. 
 
    Then it was (per the schedule) lunch with the residents. None showed up. It was me and three attending physicians. Ms. Bitchy, the secretary-from-hell, had only ordered three lunches. She gave one to each of the doctors, and told me where I could find the hospital cafeteria. 
 
    I just went hungry, and spoke to the doctors. One of them told me he thought the newfangled MRA technology was a passing fad. 
 
    Then it was another interview. This time with Dr. Chairman of the crappy car. Who’d inexplicably left for the day. No one knew where he’d gone, or why. 
 
    Thus ended the interview. Ms. Bitchy told me she’d arrange a ride for me back to the airport, but given her remarkable organizational skills displayed thus far, I declined. She wouldn’t let me use the phone on her desk, so I found a pay phone and called a cab. 
 
    I ranked them last. I have no idea where they ranked me. And no, I didn’t go there.  
 
    

  

 
   
      
 
    Chief Complaint: Domestic Violence 
 
    Freida McFadden 
 
      
 
    As an intern rotating in the emergency department, I hadn’t seen many cases of domestic violence, so the chief complaint listed in the computer spreadsheet of patients waiting to be seen got my attention. I immediately formed a picture in my head of a timid young housewife with a bruised face, wringing a handkerchief between her bony, cold hands as she swore up-and-down that she had fallen down the stairs and not into a fist. The patient, Jamie Dodson, was only 22 years old, but of course, nobody is too young for domestic abuse. 
 
    And I stepped into the room of Mrs. Dodson, armed with a notebook to write down her heartfelt tale of woe, I nearly dropped my notebook on the floor. Mrs. Dodson was as far from a timid young housewife as you could get that. She was actually a hulking 200 pound male football player. 
 
    Huh. How had I missed that one? 
 
    Jamie Dodson had lacerations all over his chest because his girlfriend had stabbed him with a shard of glass. They were oozing dark red blood and several needed to be sewn up. My first thought was, “Well, that was a weird thing for her to do.”  
 
    As I was gathering my history, a nurse came in to join me under the premise of needing a fresh set of vital signs. She quickly interrupted my awkward attempts at a history to get all the dirty details herself. 
 
    “How long were you and your girl together?” the nurse asked as she applied a blood pressure cuff around his bulging biceps. 
 
    “Three years,” Jamie replied, his brown eyes downcast, staring at the lacerations peppering his tan skin. 
 
    “You two been drinking?” the nurse asked. 
 
    “I never drink,” Jamie said. “On account of football.” 
 
    “Where’s your girlfriend now?” I asked, squeezing in a lone question. 
 
    “Jail.” 
 
    “Goodness!” the nurse said. “Who called the police?” 
 
     “The other girl did.” 
 
    The nurse raised her eyebrows. “There was another girl there?” 
 
    Jamie cleared his throat. “Uh, yeah. That was why she came at me.” 
 
    The nurse clucked her tongue and patted his hand. “You’re probably better off without her.”  
 
    The only thing for me to really do for Jamie Dodson was to sew him up. I wasn’t super skilled at suturing yet. I was slow and awkward, and I knew this process was going take a lot longer than he could maybe handle right now. So in order to compensate for my ineptitude, I tried talking to him to distract him while I started on a 3 cm jagged gash just above his left nipple. The whole story eventually emerged. 
 
    Apparently, Jamie and his girlfriend (a cheerleader… I knew there had to be a cliché in here somewhere) were engaged—he had given her a ring and everything. The ring wasn’t expensive, but she was so happy when she got it, she cried. But after the engagement, things had somehow been a little bit tense. They had been having some fights, although nothing like this.  
 
    “I feel so guilty,” Jamie said. He shook his head. “I can’t believe she’s in jail.” 
 
    “Why did you press charges?” I asked him. 
 
    “I didn’t have a choice,” he explained. “Apparently, there are really strict domestic violence laws.” 
 
    There was a knock on the door to the room. Jamie had a visitor—one of his football buddies from school. The second guy was even bigger than my patient, about 50% taller than me and at least twice my weight. I left the two of them alone in the room together while I went to fetch more suture material for a third chest laceration. As I was returning to the room, I heard the words, “It started out as a massage…” 
 
    The football buddy decided to wait outside while I finished up. I filled up a new syringe of lidocaine, and started to inject into the third laceration. That’s when I looked up and saw that Jamie’s lower lip had begun to quiver. I thought to myself, “No way…” 
 
    But he did. He started to cry. 
 
    I stood there for a minute, thinking back to the lecture I had in medical school on “what to do when a patient cries.” My mind went blank. Finally, I grabbed a box of tissues that was thankfully located on the suture tray, and handed it to him.  
 
    “Do you want me to come back?” I asked. 
 
    “No,” he said. “Let’s just get it over with.” 
 
    I gave him another minute to compose himself, then I continued suturing. The big football player watched me, all the while wringing a crumpled tissue in his large, strong fist. 
 
    

  

 
   
      
 
    Any Other Bright Ideas, Doc? 
 
    Dr. Grumpy 
 
      
 
    Alzheimer’s disease is never fun, but sometimes you have to see the humor in it. 
 
    Because patients forget to do routine things, family members often try to compensate by leaving large signs around the house as cues: “remember to brush your teeth,” “remember to take your pills,” “remember to drink a glass of water,” etc. 
 
    So today I was asking a family how this method was going with Grandpa. He lives in a condo by himself near his son, and the family checks on him frequently. 
 
    Grandpa saw the signs all over, and for unclear reasons (there are never clear reasons with these people) assumed they were meant for his dog. 
 
    And, since his dog obviously wasn’t obeying the signs, he had to do something about it. 
 
    So one day, the son wandered over to find Grandpa vigorously brushing the dog’s teeth. 
 
    Upon further investigation, he found that, in the week since he’d put up the signs, the dog had been receiving Alzheimer’s pills (no, I don’t think they helped at all), and sleeping pills (no wonder he was so easy to catch). He’d also moved the “drink water” sign from the refrigerator door to the floor next to the dog’s bowl. 
 
    This also explained why the dog was wearing a pair of clean underwear, since they’d put up a note reminding Grandpa to change those daily, too. 
 
    The signs have come down, and the family is looking into care homes. 
 
    The dog has been adopted by the son’s family, and is much happier (though his breath isn’t as minty-fresh). 
 
    The underwear has been washed, with bleach.  
 
    

  

 
   
    The IP Station 
 
    Anonymous 
 
      
 
    I was a medic in the National Guard and did a stint in Iraq during Operation Iraqi Freedom. While there, among other responsibilities, it was my job to survey various prison blocks at the Iraqi Police Stations that we visited. 
 
    My unit was very thorough, and after the word got out, one of our sister units asked to have a medic sent with them to survey one of their assigned stations. I was nominated to go with them, and here I found that there weren’t as many differences between the Active duty guys and the National Guard as others would have you believe, but that part of the story is for another time. 
 
    After a quick drive through Baghdad’s suburbs we arrived at the police station in question, where I was asked to visit prisoners, do any quick medical procedures that they required, and take a look at the prison itself.  
 
    The building was clean-ish… as much as a dusty building, in which prisoners defecated in the center of the room, could be (as a side note, you haven’t lived until you have had to poop hovering over a small hole in the floor, praying that you wouldn’t miss the mark and then have to somehow get the product of your bowels off of the floor and into the hole.) Prisons there were different than what we are used to. Instead of individual cells, all of the prisoners were held together in one giant open room.  
 
    The first couple of patients were par for the course… one man had a severely broken arm that had not been set and had healed terribly. He also had extreme hypertension and got a trip to the local hospital for a workup and medications. Another guy had stitches that had been in place for months; I had to clean the area, pull the stitches, and then squeeze out all of the sebaceous tissue that had built up around the stitches. As it was unlikely that I would ever come back here, I gave him a supply of gauze and antibiotic ointment to use to keep things clean until they healed.  
 
    Whenever I entered a prison area, I had guards. I would have to leave my weapon with someone outside of the prison. With my close proximity to the prisoners, the last thing we wanted was someone attempting to take my weapon and use it against us. My two armed guards were standing at the door. The area we were working in was adjacent to the cell, and served as a go-between from the main police station to the prison. When my last prisoner came in to be looked at, he surprised us all.  
 
    The Iraqi policeman opened the cell door to put one prisoner back, and another man immediately began to step out. He was wearing what looked like a filthy silk shirt and a pair of ragged Dockers. He had tussled hair and a giant grin on his face, and as he walked out he looked like some kind of ostrich, with his arms undulating strangely, pushed out shoulder high, and his head bobbing as he walked. He very much looked like the poster boy for the “Walk Like an Egyptian” music video. As he stepped out he shouted, in perfect English, “I have TB.” 
 
    As he said this, my guards both slinked out of the room. My Iraqi police officer moved to the other side of the chamber. Then, it was just my interpreter, the Iraqi, and me. His pallor was good, his lung sounds were clear, his vitals were normal, and he didn’t have a cough, dry or otherwise. There was nothing to me that suggested that he had tuberculosis. other than the fact that he told us that he did. I attempted to get a history of the illness from him, but other than “I have TB,” his English was fatally flawed. We attempted to communicate through the interpreter, but he didn’t seem particularly interested. 
 
    I didn’t know if he really had tuberculosis or not, but if he did, there was no way that I could allow him to stay in cramped quarters, potentially infecting all of the others that were being held in the cell. I had to talk to the station’s colonel. 
 
    I walked into the colonel’s office, with my NCOIC (Noncommissioned Officer in Charge) for the day. We were invited to sit down, and one of the colonel’s aides came and brought us tea. I gave a report out to the Iraqi Police Officer and my NCOIC. Things went well until I began to talk about our friend with TB After I finished recounting the story the colonel looked at me, shrugged his shoulders and said in heavily accented English, “That man… he is a liar.” 
 
    I responded that regardless, he was a potential source of contamination for the entire cell population and that he needed to be tested to rule out TB entirely, otherwise he needed to be segregated away from the other prisoners.  
 
    The colonel looked at me angrily. I do not think that he was used to people disagreeing with him. After a few moments, he responded, “Fine. We will take him, but he is a liar. If he is lying, we will kick the sheet out of him.” 
 
    My NCOIC shrugged and said, “Well, you’ve gotta do what you gotta do.”  
 
    I was a little surprised by this attitude, but I recognized that if anyone could lie about a condition and then receive special treatment, that it could lead to a lack of control in the prison. We finished our tea, shook hands with the colonel, and left.  
 
    I never found out if that man had TB or not. The unit I was visiting with was mostly concerned with the first gentlemen with the broken arm and high blood pressure. I came to find out later that this individual had information concerning a bomb-making group, and he had refused to talk until he had received some kind of medical intervention. After being taken care of, he gave information that allowed the Unit to shut down a vehicle-born-improvised-explosive-device (VBIED) factory.  
 
    I often found, while I was working in Iraq, that it is the little things that make all of the difference. People are people no matter where you go in the world. A small amount of compassion can go a long way to mending bridges and improving the quality of life.  
 
      
 
    

  

 
   
      
 
    Just Can’t Catch a Break: Pre-Med Edition 
 
    Anantha Singarajah 
 
      
 
    Charlotte looked down at her watch as she walked briskly across the Court of Sciences, making a beeline towards the entrance of the chemistry building. 10:57 a.m. – “shit” was the only word that seemed to resonate in her mind, bouncing back and forth in her head like a ping-pong ball as she quickened her pace. She knew the consequences for coming into chemistry lab late. Not only would she lose lab points for the day, but also her teaching assistant, Will, would ridicule her once more. But at this point, with the quarter slowly coming to an end, was the extra sleep worth it? Absolutely.  
 
    Maybe medicine isn’t my calling – maybe I should look into those experiments where I get paid to sleep. I’m sure I could make a living off of that as I make up all those lost hours thus far, Charlotte thought to herself as she stumbled down the seventh set of stairs.  
 
