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      To Joe, with much love.
      

      
      Also to Cal and Mack, without whom life would be 50 percent more convenient but 100 percent less fun.

      
   
      
      
      1. APOLOGIA

      
      WHAT IS HAPPENING NOW IS THIS: I am wearing a pair of too-large latex gloves, with my right hand reaching up between an eighty-five-year-old man’s legs,
         searching for his anus.
      

      
      He is a large man, more than 300 pounds, and extremely demented, flanked on one side by my intern and on the other by his
         nurse, who are both struggling, holding his legs apart to aid me in the hunt. My goal is to stick my index finger into his
         rectum and retrieve a piece of stool, so that I might smear said stool on a guaiac card to check for occult bleeding in his
         gastrointestinal tract.
      

      
      But I am not thinking about occult bleeding in the gastrointestinal tract, or this patient, or his multiple medical problems,
         or his anxious wife hovering outside, one ear to the door, listening to everything. What I am thinking about is how it is
         now 5:00 p.m. and I still haven’t eaten lunch, and how right after the ritual smearing-of-card-with-poop, I will be making a beeline to the nursing station, where I think I saw a few stale
         bagels laid out, left over from Grand Rounds this morning. I am going to eat those bagels, I think with a grim determination as I insinuate my gloved hand into a fold.
      

      
      “Help me!” the patient screams. “They’re stealing my money!”

      
      “IT’S OK, MR. MOSKOWITZ, WE’RE JUST DOING A QUICK TEST, WE’LL BE FINISHED SOON,” the resident bellows, in that tone of false, gritted-teeth cheer completely familiar to anyone who has spent any time at
         all in a hospital. I am a third-year medical student, and this is my General Surgery rotation. Despite the rosy notions with
         which I started my medical training—that even as a medical student I would be Helping People and Making a Difference and perhaps
         showcasing my flawless diagnostic acumen honed after two years in front of textbooks, making neat but never showy saves while
         my overtired resident sat oblivious in the corner with a pile of charts—what I had come to learn over the last year was that
         in the world of academic medicine, students are viewed as being good for only three things: writing long, overly detailed
         notes in the charts that no one, save other medical students, will ever read; changing CDs on the operating room stereo while
         the surgeons are scrubbed into a case; and doing the menial dirty work that no resident would ever do if he or she could find
         some way to avoid it.
      

      
      “Help me! Help! Aaaah!” Mr. Moskowitz is still screaming. I wonder what this must sound like to his roommate, who is cowering silently on the other side of the pulled curtain.
      

      
      “Did you get it yet?” My resident looks sweaty and harassed, holding up Mr. Moskowitz’s legs, trying to clear a path of flesh
         enough for me to get where I need to go. I can read his face and see that he is thinking about the other twenty-three patients
         on his list and all the things he needs to do before he can sign them out to the overnight resident and go home. His pager
         goes off again, the second time since we’ve been in the room.
      

      
      “Umm, almost.” Not wanting to be branded as the med student who couldn’t even find a patient’s asshole, I don’t have the heart
         to tell him that I’m not even close. Gingerly, with my left hand, I lift up Mr. Moskowitz’s scrotum, figuring that whatever
         crack lies in the middle underneath is most probably my best bet. I find what looks like a promising track and, with my gloved
         hand, start to work my way backward within the fold.
      

      
      “Did you Surgilube up?” My resident is starting to look the way I feel—like he wishes that he were dead.

      
      “Surgilube? Uh… no, I forgot.” Silently, but with perhaps as much contempt as one can express without saying a word, the nurse
         rips open a pack of water-soluble lubricant and squirts a dollop onto a piece of dry gauze. I reach up, almost losing my glove
         in the process, and coat my right index finger with the gloppy clear goo. “Thanks.” The nurse just exhales forcefully through
         her nose.
      

      
      “Now go for it,” my resident says to me. To the patient, about twenty decibels louder, he adds, “OK NOW, ALMOST DONE! JUST ANOTHER SECOND!” Perhaps as an indictment of my skill, Mr. Moskowitz gazes off into middle distance and farts.
      

      
      “OK, I just need a little bit longer.” I follow the same fold of skin backward, figuring that at some point I will hit a puckered
         hiatus, reach in, hit pay dirt, and end this nightmare for all of us. I move posteriorly, more, and then some more, until
         my hand is down against the bed. Nothing but a dead end. How could there be nothing there? Is it possible he doesn’t have an anus?
      

      
      “What can we do to help?” my resident asks in a tone of voice that leaves no question: finish this thing or I am going to kill you.

      
      “Maybe… maybe lift him up a little more?” Grunting and straining, the resident and nurse manage to roll Mr. Moskowitz’s butt
         up a few more inches. Reaching back farther, sweaty and hungry and desperate for a chance to wash my hands, I finally feel
         what I’m looking for. Poking one lubed finger through, I find a piece of stool perilously close to the surface, and with a
         small hooking motion, scrape off a small piece and pull out my hand. Panting, I look at my gloved finger with the small piece
         of fecal matter balancing on the tip and feel absurdly pleased.
      

      
      My resident is already snapping off his gloves and heading out of the room. “Let me know if it’s positive,” he says as he’s
         walking out the door—to the patient’s wife, waiting outside, he shouts, slowing down but not stopping, “HE DID GREAT, WE SHOULD HAVE THOSE RESULTS IN JUST A FEW MINUTES, OK?” And then he’s gone.
      

      
      I’m still standing there with my brown-tinged finger. “Wait, now what do I do?” The nurse silently hands me the card and the
         bottle of developer. I scrape some of the stool onto the little windows on the front of the card and drip on some of the clear
         developer fluid. If the test is positive for blood, the fluid around the stool should turn a grayish blue after three minutes.
         If it’s negative for blood, there will be no color change. I take the card, stick it into a clean glove, and then put the
         whole package into my pocket, figuring I will check it again once three minutes has elapsed. “Mr. Moskowitz, the test is finished.
         I’m sorry if it was unpleasant,” I say as I pull down his hospital gown and replace the bedsheet over his chest.
      

      
      “They stole everything from me, you know,” he says conversationally. Then, as if it’s somehow related, he adds, “You’re a
         good girl.” I guess all is forgiven.
      

      
      I wash my hands and walk back to the nursing station, where I find that someone has already eaten the rest of the day-old
         bagels. I rescue a few stray poppy seeds and stick them in my mouth morosely, feeling like Oliver Twist, almost relishing
         this pathetic tableau. Just then, I see my boyfriend, Joe, a fellow medical student rotating through the Vascular Surgery
         service while I’m on Colorectal. “How’s it going?” he asks.
      

      
      “Shitty. It just took me about half an hour to guaiac some guy because I couldn’t find his asshole.”

      
      He makes a sympathetic noise. “Don’t feel bad. My resident just told Andy and me to Foley some lady” (that is, to insert a Foley catheter into her urethra to drain