    11:00 a.m. with not a second to spare, Charlotte stumbled into lab and managed to throw herself in a stool before Will turned to address the class. Another lab day, another experiment. Charlotte began to tap her foot impatiently on the edge of a desk as she listened to the introduction. It had gotten to the point where all the different experiments that she had learned were blending together. Crystallization, spectroscopy, distillation – if someone had told her that they were going to do fuckography, she would probably, without a question, grab the nearest graduated cylinder and say, “Let’s go.”  
 
    But today, as if heaven-sent, Will uttered the words “Thin Line Chromatography,” and the only thing that resonated in Charlotte’s mind was “challenge accepted." This was one experiment that not only was she confident about, due to the numerous times she repeated it in high school, but it was one she could definitely finish with time to spare. It had become a game for Charlotte – how quickly could she finish her lab experiment and therefore, how early could she get out of lab. So far, her personal best had been shaving an hour off her three-hour lab section. But today, she was going to go for 90 minutes. A full hour and a half that she could use to study for that upcoming biochemistry midterm – or maybe to catch up on this week’s episode of Bones. With a renewed sense of hope, Charlotte jumped off her stool before Will had stated his last word and headed straight towards the equipment drawer. Although she was never really the “gunner” type, Charlotte had learned a few tricks to maximize her productivity in lab. One was to make a mental list of the equipment she needed when Will began to drone on about what today’s lab entailed.  
 
    Without a second to spare, Charlotte quickly threw together her TLC plate, and began to record her observations. At the corner of her eye, Charlotte saw a large figure approaching. “Oh jeez," thought Charlotte, as she took in her lab partner, Fred, hovering nearby. His lips were parted slightly, a red flag for Charlotte that a slew of nonsensical questions were about to be directed towards her. Okay, sure, Fred was just a curious pre-med student who wanted to get the most out of his lab course. But come on, they were in their fourth and final year. Hadn’t that desire for learning been stamped out their first year? Everyone who’s anyone knows that at this point, you get the grade and you get out of there. Well, everyone except for Fred apparently.  
 
    Charlotte stole a glance at the clock – 12:10 p.m. “Time for some drastic measures,” Charlotte determined. Before Fred could get a word in, Charlotte leapt from her seat and exclaimed, “Oh no! I spilled some solvent, how clumsy of me,” and proceeded to clean up her workstation as swiftly as possible. In the clear, Charlotte jotted her final observations and successfully placed the carbon copy of her notes in front of Will.  
 
    She smugly noticed that she was the first one in lab to finish today and with five minutes extra! Not wanting to waste a second more, she grabbed her backpack and started for the door. Suddenly, halfway out of lab, Charlotte heard her name being called. She turned around and saw Will beckoning her back in. Confused, she began to simultaneously walk towards Will while mentally going through her lab checklist. Although her experiment was thrown together haphazardly, she knew it was done properly. Everything, down to the exact shade of blue her sample had become via capillary action (not deep blue, but a blue-green with a tint of purple) had mirrored what exactly what was stated in the lab manual. “So what gives?” Charlotte wondered.  
 
    Her bewilderment increased when Will, without hesitation, handed her his credit card. “Hey, can you go get me lunch?” asked Will. Thrown off guard, Charlotte did not immediately answer. Will repeated in a slower tone this time, “I’m starving, could you get me lunch? A sandwich from Subway?” Several replies zoomed in and out of Charlotte’s mind as she processed what she was hearing:  
 
    “Get lunch for you? Mister I’m Your Teaching Assistant But I Won’t Bother to Teach or Assist?”  
 
    “Oh sorry, my grandfather just passed away and I need to leave now.”  
 
    “Are you kidding me?!”  
 
    “I actually wanted to go study for biochem and maybe watch an episode of Bones.” 
 
    But at the end, Charlotte mumbled a quick “sure” and proceeded to take off her backpack. Say what you will, Charlotte was not about to fail a lab course because she refused to provide her TA sufficient sustenance. With as much enthusiasm as she could muster, Charlotte asked, “What would you like from Subway?” Will replied, “Oh, I don’t care, surprise me!" Great, not only was she his lapdog, but if she even so much as screwed up a single ingredient in this sandwich, she could kiss her hard earned “A” good-bye.  
 
    As Charlotte walked towards the Court of Sciences Student Center, her stomach sank a little lower seeing the long line wrapped around Subway. Of course, it was lunch rush hour and not even picking up lunch for your TA could get you a pass through a mob of hungry college students. After what seemed like hours, Charlotte grudgingly ordered Will’s lunch and walked it back to lab. Upon entering, Charlotte noticed that there were only two students left– Fred and some other gunner. Everyone else had finished. A quick look at the clock confirmed why– it was now 1:45 p.m. and lab would be officially over in five minutes. Charlotte’s heart sank at her wasted “free time” and was only snapped out of her slump when the words “So, what did you get me?” pierced into her ears. Charlotte turned to explain her choice of “chicken breast,” but before she could get in another word, Will grabbed the bag from her and exclaimed, “Great, thanks, uhh, Celeste." 
 
    Without another word, Charlotte picked up her backpack and trudged out of lab. As she reflected on what had just transpired, Charlotte chastised herself for foolishly believing that she could catch a break as a pre-med. So why did I choose to be a doctor again? Charlotte asked herself. She sarcastically thought, Oh, that’s right, because I never wanted to fetch anyone’s food ever again. 
 
     Well, Charlotte thought to herself sadly, I think this calls for some television therapy – Bones it is!

  

 
   
      
 
    Suicide Mission 
 
    Dr. Grumpy 
 
      
 
    I moonlight as a consultant for various medical market research companies. It’s a thankless job, but somebody has to pay for the tomatoes. 
 
    So last night I had a dinner meeting with neurologists and sundry other specialists to review data on an up-and-coming product. 
 
    These are never fun, because neurologists by nature are a remarkably pathological group of personalities. Back when I worked at Humungous Neurology, Inc., the partners would argue if it was dark or light outside. I think they invite the other specialties to these as a buffer. 
 
    But I digress. 
 
    So I was seated next to Dr. Harangue, who I’d had the good fortune of not having seen in at least five years. In his own mind he’s a giant in his field. To those outside his mind he’s an obnoxious boil. He may have once been a good doc, but as they say in Hollywood, “you’re only as good as your last picture.” And his was made before Casablanca. 
 
    Neurologists will argue over anything. The meal started with a dispute across from me over whose bread plate was whose (right or left? GET YOUR BREAD OFF MY PLATE!), followed by a fight over which fork is used for salad. Somebody actually dragged the maitre d’ to the room to settle the issue (no, it wasn’t me. I sit still and keep my mouth shut as much as possible). 
 
    I’m not much into the swanky places they have these meetings at. I ordered a steak. I had no idea how complex this was. 
 
    Waiter: “How would you like that cooked?” 
 
    Dr. Grumpy: “Medium.” 
 
    Waiter: ‘That involves a light red center. Is that okay?” 
 
    Dr. Grumpy: “As opposed to…” 
 
    Waiter: “Well, rare is a pink center.” 
 
    Dr. Grumpy: “Medium is fine.” 
 
    Waiter: “I can do medium rare, too. That’s a pink/red combo”. 
 
    Dr. Grumpy: “What’s wrong with medium?” 
 
    Waiter: “I’ll just do medium-rare-plus for you. That’s a pinkish-red.” 
 
    Whatever. I’m trying to order a steak, not pick out draperies. 
 
    Then the talk began. Every time a doc involved in the study was mentioned, Dr. Harangue felt the need to interrupt and say, "I know that doctor personally. We’ve been close friends for over 25 years.” By the end of the meeting I was hoping they’d mention a study done by Hippocrates or Woodrow Wilson to see if he knew them, too. 
 
    After 15 minutes of talking, the speaker stepped out from behind the podium to show us all that his zipper was down, with his tucked-in shirt hanging out of it. A tactful internist promptly yelled, “Christ! Your fly is open!” to drop a subtle hint. 
 
    Then they brought dinner. The cardiologist next to me had ordered prime rib (no comment), and the waiter accidentally set my steak in front of him, and his prime rib in front of me. I pointed this out, and he quickly switched plates. 
 
    The cardiologist had a freakin’ FIT! “I don’t want that now! It was in front of him! He could have H1N1, or worse! Doesn’t the health department check you places anymore?!!!” It was literally in front of me for less than five seconds. 
 
    So I quietly started my steak, while they went to get Dr. Germaphobe a new prime rib (actually, I think they just brought him back the old one). 
 
    The next speaker showed us a seemingly endless series of graphs. After 20 minutes of this, she asked if anyone had any comments. Dr. Phlame at the end of the table immediately raised his hand. “Yes, I want to know why you chose red and blue as the main colors for the graphs. I think mauve and maybe yellow would be much more aesthetically pleasing. Also, I think some ruffles or curvy lines around the slide border would be nice.” 
 
    This was immediately followed by Dr. Harangue chipping in, “Dr. Phlame, do you live under a freaking rock? This company has been using those colors for years. But back to the data, did any of you people think to compare these results to a 1954 study by Longdead, et al?” The speaker (and everyone else there) had absolutely no clue what he was talking about, and Dr. Harangue chewed us out, as if it had just been published last week. When I looked it up, the study investigated a drug (that’s no longer in use) for an unrelated condition. 
 
    Throughout this excitement the waiters kept refilling our glasses (ENDLESS DIET COKE HEAVEN!), so dysfunctional personalities were not improving with repeated doses of Burgundy and other wines. 
 
    In one discussion, to argue a point about a competing drug, an internist actually reached into his pocket and pulled out a product insert. I swear! He had it with him, all scrunched up. After reading from it like it was a bible he sat down and began arguing with a pulmonary doc about when daylight savings time starts. 
 
    We made it through another 15 minutes of polite discussion before Dr. Germaphobe cardiologist began tapping my shoulder. “Hey, Ibee!” 
 
    I turned around. “What’s up?” 
 
    “Are you gonna finish your roll?” 
 
    Stunned, I looked at the bread roll I’d absently left on my plate. It was buttered, and I’d taken a few bites out of it. “Uh, no, I’m full.” 
 
    “Thanks!” And he grabbed it. So the guy who’d refused to eat an untouched steak was now chomping on my partially eaten dinner roll. Amazing what a bottomless glass of white wine will do. 
 
    As we sat through another set of slides, Dr. Harangue’s cell phone rang. He answered it, speaking loudly enough to be heard in the next county (i.e., his usual volume). “What? Yeah. No, I’ve got another half hour of this shit. The drug company people won’t shut up.” 
 
    The dinner ended 20 minutes later. To make sure all points were covered, the moderator specifically asked, “Dr. Harangue, are there any other comments?” 
 
    No answer. It was the only time he’d been quiet all night. He was in a burgundy stupor, slumped face down next to his crème brûlée. He was still there when I collected my paycheck and left. 
 
    

  

 
   
      
 
    Tips for Your First Anatomy Lab 
 
    Freida McFadden 
 
      
 
    Tip #1: Even though it might be freaky to be in a room full of dead bodies, it is way, way freakier if the bodies are any less than dead. 
 
      
 
    When I walked into anatomy lab for the first time, all I saw were rows and rows of bodies draped in thick clear plastic. I suppose there were some students and professors around too, but all I saw were the bodies. God, there were a lot of them. 
 
    It was my first day of medical school. Well, it wasn’t technically my first day. My first day was about a week earlier, when we had taken a basic life-saving course that taught us how to expertly save the life of a plastic doll. The course was taught by our dean, a heavyset man with a disproportionately big belly who informed us that it was extremely important for us to learn CPR because he fully expected to have a coronary in front of one of us at some point, and we would be forced to save his life. I’m telling you, if that really happened someday, he would be in big, big trouble. 
 
    So even though that was technically the first day, this felt more like the first day. Anatomy lab is what medical school is all about. Nobody makes movies about biochemistry class or medical ethics. But people have made movies about gross anatomy class. There is actually a real movie with that title. I saw it! 
 
    I was the first of my lab partners to arrive, so I walked midway across the large room to the cadaver we had been assigned to. Through the thick plastic, I could see that it was a man. A large man, not fat, but bulky and tall. That was all I could tell without moving the plastic. And there was no way in hell I was doing that until somebody else showed up. 
 
    I stood there for at least five minutes, twiddling my thumbs, and waiting for my partners to show up. After about 60 seconds, I was hugging my arms to my chest and shivering violently. The room was freezing, probably to delay the inevitable decay of the cadavers. I was wearing my first pair of scrubs, a blue pair that I had purchased in the hospital bookstore earlier in the week. The scrubs totally made me feel like a doctor, much more so than that silly white coat that had been presented to me in an overly elaborate ceremony a week earlier. But they were definitely not warm. Little goosebumps were growing up and down my arms. 
 
    Finally, my lab partners arrived. 
 
      
 
    Tip #2: After only one week of medical school, you do not know anyone in your class well enough to figure out whether or not you will hate them after being their lab partner for a semester. 
 
      
 
    During my first week of medical school, I managed to make two good friends named Suzanne and Jenny. Suzanne was a smart and sassy big-boned blonde, and Jenny was a sweet brunette with an accent that made her sound like Betty Boop. The three of us really hit it off. By the end of the week, we were practically skipping to class together holding hands. So when we were told to select some friends in class to be grouped with for anatomy lab, it seemed like a natural choice to pick each other. 
 
    If we didn’t have somebody we wanted to be paired with, we could leave it up to the anatomy gods to assign us. Of course, nearly everyone in the class asked to be paired with other people. You didn’t want to end up in one of those loser groups of people who made no friends during their first week of school, composed of the very shy and the very ornery. 
 
    Each group had four medical students. However, we hadn’t managed to befriend a fourth person enough to invite them to join us. We were so secure in our trio of harmony that we said that we wouldn’t mind not having a fourth partner. Instead, we were assigned a boy named Jeremy, who was only two thirds of a partner, because he was a religious Jew who had to leave early on Fridays (for religious reasons, I presumed). 
 
    Suzanne and Jenny arrived together 10 minutes late, explaining something about having been lost on the way to anatomy lab. Jeremy arrived shortly after, not offering any explanation for his tardiness. 
 
    I had only met Jeremy once or twice before this. He was small and I can only describe him as somewhat dapper. He seemed like he would be more comfortable wearing a bowtie than scrubs. He wore a black skullcap, a sign of religious observation. I wondered if he had a special skullcap that he would only wear to lab. I’m pretty sure that anything worn in lab could never again be worn in the outside world. I had purchased an extra pair of sneakers in addition to my scrubs, and I was starting to wonder if I should purchase some special underwear as well. 
 
    With everyone in attendance, it was time to remove the drape. Jeremy quickly established himself as the brave one and yanked away the plastic. Luckily, the cadaver was facedown. If it hadn’t been, I might’ve ended up facedown. I was sort of worried about fainting during my first lab. As it was, the cadaver didn’t look entirely real. 
 
    It smelled real though. Real bad, that is. The smell was faint when the drape first came off, but after a second or two, the stench rose into the air and hit me smack in the nose. It was a horrible smell. The smell alone could’ve made me faint. As it was, I grabbed onto the table for support. 
 
      
 
    Tip #3: Somebody always faints during the first anatomy lab. Don’t let it be you. But if it has to be you, maintain control of your bowels. 
 
      
 
    “I think I’m going to throw up,” Jenny gasped. 
 
    She then clasped her hand over her mouth and raced out of the room. Suzanne hurried after her to make sure she was okay. I had a bad feeling that my two lab partners were going to spend the entire semester either lost or trying not to throw up. 
 
    “Um,” Jeremy said. “We should probably get started.” He offered me a halfhearted smile as he pried open our dissection kit, which contained an assortment of forceps and scalpels. “Do you want to do the honors?” 
 
    I didn’t. 
 
    Jeremy made the first cut across our cadaver’s back. I watched with some degree of trepidation. I was scared that I might have to join Jenny outside, but the lack of blood made the whole thing continue to seem very unreal. I watched as Jeremy peeled away skin and fat, revealing muscle underneath. 
 
    “I think this is the trapezius,” Jeremy announced. 
 
    I nodded like I totally knew this. I didn’t. I had attempted to read the lab manual last night, but it was sort of a bust. The lab manual was incredibly hard to read. Imagine trying to read instructions for how to, say, put together a bookcase without having the bookcase pieces in front of you, then remember that for the next day. It was sort of like that. I tried reading it at my desk, in the kitchen while eating dinner, then on the toilet, and then in bed, at which point I fell asleep with it open on my lap. Maybe if it’d been open on my head, I might have learned from osmosis, but sadly, I woke up in the morning without any better knowledge of how to dissect the back. 
 
    Jeremy started flipping through the copy of the anatomy atlas we had been provided with for our lab. It was written by a man named Netter. I had a copy of the Atlas at home, but obviously you didn’t want to start bringing objects between lab and home. Therefore, this Atlas would be for lab only, dubbed a “dirty Netter.” 
 
      
 
    Tip #4: To make a dirty Netter, combine 6 ounces of vodka, one dash of dry vermouth, 5 ounces of brine from an olive jar, four stuffed olives, 8 ounces of anatomy lab drippings, and 2 ounces of medical student teardrops. 
 
      
 
    As Jeremy and I began separating the muscles of the back, I couldn’t help but notice that the texture of the muscles seemed very familiar. You know how they say that all white meats taste like chicken? Well, I don’t know if people taste like chicken, but their muscles definitely look a lot like chicken. 
 
    “Hey,” I said to Jeremy, giggling slightly. “Doesn’t this look a lot like chicken?”  
 
      
 
    Tip #5: If your lab partner is a religious guy, it’s probably better not to make a joke about how people look like chicken. 
 
      
 
    Jeremy shook his head at me. “That’s in really bad taste.” 
 
    I hung my head in shame. “Sorry.” 
 
    At that point, Jenny and Suzanne returned to the lab. I couldn’t tell if Jenny had thrown up or not. I definitely wouldn’t have been able to smell it on her. 
 
    “So what are we dissecting?” Suzanne asked. 
 
    Jeremy explained what we had done already (almost nothing). He showed her the muscles we had dissected, at which point Suzanne commented, “Hey, the muscles look a lot like chicken.” 
 
    They really do. I swear. 
 
    We got to work on the latissimus dorsi. As I pried out the muscle with my forceps, I overheard the people at the next table talking about potential names for their cadaver. I said, “Do you think we should name the cadaver?” 
 
    “Yeah, totally,” Jenny said. 
 
    I looked over at Jeremy, expecting him to launch an objection, but he just shrugged. 
 
    Suzanne cleared her throat. “I’m really not comfortable with that. I mean, this was a real person. It’s not our place to give him a name. I think it would be really inappropriate.” 
 
      
 
    Tip #6: Don’t push the whole naming of your cadaver issue. 
 
      
 
    Over the course of the next four hours, we revealed all the muscles of the back. In case you are interested, there is the trapezius, the latissimus dorsi, the rhomboideus (major and minor), the serratus posterior (superior and inferior), the levator scapulae, the semispinalis capulis, the splenius capitus, the splenius cervicis, the spinalis, the longissimus, and the iliocostalis. And not to mention the accessory nerve. 
 
    And I remembered it all. 
 
    Jenny only had to leave one more time to almost vomit, but other than that, things went very smoothly. We finished on the early side, when the table next to ours seemed to still be hard at work. 
 
    “Hey,” I said to my lab partners. I nodded in the direction of the other table. “Do you think we should help them?” 
 
    Suzanne looked at me like I was crazy. “Why?” 
 
    I shrugged. It was a pretty silly thing to do. I was tired and I wanted to go home as much as everyone else. “I don’t know, to be friendly, I guess.” 
 
    Suzanne shook her head. “I’m not here to make friends.” 
 
      
 
    Tip #7: If one of the only friends you’ve made so far in medical school uses the reality TV competition quote always said by the bitchiest contestant, you’re in big trouble. 
 
      
 
    Instead of helping our neighbor, we started the process of spraying down the body. This is something that must be done every day to keep the body from drying out. Except either way, the body was going to dry out. And just smell worse and worse every single day. It was something to look forward to. 
 
    Once the cadaver was sufficiently moistened, Jeremy grabbed the drape to put it back in place. He covered the body, and then for reasons that still aren’t entirely clear to me, he grabbed the edge of the drape and shook it out like it was the cover on a bed. 
 
    Unfortunately, I was in the wrong place at the wrong time. When Jeremy shook out the drape, I got soaked with cadaver juice. 
 
    And I do mean soaked. It was all over my scrubs (top and bottom), my bare arms, droplets of it got into my hair, and it even got on my face. And God help me, a little bit of it got in my mouth. It got in my mouth. I tasted cadaver. 
 
    “Oh my God!” I screamed. 
 
    “Sorry,” Jeremy said to me with a shrug, like he didn’t just do the worst thing to me anyone had ever done in my entire life. (I had a pretty easy life so far.) 
 
    And then as an encore, Jenny and Suzanne started giggling. 
 
    “Sorry,” Suzanne said through her giggles. “But that was really funny.” (She wasn’t here to make friends.) 
 
    I never wanted to go home and take a shower so badly in my life. Which is exactly what I did, although not before stinking up my car. 
 
      
 
    Tip #8: Anatomy is a crazy class. It’s very intense and it brings out the best and the worst in people. You can’t tell at the beginning of the year that the weird religious guy that splashed you with cadaver juice is going to become your good friend and confidant. You don’t know that the two girls who were your very first friends will be the two people who you learn to hate the most. You don’t know how you’re going to learn to stuff 10 encyclopedias’ worth of material into your brain, but somehow you’re going to do it. You’re going to get through it all, and at the end of it, you might tell people that anatomy is the best class you ever took in your life. 
 
      
 
    But in the meantime, go take a shower. In fact, take two. Because after the first one, you’re still going to smell. 
 
    

  

 
   
      
 
    Rose and the Nursing Home 
 
    Alice Gardener 
 
      
 
    Rose broke her hip just before Thanksgiving, which, after surgery and a brief hospital stay, has necessitated a month-long sojourn in a nursing home for rehab and physical therapy. The two nursing homes in town have been enthusiastically courting my elderly grandmother for years, each vying for her hand, and she, ever the coquette, has done nothing to discourage their attentions, while coyly declining to offer a commitment to either. One has gone so far as to send over frequent gifts of homemade soup in the hope of enticing her affections that way. Grandma just smiles and keeps leading them on. 
 
    Anyway, now that circumstances have forced her hand, it is up to Mom and me to go check out nursing homes. The staffs at both are extremely welcoming, but it becomes clear pretty quickly that one is head and shoulders better than the other in terms of hominess, cleanliness, privacy. We know Rose would be miserable in the cold, noisy, asbestos-tile-floored 1950s’ dormitory-style one, with the large, hose-em-down shower room down the hall. The facility has no private rooms available, only doubles, and the only room they do offer comes with its own long-term roommate, an individual whom they have taken pains to remove to other activities, and whom, we find later, they have found it impossible to place roommates with in the past, and whose presence is inescapable even though she is physically absent.  
 
    The room looks like a busy stall at a low-end flea market. I don’t know where to look first. The arrangement of her from-home furniture, with the stained, outsized recliner, facing the door like a throne, and the overpoweringly loud decorations make it clear that poor Rose will just have a bed in the corner, with no quiet and no privacy. The cracked leather of the roommate’s recliner is liberally anointed with body fluids from what I can only guess are weeping sores and decubitus ulcers (I’m picturing the place crawling with MRSA), there are multi-hued afghans draped everywhere, and the startling oversize visage of a NASCAR driver grins up from the bedspread. Children’s artwork, dreamcatchers, macramé, and family photographs of some very large people are scattered clear to the ceiling on every vertical surface, and a legion of knick-knacks and bric-a-brac crowded on every horizontal one – figurines, bobbleheads, statues, bottles, jars, vases, and innumerable novelty items, and a television that has to be three feet across dominates the other side of the room. There is nary a book in sight.  
 
    Mom and I are floundering miserably, not knowing how to politely refuse without offending our guide or by extension, the roommate. We are being sucked in, and I can see my poor quiet grandmother suffocating miserably in this room with what is clearly an outsized personality with a very large family. Something amid the clutter catches my eye, both shocking and appalling me, even more than I already am. Two tiny dog bowls under the shared bathroom sink, clearly belonging to some little yappy anklebiter, are the blessing in disguise that allows me to step up and decline the room without actually having to offend the mysterious roommate. The dog bowls are a life preserver, and I cling to them gratefully. “Um, I’m sorry, but are those dog bowls?” I ask, gesturing to the bowls. 
 
    “Um, yes,” our guide hems and haws a bit. “Actually, we sometimes allow residents to bring their pets in to visit,” she informs us.  
 
    “I’m sorry, but Grandma can’t be around pets because of her allergies.” I don’t elaborate. Actually, grandma loves pets, but the nursing home rep doesn’t need to know this.  
 
    “Oh, I’m so sorry.” etc., etc., we extricate ourselves and move on to nursing home number two. 
 
    Nursing home Number Two is out in the country, bright, sunny, and clean; a stark contrast from nursing home Number One. The manager, the one who has been assiduously courting Rose, and sending her soup, meets us in the lobby. She leads us on a tour of the dining room, rec rooms, explains physical therapy, occupational therapy, art therapy, music therapy, cooking therapy, and whatever other therapies are on offer. She shows us to the private room she is proposing for Rose, at the end of the corridor with windows and rosebushes on two sides, a modern private bathroom with handicap access tub, and a host of other amenities. Mom and I are hooked. Where do we sign?  
 
    We report back to Grandma, and assure her that she is going to love this place. Rose is less than enthusiastic, given that she’s been living on her own for over 80 years, and has no desire to relinquish any of her independence. Eventually, promises are made, gifts are exchanged, the vows are read and Rose is reluctantly persuaded to enter into a trial marriage with nursing home Number Two, and is duly moved into the sunny bedroom at the end of the corridor. 
 
    The honeymoon is somewhat rocky, with Rose’s happy discovery of the call button, the bane of nursing staff everywhere, and the sole source of entertainment for many elderly patrons. “I like it when I push this button and people come see what I want,” she tells me, with an unmistakable air of imperiousness. It’s all I can do not to capsize my eyeballs. At this facility however, the call light is connected to a noisy buzzer in the room, so that every press of the button sets off a noxiously loud buzzer in the resident’s room as well, a sort of negative reinforcement – you don’t harass the nursing staff if your button pressing is met with noxious stimuli. I kind of like this idea – when I share this discovery with the girls at work, the suggestion of tying the frequency of the call button to a gradually increasingly unpleasant stimulus, like, say, a mild electric shock, is a very popular proposal.  
 
    Back to Rose. The fact that she is deaf as a post and won’t turn on her hearing aids “because it runs down the batteries” renders this particular deterrent moot. So she is enjoying hitting that buzzer and making the staff come down the hall to wait on her. 
 
    Just three days into her stay, she wakes up at 2 a.m. and has to pee. She still can’t walk without assistance, and so hits the call light. Nothing. Hits call light again. Nothing. She sits there for 20 minutes, furiously hitting the call button, to no effect. She commences shouting, but no one answers. Instead of assuming that the staff has fallen asleep at the desk, she does what any of us would, and arrives at the inescapable conclusion that the reason for the tomb-like stillness is that there has been a violent and bloody massacre in the night, from which she is the only survivor. She finds this idea almost as worrying as her full bladder. 
 
    Finding this circumstance particularly distressing, and getting more upset by the minute, she picks up her cell phone and calls the police and report a massacre at the nursing home. “Everyone is dead!” she tells the dispatcher. After calling the nursing home and receiving no response, in very short order half the local police force, as well as a brace of trainees from the academy nearby, descend in the wee hours, lights and sirens blaring. Men in black body armor storm in, guns drawn, and find the place deathly quiet. A sweep of the building reveals no bloodbath, just some confused staff in the back, asleep at the nurses’ desk, and one indignant nocturreic nonagenarian in the room at the end of the hall.  
 
    Finally, she gets someone to answer!  
 
    The aides help Rose to the bathroom, and after the hullabaloo has died down, and everyone is determined to be very much alive– well, as alive as long-term nursing home residents can be said to be– it is determined, upon further inspection, that the reason for the panic is that Rose’s call light has somehow mysteriously come unplugged from the wall. The staff helpfully suggest that it is possibly from the cord getting caught when she adjusted the bed up and down.  
 
    But I gotta wonder… 
 
    Rose adamantly refuses to relinquish her cell phone, and the staff take pains to make sure her call light is functioning properly, but despite their efforts, Rose does not enjoy her brief stay, and for some reason, the staff seems very relieved to break off the engagement as well. 
 
      
 
    

  

 
   
      
 
    Drug Rep From Hell 
 
    Dr. Grumpy 
 
      
 
    I like most of my drug reps. I’m sure many medical people will be horrified at me saying that, but it’s true. Most of them are decent people, working hard to support their families, just like I work hard to support mine. They have their job and I have mine. No, I’m not getting TVs, trips to Tahiti, or even a cheap pen to say that. It’s just true in my experience. 
 
    However, it only takes a few bad ones to give them all a horrible name. I’ve had my share of bad ones. My current nightmare is Rikki Phoneysmile, who works for Giant Pharma, Inc. This company is known for teaching its reps to be aggressive and obnoxious, and quickly eliminates reps who actually try to be friendly and well-mannered. 
 
    Rikki is a serious pain in the ass. My staff knows to not even ask me if I need anything from her. They just tell her I need none of her samples, and to go away. I keep hoping that if she goes long enough without my signature that Giant Pharma, Inc. will demote her to their pharm team at the used car lot. 
 
    Anyway, today, Mrs. Grumpy e-mailed me to get some tomatoes on the way home (off the subject, I have no idea where all these tomatoes are going. She has me pick up tomatoes all the damn time, and I’ve never seen one on the dinner table in any form). So I stopped at the grocery store. 
 
    I’m standing in produce, fondling the tomatoes, when I’m suddenly assaulted by Rikki Phoneysmile! Out of the blue, she’s suddenly in my face, between me and my tomato, extolling the virtues, mechanism of action, and low incidence of adverse effects seen with Flatulata, the latest unneeded product from Giant Pharma, Inc. 
 
    Rikki has actually, I kid you not, left a shopping cart with two small children (oh crap, she’s breeding) and her purse in it, about 25 feet away, so she could come capitalize on her chance encounter with yours truly. She even whips out a signature pad, asks me to sign, and says she’ll be happy to get me some Flatulata samples out of her trunk. 
 
    I frantically looked around for a cop, or someone having a stroke I could run to help, or a judge who could issue me a restraining order on the spot. No such luck. Just a lot of people staring at me and Rikki. 
 
    So I said, “Can you hold this for me?” and handed her the tomato. She automatically reached for it. And I ran out of the store. 
 
    Mrs. Grumpy isn’t happy about the lack of tomatoes for her arcane purposes. But I consider that the lesser of the two evils. 
 
    

  

 
   
      
 
      
 
    Brain Surgery 
 
    Freida McFadden 
 
      
 
    I was sitting in the lounge during my medical school surgery clerkship when the neurosurgery attending Dr. Stillman came up to me and said, “Would you like to touch a brain?” 
 
    I was so surprised by the question that I nearly choked on the bit of stale bagel I’d been trying to stuff in my mouth between the carotid endarterectomy I had just done and the infected aortic graft repair I was about to do. (And by “do,” I mean watch the surgeon do while I stood holding a retractor for hours on end.) 
 
    “What?” I finally managed. I didn’t have any water to recover from my choking episode, because water made me produce urine, and I was hoping my kidneys would simply shut down as I walked into my five-hour surgery. 
 
    Dr. Stillman explained to me that he was removing a tumor tomorrow, and he had cleared it with my attending, so I could go if I wanted. “And you can touch the brain,” he added again. 
 
    Honestly, I wasn’t that incredibly excited about touching a brain. I had touched the brains of cadavers and it felt just kind of like touching mush. But I guess it would be kind of fun to say to people, “Hey, I touched the brain of a living person! Isn’t that cool?” So I agreed to go to the surgery. 
 
    I arrived at the surgery on time the next morning, wearing my very best green scrubs. (Only kidding. All my scrubs came from a big sack of clean scrubs in the resident locker room.) The patient was in the room, but things were moving painfully slowly because the anesthesiologist had a little resident buddy who was being allowed to do everything. It took them a good half hour just to put in a central line. 
 
    Just to keep all the patient’s openings busy, I asked if I could put the Foley catheter in the patient’s bladder. I am, by the way, the Foley Queen. I’m just amazing at threading tubes into larger tubes. I guess everyone has to have one skill. 
 
    Unfortunately, things didn’t go as smoothly as they could have. The intern was helping me and he immediately dropped half the box of supplies, so we had to wait for an entire new kit to arrive. This prompted several people in the room to make the always hilarious and creative joke: “Remember, the Foley shouldn’t take longer than the surgery!” Har dee har har. We thought it might be hard to get the Foley in her (I’ll spare the details about folds of fat), but I saw the hole right away and pushed the catheter straight in.  
 
    As I said, I am the Foley Queen. Somebody hand me my crown. 
 
    Soon after, Dr. Stillman arrived for the surgery. It was around 11 a.m. at that point and I overhead him talking trash with another neurosurgeon. They were saying that whoever finished their surgery last would have to buy lunch (pizza). Then they sent one of the nurses out to order the pizza. The game was on. 
 
    At this point, the patient was unconscious and they started to set up the computer for the surgery. After a few minutes, I looked up at the computer screen and there was a fatal exception message. That’s pretty much the opposite of what you want to see on a computer screen during a surgery. They finally fixed it though. 
 
    “Brain surgery is all about the music,” Dr. Stillman told me. He tuned the radio to a classic rock station and started humming along with Bon Jovi. “We’ll start soon. Then you’re going to touch the brain. You want to, right?” 
 
    I confirmed that I still did. I was beginning to wonder if there was something wrong with me that I wasn’t more excited about the brain touching. Or at least as excited as Dr. Stillman seemed to be. 
 
    The patient’s breasts were exposed, and one of the nurses made a comment about her nipples. I had also been eying them and noticed they were sort of dimpled in, but I felt weird asking about it, considering she was here for brain surgery and all, not breast surgery. Dr. Stillman said he thought it was a variant of normal, but everyone in the room had to come over to hypothesize whether the woman had something wrong with her nipples or not. Once again, this was a brain surgery. 
 
    Then Dr. Stillman decided it was time to shave the patient’s head. I don’t know why the surgeon was the one doing this, but this was honestly more disgusting than the surgery itself ever could have been. The woman had cradle cap and he was actually trying to pick it off. The nurse who was watching him commented, “You’re gonna make me throw up.” 
 
    It was noon now and the surgery still hadn’t started. I had been in the room for nearly two hours. I was sort of hungry, which was fortuitous, because around this time the pizza arrived. We all stopped what we were doing and ran out of the room to get pizza. I guess the anesthesiologist stayed to look after the unconscious patient. 
 
    After the pizza, Dr. Stillman was finally ready to operate. At this point, the surgery was almost anticlimactic, especially since the woman had been operated on before so all the incisions were already made. Dr. Stillman pulled the skull pieces off as he sang along with the radio. 
 
    “Do you want to touch the brain?” Dr. Stillman asked me. 
 
    “Yeah, sure,” I said, finally feeling a little bit excited about the whole thing. 
 
    “Okay, go ahead.” 
 
    I reached out and grazed my finger very, very gently against the soft gray tissue. Immediately, Dr. Stillman’s eyes grew wide above his surgical mask. “What are you doing??” he screamed. “Be careful, for Christ’s sake!” 
 
    “Sorry! Sorry!” I said quickly as I backed away.  
 
    Everybody in the room was staring at me, horrified. It wasn’t like I had reached in and grabbed a fistful of brain. Had I somehow misunderstood when he told me I could touch the brain? Did he say “look” and somehow I heard “touch?” I was so embarrassed, I just sort of stayed in the corner quietly through the rest of the surgery, feeling mildly traumatized. 
 
    But hey, I touched the brain of a living person! Isn’t that cool? 
 
    

  

 
   
    The Jaguar Room 
 
    Dr. Grumpy 
 
      
 
    Dr. Grumpy is the medicine intern, on-call for Thanksgiving, at a large VA hospital (this is a veterans’ hospital with consequently a primarily cantankerous elderly male population). 
 
    A peculiar thing about VA hospitals (at least back then, I haven’t worked at one for 18 years) is that patients could sign out at the nurse’s desk, and come back later (allegedly they were in the hospital because they were sick, but you need to work at one to understand this point). So the sheet was always full of notations that patients had signed out to go to McDonald’s, or to buy cigarettes, or to smoke, or to visit friends at the homeless shelter, or to hold up a liquor store, or whatever. 
 
    Some bright businessman had opened a strip club across the street from the hospital. I think it was called The Jaguar Room. So on Thanksgiving, the VA ward I was covering was empty, as most of the patients had signed out to walk, wheel, or crawl over to The Jaguar Room for some female comfort and booze. 
 
    I was asleep in the intern’s room when the calls began coming in. All of them from the bartender at The Jaguar Room. Questions about was it safe for my patients to be smoking through their tracheostomy tubes? Were the cardiac telemetry packs still transmitting from across the street? Was there a place at the VA where the patients could get more $1 bills, because they’d used them all up on the strippers? 
 
    And my favorite: 
 
    Bartender: “Can I give Mr. Veteran another beer?” 
 
    Intern Grumpy: “Um, what’s the problem?” 
 
    Bartender: “He has one of those Foley bags things, with the tube going up his dick. The bag is, like, REALLY full, and I’m afraid if I give him another beer it’ll pop and send piss everywhere.” 
 
    Intern Grumpy: “Send him back to the hospital.” 
 
    Bartender: “Well, that’s bad for business.” 
 
    Intern Grumpy: “So is showering your clientele with piss.” 
 
    Mr. Veteran was wheeled back over to the VA immediately, by a topless stripper no less, who waited while his bag was emptied and then pushed him back to the bar. 
 
    

  

 
   
      
 
    Day One of Residency: Go 
 
    Brian Secemsky, M.D. 
 
      
 
    As this is the season for spanking-new physician trainees to flood hospitals around the U.S., I decided to chronicle my own very first 24 hours as a doctor so the reader can get a better insight into this annual event. 
 
    8:00 p.m., evening before: With my newly starched white coat, stethoscope and light pen packed neatly into my Tumi man-purse, I make believe that I am sufficiently prepared for the first day at the hospital. As a precaution, I look in the mirror once more to greet myself as “Dr. Secemsky.” Again it sounds fake, and I continue to believe I am an imposter. I proceed into my bedroom by 8:15 p.m. as if I’ve always turned in while it is still light outside.  
 
    8:00-10:00 p.m.: I convince myself that by skimming a medical textbook in bed eight hours prior to my first day as a working physician, I will somehow bring back the 10,000 teaching points I learned throughout medical school. I quickly discover that this is not the case and begin skimming the equally intimidating Game of Thrones. I fail at this as well and turn off the reading light.  
 
    10:00 p.m.-2:00 a.m.: Insomnia ensues. This episode, however, is different from past occurrences, as if every bit of my subconscious effort is focused on delaying the inevitability of the coming day. I begin the old routine: changing positions every five minutes, taking off and re-wearing socks, tapping my fingers to the most recent radio hit (clue: it wasn’t not to Carly Rae Jepsen). I get up and stumble towards the mirror to try on my new doctor title once more. It sounds even more pathetic watching my reflection mumble barefoot while draped in an old Alf t-shirt. I stumble back to bed.  
 
    5:30 a.m.: I wake up to three blaring alarms, as scheduled. I am at first convinced that I haven’t slept a wink. Then I remember the dream I had of heading back to my family’s home outside Chicago after being fired for inadequacy. I now wish I hadn’t slept at all. I shower while absent-mindedly humming Meatloaf’s famous ballad “I’d Do Anything for Love (But I Won’t Do That).” I question my emotional stability. 
 
    6:00 a.m.: I head to the coffee maker and begin my daily brew. I stop halfway. The vow to avoid coffee and cocktails for the first few weeks of residency emerges from the depths of my weary brain. I boil some hot water and reluctantly sip on some stale hibiscus tea I find in the back of the cabinet.  
 
    6:15 a.m.: Carpool full of first-year resident physicians (interns) arrives to pick me up. I enter the car and nod a greeting to my new colleagues, joining the nervous silence. I am relieved not to be the only one in complete despair of the coming day. 
 
    6:30 a.m.: Arrive at the hospital and meet my new team of residents. Handshakes and shoulder pats soon follow my entrance. I do my best impression of looking casually happy to be there. I can only muster a half-smile, half-grimace while awkwardly hanging my thumbs from my belt loop. Afraid of smelling like fear, I amble towards the furthest seat from the conference room table as the team begins discussing the patients on the floor. 
 
    6:35-11:30 a.m.: Names, conditions and management decisions fly by me left and right as if I am Matrix-ing past any comprehension of the day’s events. My fellow senior residents must have sensed my obliviousness as they are now penning down all the information for me to keep in my white jacket. By the time I am ready to meet my first patient I look like an origami figure with contorted papers sticking out in all angles from my newly pressed white coat. I look ridiculous. I head out to meet my first patient. 
 
    11:30 a.m.-noon hours: I am lost in the hospital. 
 
     Noon-1230 p.m.: More of a serendipitous discovery than a planned event, I stumble upon Ms. B’s room. I strut up to my first real patient as a physician, puff out my chest, cross my arms and wait for myself to make a grand introduction. I do not make any such statement. In fact, I stand foolishly in complete silence while poor Ms. B throws me a tired look of acknowledgement. “You must be my new doctor.” I resist the urge to turn around looking for such a specimen. Instead, I clear my throat and begin my meticulously practiced monologue. “Hi Ms. B. I’m Dr. Secemsky. I’ll be your physician while you’re here at the –" Ms. B immediately cuts me off. “I’m thirsty. Get me some orange juice.” I jump at this opportunity, as this is something I feel I can handle without consulting the senior resident. 
 
    12:30-12:50 p.m.: I am lost in the hospital 
 
    12:50 p.m.: I return with apple juice. Ms. B lets off a distasteful grunt as she takes it from my shaky hand. It is obvious to me now that she is in complete control of this new doctor-patient relationship. I am somewhat relieved by this fact. 
 
    12:50-6:50 p.m.: I finish interviewing and examining Ms. B and make rounds on the rest of our teams’ patients. As I still feel unfit to make real medical decisions without my senior physicians’ input, I stick to the nutritional aspect of their health. This essentially involves making now-familiar refreshment runs while intermittently getting lost in the labyrinthine hallways of the hospital. I question the difference between my present position and that of a medical student. I quickly come to the realization that title means nothing without experience.  
 
    6:50-7:45 p.m.: Evening sets in at the hospital. I sit down at resident’s computer to document my patient encounters. As I write my notes, I am amazed at the actual work that has been done. Besides ensuring that my patients were well-nourished using all the juice that I could pillage, I was able to independently examine my patients, answer their questions of care (with the help of my senior resident) and establish what I hope to be an enduring and meaningful relationship during their hospital stay.  
 
    8:00 p.m.: I return to my apartment, toss my bag in the corner, and head straight towards the mirror. I look directly at my reflection and greet myself. “Hello Dr. Secemsky.” I turn around to enjoy the rest of my evening before the coming workday. 
 
    

  

 
   
      
 
    Dr. Goldman, Pediatrician at Large 
 
    Freida McFadden 
 
      
 
    As a medical student on my pediatric clerkship, I worked with an attending named Dr. Goldman. Dr. Goldman was a kindly elderly gentleman, who was exactly what you’d think of when you’d imagine the quintessential pediatrician. He was tall and lanky and slightly stooped, with a poof of white hair on top of his head that made him look like a not-so-distant cousin of Albert Einstein. If they were going to make an ’80s sitcom about a pediatrician who is the most eligible bachelor in Florida, they could cast Dr. Goldman in the lead role. 
 
    Dr. Goldman’s reputation as a kindly old man was only slightly tarnished by his persistent sexual harassment of the female medical students. 
 
    Dr. Goldman was clearly an ass man, based on the fact that he frequently commented on our posteriors. His eyesight was failing, but he was still able to recognize my attractive blonde fellow student from way down the hall based on the appearance of her behind. But I have to admit, it was a little bit cute that he referred to it as her “tush.” 
 
    On a slow day, he told us this long, detailed, drawn out story about how one of his young patients’ mothers used to breastfeed unabashedly in public. He said he found it very perplexing until he found out her occupation, which apparently explained everything.  
 
    “What do you think she did for a living?” Dr. Goldman asked us. 
 
    We were all thinking “stripper” obviously. But the answer turned out to be that she was a Victoria’s secret underwear designer. Which really didn’t explain anything, but at least he managed to refrain from commenting on her tush. 
 
    As you would expect of a kindly, elderly pediatrician who was only slightly perverted, Dr. Goldman was beloved by his patients. In his 40 or so years as a pediatrician, he had come up with an impressive FOUR jokes that he told to each and every kid that came into the office. It was really cute the first time I heard them, but I eventually started to wonder if he’d ever come up with new material. I think he needed to bring in a writer or something. 
 
      
 
    Joke #1: 
 
      
 
    Dr. Goldman (to four-year-old boy): “How old are you now? About 10 years old?” 
 
    Little boy: [laughing hysterically] “No, I’m 4 and a half!” 
 
    At what point in life do people stop giving their age in quarters and halves? Like I’ve never asked an adult patient their age and they replied, “I’m 63 and a quarter!” 
 
      
 
    Joke #2: 
 
      
 
    Dr. Goldman: “I’m going to listen to your belly and it’s going to tell me what you had for breakfast.” 
 
    Little girl: “Okay.” 
 
    Dr. Goldman: “It’s telling me that you had… Cheerios!” 
 
    Little girl: [extremely impressed] “Yeah!” 
 
    Moral of story: 95% of children apparently eat Cheerios for breakfast. 
 
      
 
    Joke #3: 
 
      
 
    Dr. Goldman: “If seagulls fly over the sea, what flies over the bay?” 
 
    3-year-old boy: “…” 
 
    Dr. Goldman: “Bagels!” 
 
    3-year-old boy: [doesn’t get it] 
 
    Dr. Goldman: [to me] “Kids really love this joke. You can just see them working it out.” 
 
    3-year-old boy: [still totally perplexed] 
 
      
 
    Joke #4: 
 
      
 
    Dr. Goldman: “I’m going to listen to your heart now.” [places his stethoscope on little girl’s nose] 
 
    Little girl: [giggling] “No! It’s here!” [points to chest] 
 
      
 
    I thought this last joke was so clever that I used it on my own patient one day: a quiet, two-year-old girl who came in to be examined with her baby brother.  
 
    “I’m going to listen to your heart,” I announced to little girl. 
 
    I placed my stethoscope on her nose. She looked at me in absolute horror, then burst into tears. I think my error caused her to be seriously concerned about my skills as a physician. 
 
    Years later though, I can make my kids laugh by telling them I’m going to listen to their heart, then I place my stethoscope on their nose. I would thank Dr. Goldman for that, but sadly, I heard that he passed on in the years since my clerkship. Undoubtedly, he is up in heaven, pinching angels’ tushes. 
 
      
 
    

  

 
   
      
 
    The Nadir of My Internship 
 
    Alacrity 
 
      
 
    This is a cautionary tale about rabies, communication, and the joys of being an intern. Let’s begin: 
 
    I am a veterinarian, and I did my rotating internship at a large specialty hospital. The veterinary emergency room was busy– it was common for each doctor to see eight or ten cases per receiving shift during the day, and closer to fifteen overnight. 
 
    The veterinary specialists and staff ER doctors were usually pretty kind to the intern herd. However, we got to (had to?) perform any especially onerous tasks that the staff doctors did not want to do. This included such things as seeing annoying cases, rounding with the overnight doctor on everyone else, and preparing any rabies suspects for testing. 
 
    Raaaaabies! Rabies is fun. Rabies is fatal. Unless you’re one of the few people successfully treated with the Milwaukee protocol, rabies is a horrifying but short one-way trip. Therefore, there are some highly precise laws in place about which animals must be tested for rabies after their death. 
 
    For any rabies suspect we euthanize, we cut off the animal’s head, double-bag it, label it, fill out many, many forms, and ship it to the state lab for testing. If the results are positive, anyone who may have been exposed to that animal is notified, panics, and begins their post-exposure prophylaxis. 
 
    One day, I saw a big Goldendoodle named Mark. Mark had been dull for a couple of days at home and was reluctant to eat. We admitted him to the hospital and began some preliminary testing, but unfortunately Mark developed progressive neurologic abnormalities and rapidly deteriorated. His owners declined an MRI due to financial concerns, and we euthanized him later that afternoon. 
 
    His owners were hysterically upset. Mark was the prince of the family, and the reality of losing him was overwhelming. In the course of speaking with his owners, it came to light that Mark had also developed some behavioral changes over the past few days and had bitten the owners’ son. And Mark’s last rabies vaccine had expired six months ago (cue sad trombone). Unfortunately, we were legally required to test Mark for rabies. 
 
    In speaking with owners about rabies, I typically explain the seriousness of the disease and why the testing is mandatory. I then describe the next steps as “sending samples to the lab” instead of “cutting off your dog’s head.” I also explain that due to the nature of the test, cremation is strongly recommended instead of taking the remains home for burial. 
 
    Mark’s owners were not having it. They promptly lost any remaining marbles and began shouting obscenities at me, the walls, and the universe in general. Wild gesticulations were happening. I excused myself and asked Nancy, the veterinary hospital counselor, if she would mind speaking with his family. 
 
    After Nancy spoke with Mark’s owners, she said that she had gotten them to agree to the rabies testing, but only if they could have Mark back afterwards. When I stared at her like she was crazy, she said, “Oh, it’s okay. We’ll just have the state lab give us his head afterwards and you can sew it back onto his body.” She didn’t seem to think that this plan sounded at all unusual. Despite my efforts to explain to her that this would be both horrifying and insane, she smiled and told me that I was going to do it because I was an intern and she said so. 
 
    I am not making this up. I retrieved Mark from the cooler and cut off his head. Three days after Mark’s negative rabies test, one of our technician assistants drove to the state lab and brought his head back in a box. I pulled his body back out of the cooler and unpacked his head, which was frozen solid. It also had a large hole cut through the skull in the middle of his forehead where the lab had extracted their samples for testing. 
 
    If you’ve never tried it (I really hope you’ve never tried it), suturing a frozen head back onto a not-frozen neck stump is… challenging. The needle kept bending in the frozen skin, so I used a hair dryer to thaw his head. Also, all of this was occurring in the main treatment area of the veterinary hospital since there wasn’t a special room for necropsies or insane post-mortem procedures. 
 
    Mark’s head took about a half an hour to thaw, during which time most of the hospital staff walked by and asked me what I was doing. When I explained, the reaction was either horrified sympathy or “Hahahaha, suckaaaa!” Several co-workers offered tactical advice on how to hide the frozen-in bloodstains and whether or not to use a bandanna to help hide the sutures. 
 
    After some effort, I had successfully reattached Mark’s head to his body. I then carefully crafted a neck wrap and toupee for Mark out of his own fur to cover the Frankenstein suture line and the hole in his skull, and glued them in place with tissue glue. 
 
    I dragged Nancy over to Mark during this process so she could see what she had signed me up for. Nancy was used to working in an office setting and rarely saw anything quite so graphic, and she was a bit pale for the remainder of the day. I’m hopeful that the experience influenced her position on whether or not her plan was a good idea. 
 
    We tucked Mark into a casket, taped it shut, and cautioned his owners not to open the casket. I sincerely hope they never opened the casket. Then at our intern farewell party, my bosses gave me a surgical pack and a stuffed dog with a head that Velcroed on and off. 
 
    If you’re an intern, try not to let anyone but you negotiate the terms of a task that you will have to do. On the upside, if you fail, you (like me) will have a story that will solidly win the 2 a.m. intern one-upmanship of who had the worst day. Ahhh, memories!

  

 
   
      
 
    Waking Sheriff Woody 
 
    Dr. Grumpy 
 
      
 
    Before Viagra and its cousins, there were other methods of waking Sheriff Woody. They’re still out there, for those who have issues with Viagra. 
 
    One of them is Caverject (or Alprostadil for my pharmacy fans). This is fairly effective at getting it up for special occasions. They have to be pretty special, though, because Caverject has to be injected directly into your winkie to work. What fun. 
 
    Because it came to market before the era of direct-to-consumer celebrity advertising, we were fortunately spared TV ads featuring Eric Clapton singing (to the tune of “Cocaine”): 
 
    “If your lady is hot 
 
    Just give yourself a shot– 
 
    Caverject.” 
 
    But I digress. 
 
    I have a patient who’s been using Caverject for years. For whatever reason he can’t use one of the newer drugs. He’s kind of an aging, swinging, disco guy. In the ’70s he was swinging, single, wearing gold chains, and picking up babes at the disco. In 2009 he’s still swinging, still single, still wearing chains, and now picking up aging babes at the disco. 
 
    A few weeks ago he had a small stroke (he’s fine now), and as a result he’s now on Coumadin, a potent blood thinner. This gives new meaning to “Stayin’ Alive.” 
 
    So last Saturday he was out getting his boogie on and picked up Ms. Agingdiscoqueen. They went back to his place for some wild times. He shot himself up with Caverject and the fun began. 
 
    And abruptly ended. Apparently she got on top, and while she was riding the disco pony, blood began squirting out the side where he injected Caverject (thanks to Coumadin). Seeing blood flying all over those areas killed the mood fast. She ran out, and likely went home to douche with bleach. 
 
    Today he’s been visiting his cardiologist and me to discuss stopping Coumadin. 
 
    Thus endeth the ’70s. 
 
    

  

 
   
      
 
      
 
    The Gauntlet 
 
    Robert Balentine Jr., MD 
 
      
 
    We’ve lost Intern Number Four.  
 
    Well, I think we have. He hasn’t come back from the Gauntlet. But, it wasn’t like it would be first time someone disappeared in there. All we have as evidence are his notes, and those are less than, shall we say, helpful? 
 
    I guess I should start from the beginning if we’re going to do this. Might as well bring you up to speed. This story is going to make extraordinarily little sense as is, so filling you in probably isn’t going to change anything.  
 
    “Number Four. You’re on the Gauntlet today.” 
 
    “What?!? No! I’m not doing that. Send Stebbins. Everyone fucking hates him anyway.” 
 
    “Hey, fuck you, Jordy,” Number Three a.k.a. Stebbins interjected.  
 
    “Suck it, Stebbins,” Number Four responded. “Why do I have to do this?” 
 
    “Because it’s your turn,” I replied.  
 
    “Fuck the Gauntlet and fuck all of you!” 
 
    And, I can tell, at this point you’re wondering what exactly the Gauntlet is.  
 
    Sigh. 
 
    Okay.  
 
    Here goes… 
 
    The Gauntlet is our pet name for Ward Six. It is a 15-bed wing of our hospital that defies, well I want to say physics here, but the truth is that it is more comprehensive than that. The Gauntlet defies reality. 
 
    For starters, the damn wing qualifies simultaneously as a rehab unit, a psychiatric unit, a critical care unit, and a nursing home all at the same time. Insurers just fucking pay us for every single one of those codes. At the same time. I can bill for critical care, rehab, and a psych stay all at the same time every day while only having to see them once a month. It defies logic and possibly all the tenets of most major religions. Except Scientology, but that’s just because no one thinks that it’s an actual religion. Needless to say, it is the most profitable portion of the hospital. So, despite the oddities that abound there, it is here to stay. The attendings fucking love it. It’s keeping a teaching hospital in the black. We’re like the only place on Earth that can claim that. 
 
    The end result of all this, though, is that someone has to run through there once a month. 
 
    Fifteen patients.  
 
    One day. 
 
    And may God have mercy on your intern soul.  
 
    Because God knows none of the rest of us are stepping foot in that fucking place. 
 
    And so, Intern Four was missing. 
 
    Here are his notes… 
 
      
 
    Patient #1:  
 
    48-year-old African-American male, in with exacerbation of sickle-cell crisis. On high doses of Dilaudid every 15 minutes. Sleeping soundly upon examination, but asked for more narcotics via intercom the moment I opened the chart. Mentioned me by name, although I never spoke to him. Gave in to demands for additional narcotics as patient exhibiting high tolerance for opioids. Nursing cannot be found. Labs normal today. Will reassess hemoglobin and hematocrit in the a.m. and hope to start weaning pain meds at that point in time. May need transfusion if H/H below threshold for someone of his condition. Will discuss with attending. 
 
      
 
    Patient #2: 
 
    Patient unwilling to talk with me. I attempted to discuss her kidney disease with her, but she kept repeating a phrase over and over again. I am unsure what it meant, but sounded suspiciously like a line from the second Indiana Jones movie before the antagonist ripped out the heart of a nonbeliever. I have placed a psychiatry consult for the morning. She is requiring extremely high levels of oxygen to maintain her oxygen saturations. I am unsure of why this is, but I ordered an ABG for the a.m. The patient smelled vaguely of onion and, I cannot describe this more accurately, lust. Like, literally smelled like lust. I’m not talking about a Britney Spears’s perfume line. I’m talking about actual lust. The physical component of an emotional response to seeing another human being you find attractive. Just going to let that sit there and stew for a moment before moving on. Vaguely aroused, but on to the next patient. 
 
      
 
    Patient #3: 
 
    This patient had what I can only describe as a full methamphetamine lab in their room. Not just a meth lab, but a complete Bill Nye the Science Guy experimental setup. Thank God I put on the respiratory isolation gear before walking in. I still have not seen a nurse. The patient spilled something on me that looked like green toothpaste when I came in. Got on my skin. Scrubbed it off, but it’s still worrisome. Patient asked for more Benadryl for their allergies. I will order. 
 
      
 
    Patient #4: 
 
    Pigeons. Fucking carrier pigeons. The patient HAD FUCKING CARRIER PIGEONS in their room. The labels on the cages claimed they were Passenger Pigeons but, if my high school biology and history lessons are holding out here, those became extinct a couple hundred years ago. Still, I’m not sure that pigeons have retractable claws or make sounds like crows, so I cannot entirely rule this out. I did not speak with this patient per se. She talked. Oh yeah, she talked, but I’m not sure anyone but Cthulhu would have understood it. Ordered labs for the morning. Physical therapy to evaluate tomorrow, also. I increased her Lisinopril as her blood pressure was elevated a bit today.  
 
      
 
    Patient #5: 
 
    This patient was pleasantly demented, albeit a bit sex-obsessed. She kept talking about Grover Cleveland and his (apparently numerous) fetishes. As the chart states she is 143 years old, this is not entirely implausible, although I cannot rule out an element of error in the initial charting by the nursing staff. On that note, nursing appears to be completely unavailable to question. I am not certain if I have caught them on their lunch hour, but it is beginning to become disconcerting. An abnormally large number of feathers were noted at the nursing workstations outside this room. Patient’s potassium is a touch low. Will attempt to replace by mouth today.  
 
      
 
    Patient #6: 
 
    Rash noted. Not just on the patient. On the sheets, the bed frame, the pillows, and the Venetian blinds. Looks fungal. Wrote for an antifungal cream. I’d start with the blinds first. 
 
      
 
    Patient #7: 
 
    Unable to examine patient. It appears that they have woven themselves into some sort of cocoon in the upper corner of the room. Normal bowel sounds noted, but heard without use of stethoscope… from the doorway. 
 
      
 
    Patient #8: 
 
    My skin is beginning to itch at the point where I made contact with whatever that green liquid was. Patient masturbating when I walked in. I oddly did not mind. I keep thinking I hear someone calling my name around the corner, but I don’t see anyone when I go out to look. This occurs once every 128 seconds. I am not sure how I know that interval exactly, but it seems right when I write it down here. Also, my pen ran out of ink two patients ago. I’m now writing in red. I am not certain where the red ink came from, although I am wearing Band-Aids that I don’t remember putting on now. My pen has also disappeared and I am writing with a feather quill. Not sure where that came from, either.  
 
      
 
    Patient #9: 
 
    Where the fuck did all these feathers come from? I mean, I walk into a room and, when I turn around, the door is filled with them. It’s like I’m shedding them or something. Anyway, this patient might be dead. I’m not positive. I keep getting this urge to head south. As the patient’s bed is on the north side of the room, I’m not planning on confirming anything at this point in time. I wonder if they sell sunflower seeds in the cafeteria? 
 
      
 
    Patient #10: 
 
    FUCK 
 
      
 
    Patient #11: 
 
    YOU!!! 
 
      
 
    Patient #12:  
 
    This entry only contains a photocopied picture of a crude gesture. 
 
      
 
    Patient #13: 
 
    28-year-old Hispanic male with a past medical caw of diabetes, caw, and hypertension. He is slowly cawing his blood sugars. Need to adjust his caw prior to discaw. Will ask caw management to help him with his prescawptions. May need home health cawed up. 
 
      
 
    Patient #14: 
 
    There is no legible entry here, unless you count white feces with a black smudge through them. The defecation pattern roughly resembles that of a bird, albeit much larger in terms of volume.  
 
      
 
    Patient #15:  
 
    There is no entry whatsoever. The chart was found by the patient’s open window next to a single feather. Claw marks were noted on the window sill and a similar defecation pattern to patient #14’s note was observed nearby.  
 
      
 
    And so, we are left an intern short. On a Monday. It’s an incredible inconvenience. At least no one has to go back there for about four weeks. Stebbins keeps mouthing about how we shouldn’t go back, but it is the most profitable wing in the whole damn place. Maybe I’ll send him next time. Intern Four was right, after all. No one fucking likes Stebbins. 
 
    

  

 
   
      
 
      
 
    Mental Piece Keepers 
 
    Carl Cohen, MD 
 
      
 
    Editor’s Note:  
 
    A psychiatric outpatient opened fire Thursday inside a psychiatrist’s office at a hospital near Philadelphia, killing his caseworker and slightly wounding the doctor, who shot the gunman with his personal firearm, authorities said. USA Today, July 25, 2014.  
 
      
 
    There are many unheralded community psychiatrists who keep mental peace in big cities. Below is the story by one of the best of the old timers, Doc Cohen.  
 
    Doc Cohen drove his aging Mustang into the parking lot of the Downtown Community Mental Health Clinic. He eased himself out of the car, his left knee and back were aching, and frankly, he had slowed down after so many years working downtown. It was already sweltering, and as he wiped the sweat from his brow he felt the jagged ridges of the scar of the bullet that had grazed his skull back in ’09. He should have left then.  
 
    Many of the guys he had come up with in the early days of community psych had left. The Stelazino brothers were gone. They had been the first to bring community psychiatry out West. For years they worked in a run-down Westside single room occupancy hotel near the river. It was a hotel with mentally ill, criminally insane, chemical abusers, and anti-social types, but the most fearsome were the “co-morbids,” a sordid gang of men and a few women who came in assorted flavors and were nearly impossible to treat; for example, maybe the worst, the criminally-insane mentally-ill chemical abuser with anti-social tendencies. The brothers’ satellite clinic was situated in a walk-in closet on the third floor. Doc John dispensed meds, shots, and advice while seated between industrial size cans of tuna fish and Heinz beans, and Doc Jim manned the other side of the closet entwined amidst hanging clothes “donated” by deceased tenants that still reeked of perspiration, urine, tobacco, and shawarma, the latter resulting from the hotel’s proximity to a Middle Eastern restaurant. Things had gone smoothly at first, but after about a dozen years, the pipes running through the closet started making a noise that sounded like, “Kill him. Kill him.” The psychotic folks began to incorporate this message into their hallucinations and every few weeks the brothers had to take down someone who was about to smash their knee into one of the brother’s face. A plumber eventually fixed the problem, but soon the pipe started wheezing, “Kill me. Kill me.” So the brothers had to deal with a rash of suicides. It finally got cleared up, but a couple of years later the pipes started bleating, “Eat him. Eat him.” That was it. They hung up their Haldol injectables and were last seen on the Hudson River ferry headed into the sunset over New Jersey.  
 
    Then there was Abe Saphris. He’s gone too. Abe was a community psychiatry pioneer. He went down South, all the way to the Bowery, in the ’70s, way before the fancy people and developers discovered the place. Every morning, Doc Abe would clear away the Night Train and Thunderbird bottles at the center’s door, and every evening he would stop to check his clothes and hair for moving organisms. Doc Abe worked in a small room off a cavernous dining room inhabited by men in various states of crapulence and psychoses. One afternoon, Doc Abe passed a Salvation Army store and through the window he noticed a desk with a warped Formica top and chipped white painted metallic drawers accompanied by a threadbare chair and a goose-necked metallic lamp atop the desk. A sign read, “Entire set $13.17.” Doc Abe thought, “How sad it would be to have to use that furniture at your job.” Suddenly, he realized that it was a replica of the furniture in his office. He yelled hysterically, “Thirteen dollars and seventeen cents! Thirteen dollars and seventeen cents!” He thought about years of medical school and residency, student loans, thousands of patients—any cures? Forget cures. Very few men ever showed any improvement, not surprising given all the other things going on in their lives. By the late afternoon, Doc Abe had disappeared and all that was left were his Birkenstock boots that he left under his shitty pathetic desk.  
 
    But the County kept asking Doc Cohen to hang on. He even hung on after all the cut-backs following the recession; even when he lost several deputies. He had a bad feeling. It was hot and humid, and the air, electrified and reeking of ozone, signaled the approaching storm cloud. He glanced down at his belt and checked that his 45 was securely in the holster. As he entered the building, he was greeted by Andy and Gabby, the two techs. They said there might be trouble today. Psycho Pete was in yesterday, and he hadn’t been seen soon enough, and he left in a huff. Pete had lost his part-time job, he is snorting coke again, been fighting with his wife, and said he was broke. He left angry and said he’d be back––  
 
    I reassured them. The county expects me to take care of these guys and I’ll make sure that we keep order here. They both looked down at my 45. Thankfully, I had to use my 45 only a couple of times in the past five years. I thought it would be worse after the cutbacks. It’s been nothing like the ’80s, when I had to take down a patient almost every week.  
 
    I entered my office and checked my email. Exciting things happening: “NIH plans 12-year $4.5 billion effort to map brain connections and neurochemical process.” Then I heard commotion in the hall. It was Psycho Pete. I looked out the door. Pete had just shot Gabby in the leg. Pete saw me and turned his gun in my direction. Some of the psychiatrists uptown think that you can talk these guys down, but I told Pete that he better drop his weapon. He yelled, “Mental health has failed me” and fired a shot that just missed my head. I took him down with one shot to the right shoulder and Andy disarmed him. The ambulance took him to County Hospital; then he’ll go to jail where they can pick up his psychiatric treatment. 
 
    I went back to my office, where Ms. M was waiting. She told me that this past week her son was arrested and there was a shooting outside her apartment building. She said her “nerves” were acting-up again. I listened sympathetically and then wrote Abilify for her and told her that I will increase her Cymbalta. I was starting to feel better. 
 
      
 
    

  

 
   
      
 
    Thanksgiving of the Dress 
 
    Eve Shvidler, MD 
 
      
 
    After three days of overeating and the sad revelation that the top button of my sexy jeans no longer closed due to a Thanksgiving Inch, I was ready to get back in the operating saddle of women’s health. 
 
    I was assigned to operate with New Attending, a fun and quirky recent graduate of residency from a program up North. We had Oncologist on back-up for one of the cases that was suspicious for a cancer.  
 
    The first case was a simple dilation, curettage and hysteroscopy on a 28-year-old African-American woman who was complaining of heavy bleeding for the past five months. We placed her legs in stirrups and she was induced into an anesthetic coma.  
 
    I placed the speculum inside her to start the surgery. We carefully dilated her cervix and viewed the inside of her uterus with the hysteroscope (small camera that looks inside uterus). 
 
    “I don’t see any polyps or fibroids,” I commented as I moved the camera around in a circular fashion, making both of us dizzy. 
 
    “I was totally expecting to find a big polyp (overgrowth of tissue) in there,” New Attending answered. “Let’s scrape her out and get on to the next case.” 
 
    I followed her lead and we scraped a tissue sample from the uterine lining. Her bleeding slowed and I hoped we had fixed some of her problem.  
 
    Our next case was a 59-year-old woman with a history of a nasty ovarian mass seen on ultrasound and found on exam. I met her on the way into the operating theater. She was a sweet, yet assertively intelligent woman. She asked a lot of questions. 
 
    “So, you are going to be helping New Attending in the operating room?” Nasty Mass Lady inquired. 
 
    “Yes, Ma’am,” I answered. “I’ll be an extra set of hands.” 
 
    “Well, how old are you?” she asked. “You don’t look old enough to be a doctor.” 
 
    “Trust me, I’m old enough to be a doctor,” I said. I reminisced of my recent twenty-ninth birthday and thought of how I was brought to tears at the thought of being so old. Now, I had an inquisitive patient that was skeptical of my abilities as a surgeon because she thought I looked too young. 
 
    “I hope you are as good as Doogie Howser. You docs keep getting younger and younger,” she said. 
 
    “I’m really not that young, Nasty Mass Lady. It’s just all those wrinkle creams I’ve been using,” I said reassuringly. 
 
    She started to laugh and we wheeled her into the operating room. 
 
    We went to work on her midline incision, stretching from a few centimeters above her belly button to just above her pubic bone. We opened the fascia (tough tissue layer covering the muscles of the belly) and pushed the rectus muscles out of the way. We entered the abdominal cavity and tried to deliver the cyst out of the incision. 
 
    “It’s stuck to everything,” I commented as I slowly tried to tease away the filmy adhesions of colon, small bowel and uterus from this plastered ovarian mass. 
 
    “Just move slowly, you are doing great so far,” New Attending said with encouragement.  
 
    “Do you need me to scrub in?” Oncologist asked as he peeked over my shoulder and saw the caked in mess of a tumor that was connected to every vital organ in the pelvis. 
 
    “We’re making progress,” New Attending answered. “We should be okay for now.”  
 
    I had half of the cyst out of the pelvis and peeled away from the various structures when all of a sudden…  
 
    POP! 
 
    A wave of green slime flew onto New Attending’s face mask, neck and gown. The cyst had exploded in our attempts to carefully remove it intact. She had a look of complete shock on her face and I stared at her in disbelief. Everyone in the room said, “Ew… that is so gross,” in unison.  
 
    I started to giggle uncontrollably and was hysterically apologizing at the same time, “I… I… am so ooo,” giggle, laugh, breathe, “ughh… I’m SO SORRY,” giggle, breathe, laugh. 
 
    The slime had created a puddle on the floor and the cyst was continuing to ooze out its contents into her belly. I vigorously suctioned the fluid away and giggled under my mask. New Attending stepped away from the table and said, “It’s in my fucking bra. I can’t handle it. It’s in my BRA…” 
 
    “Don’t worry, New Attending, I’ll scrub-in and help Junior Doc out,” Oncologist said and he headed out the door to the scrub sinks. 
 
    New Attending pulled her gown and gloves off and landed them into the puddle of slime on the floor. The scene was reminiscent of “Ghostbusters” when the characters were slimed by the ghosts. 
 
    “I have to take a shower,” she said. “I just can’t handle it.” 
 
    I had finally composed myself by this time. The giggles turned to a more serious look on my face and I continued to apologize profusely. If any other attending had been standing across the operating table from me, I would have been mortified. But I knew that New Attending was a good sport. She was young, spunky and freshly inducted into the attending status.  
 
    Oncologist met me at the other side of the table and we carved out the rest of the broken ovarian cyst. 
 
    “Send it down to pathology for frozen section,” he ordered the nurse. We were going to get a preliminary diagnosis on the cyst to indicate whether or not we were dealing with cancer. We worked on finishing the rest of the hysterectomy and taking the remaining ovary and tube out while we waited in suspense to hear from the pathologist. 
 
    “What do you think? I mean it looked pretty benign to me,” I commented to Oncologist as New Attending returned from her de-sliming shower scrub. 
 
    “I don’t know, Junior Doc,” he said with a sigh. “It sure wasn’t behaving benign. Usually benign cysts don’t have so many adhesions.” 
 
    I was sure it was benign on first glance. Most ovarian cancers I had seen in the past had visibly spread beyond the ovaries and uterus in to a globular mess of tumors all over the abdomen, onto the bowel and omentum (fatty layer covering the bowel). Nasty Mass Lady just had a single sticky cyst hanging off of her uterus. And to think that if this was cancer, we had just accidentally popped a cancerous cyst’s contents all over her belly and onto the floor. I was praying under my breath that she didn’t have cancer. She was only 59 years old. So young with so much life ahead of her. 
 
    New Attending had rescrubbed and Oncologist moved to the side when the pathologist called us with the news. 
 
    “Ugh, New Attending and Oncologist?” the pathologist inquired over the speakerphone. 
 
    “Yes,” we all answered in unison.  
 
      
 
    _____ 
 
      
 
    Thanksgiving Day was brutal. The Laparoscopy Guru and I had been up all night for a crazy on-call shift. After a long day in the operating room, Pre-Thanksgiving, the Guru and I headed to Labor and Delivery. The scene was hopping. We did three C-sections back-to-back and I barely made it to a vaginal delivery at the end of the third C-section. I had to scrub out of the C-section, while he closed the patient up, in order to catch the special delivery happening in a different labor room. By 2 a.m., things had started to quiet down. I was longing for a chance to snooze for a few moments while dreading the impending flight to Arizona I was to board in the morning. 
 
    We tucked everyone away and landed into exhausted and dreamless sleeps in our call rooms.  
 
    Ring-ring… Ring-ring…  
 
    “Ah, hello?” I grumbled into the phone while rubbing my eyes to view the alarm clock. 4 a.m.? 
 
    “Junior Doc?” Nurse Anne spoke into the phone. “The laboring patient in Room 6 is having late decelerations on her tracing.” 
 
    Not again! Room 6, room 6. She was the 35-year-old lady having her fourth baby. 
 
     Late decelerations, or dips in the baby’s heart rate, were not a reassuring sign of fetal well-being. When they appeared on the heart tracing, there was usually a low threshold for a C-section delivery. 
 
    I picked myself up from the call room. I didn’t want to operate anymore. My hands hurt. I was exhausted and I had to be at the airport in just a few hours. I stumbled out to the nursing station and reviewed the fetal heart tracing, over and over. I saw what Nurse Anne was alluding to, but I didn’t agree with her.  
 
    “These aren’t lates, they are variables,” I said to her, pointing to the nadir of the heart dips in conjunction with the patient’s contraction pattern. “I think we can continue to watch her closely. She is making good progress and should deliver soon.” 
 
    The team of night nurses started to grumble under their breath in disbelief.  
 
    “Shit, I’m not going to be responsible for that tracing,” one nurse commented. 
 
    “We’re just going to end up cutting her in an emergency at seven in the morning,” another nurse complained. 
 
    “She’s just a young doctor,” Attitude Nurse said. “I’m calling the Laparoscopy Guru.”  
 
    Nurse Anne looked at me with a bit of embarrassment. I think she believed me, but some of the older and more experienced nurses had other plans. I knew they wanted me to call a C-section on the patient, but I just didn’t feel it was necessary. 
 
    The Laparoscopy Guru appeared a few moments later and I suddenly felt ashamed, as though I had failed to instill confidence in my decision to the nursing team. He started to review the tracing and said to me, “You should have called me sooner.” 
 
    I pointed out my arguments on the tracing as to why I felt that the patient would be safe continuing to labor. Interpretation of fetal heart tracings can be very tricky and difficult to discern. There is often dissent amongst obstetricians as to what the tracing is actually telling us.  
 
    The Guru spent 30 minutes reviewing and re-reviewing, reviewing and re-reviewing. Finally, he looked at me and said, “I agree with you. These are not late decelerations. We will continue to let her labor. But let’s try to get the baby out soon.” 
 
    I felt relieved and a bit vindicated. Nurse Anne was smirking with me while some of the other nurses looked a bit shocked. I stood my ground and maybe gained a little respect in the process. The nursing staff would never work smoothly with a doctor if they didn’t have confidence in their abilities as a physician. They all respected the Guru, and now they were starting to respect me. 
 
    I stayed up until the end of my shift watching the heart tracing. I didn’t want to miss anything if something changed. At 8:30 a.m., I handed off the on-call beeper and rushed to the airport. Family and turkey were waiting for me in Arizona.  
 
    Grandma picked me up at the airport after an uncomfortable crunched-up snooze on the airplane. She was one of my favorite people in the world. We discussed my most recent love interests and exciting career happenings on the drive home. 
 
    Sister had driven from Los Angeles separately and was perfectly dressed in her fashionable attire on my arrival at home. I was a bit groggy trying to function on just two hours of sleep. 
 
     Mom, Dad and Brother gave hearty hugs and kisses as I rolled my suitcase into the bedroom. The ugly bridesmaid dress I was to wear in an upcoming wedding for Bridezilla’s nuptials was lying on the bed, wrapped in its plastic covering. I had dropped off the dress with my sister in Los Angeles, a few days before Thanksgiving. She was going to transport it by car so that it didn’t end up wrinkled and scrunched on the airplane.  
 
    “Hey, how come you only gave me the skirt part of the dress?” Sister asked as she pointed to the plastic covered package lying on the bed. 
 
    “What do you mean? I gave you the whole dress,” I said in a matter-of-fact voice. I ruffled through the plastic bag only to find that the top part of the dress was missing, and I was left with a satin, peach fuzz colored, floor length skirt with a skinny sash. 
 
    She started to laugh. “Dude, I swear to God, all I had was the skirt,” she said between her giggles. 
 
    “Why are you laughing?” I screamed to her as she pulled back with a startled look on her face. “How can you be so damn irresponsible? I gave you the whole dress. What am I going to do?” 
 
    “Don’t yell at me!” my sister screamed back at me. “I didn’t want to take the goddamn dress with me anyway. And maybe it fell out before you gave it to me. Did you think about that?” 
 
    “I saw that the whole dress was there when I put it in your car. You are such an idiot. I can’t believe–“ 
 
    “Hey, don’t call me an idiot!" 
 
    We were shrieking at each other, yelling obscenities. My anger had turned to rage and I couldn’t control the emotions I was feeling. I was just so incredibly mad. 
 
    “Hey, hey, what is going on in here?” I heard Mother say as she walked into the bedroom. We were holding up the satin skirt, inspecting it for any secret pocket passageways where a dress top may have been hiding. I had ordered the dress three months in advance for the occasion. The wedding was just a few weeks away and I was mortified by the thought of having to tell Bridezilla that I had lost half my bridesmaid dress. 
 
    “She lost my dress!” I screamed at Mother. I was so irate. 
 
    “You are such a bitch, we will get another dress,” Sister yelled. 
 
    “No we won’t. It takes months to order,” I replied. 
 
    “Listen,” Mother interrupted. “I don’t want to hear anything more about the dress. This is Thanksgiving and I’ll be damned if a bridesmaid dress is going to ruin it.” 
 
    The rest of my family had been listening in silence at the dinner table. 
 
    “I just need to be alone for a moment,” I said. My anger level was still so high and my blood was boiling. I slammed the door behind them as they walked out of the room and sat on my bed. I started to sob profusely.  
 
    Sleep deprivation. Sleep deprivation could do awful things to me. I was thinking about the humiliation I would feel at breaking the news to Bridezilla about the dress. 
 
    “Yes, Bridezilla,” I would say in a soft voice. “I can make life and death decisions about other people’s lives. I can perform dozens of operations. I can aid in bringing life into the world. But I can’t get my shit together enough to hold onto both parts of my bridesmaid dress.” 
 
    I had convinced myself that I was going to ruin her wedding. That our friendship would be scarred for life. That she would feel that I had purposely sabotaged my role as a bridesmaid, for she must have known how truly ugly those dresses were.  
 
    I took a cat-nap for 15 minutes and rejoined the family at the dinner table. My rage and anger had disappeared and I filled my wine glass to the brim. 
 
    Sleep deprivation mixed with alcohol.  
 
    Interesting combination. 
 
      
 
    _____ 
 
      
 
    “Good morning, Nasty Mass Lady,” I said softly and I watched her rouse in her hospital bed. I could hear the swish of the IV running as I slowly turned on the lights in her room. 
 
    “Good morning, Junior Doc,” she replied in a groggy voice. 
 
    “How is your pain this morning?” I asked. 
 
    “It’s not so bad. I have my happy button,” she said as she lifted the button to her morphine pump and gave herself a load. 
 
    I started to examine her, taking off her dressing to check out the incision and listen to her belly. I explained our goals for the day. 
 
    “Today I want you to get-up, walk around and start eating. We’ll turn off the pain pump and give you pain pills by mouth—” 
 
    “Junior Doc,” she interrupted. “I was a little bit dazed yesterday after the surgery and New Attending explained to me what was going on, but I don’t remember it all. What did you find?” 
 
     I suddenly felt a hot rush to my head, I hated this part… hated it. I took a deep breath and gulped down my anxiety at breaking the impending news. 
 
    “So, there was cancer found during the surgery. Cancer in your ovary,” I said with my best look of compassion. I stopped for a moment to give her time to process the diagnosis.  
 
    “Oh no,” she cried out at the realization of the news. “Had it spread anywhere?” 
 
    “It didn’t look as though the cancer had spread, though we will need to wait for the final pathology report to be completely sure of that,” I answered. 
 
    She started to cry and shake her head back at forth. “I didn’t need this, I didn’t need this at all…”  
 
    I grabbed her hand as her weeping continued and tried not to look away. I had spent the last five days obsessing over locating a stupid peach fuzz colored bridesmaid dress and I thought I had problems. Suddenly, my plight seemed silly and selfishly rude. This poor lady had big problems, serious problems. 
 
    Ovarian cancer generally carries a fairly poor prognosis. Most patients receive several rounds of chemo and a second surgery before throwing in the towel. The dying process is long, unpredictable and anxiety provoking. 
 
    I sat with Nasty Mass Lady for a few more moments.  
 
    “Try to focus on getting better, getting back on your feet,” I told her. “We can discuss further treatment when you are feeling better.” 
 
    I walked out of the room with my head hung low. My cell phone was buzzing away in my pocket. 
 
    “Junior Doc here,” I answered in the ward hallway. 
 
    “Hi Junior Doc, this is Nancy from the Ugly Bridesmaid Dress Company,” I heard the voice on the other line tell me. 
 
    “Hello.” 
 
    “Listen, we have received special permission from the Ugly Bridesmaid Dress Manufacturer to specialty order your dress. It will arrive in a week.” 
 
    “Great,” I said as I hung up the phone. 
 
    Now, how was that fair? Why was my problem solved for me while Nasty Mass Lady was only getting started with tackling her own? I would have given anything to make a trade. To make Nasty Mass Lady’s ovarian tumor benign in exchange for ruining Bridezilla’s wedding.  
 
      
 
    Nasty Mass Lady taught me an important lesson about life. Though Thanksgiving had come and gone, I had to give thanks. Thanks for my career. Thanks for the opportunity to become a physician. Thanks for my family. Thanks for my health. I had nothing to complain about. Nothing at all.  
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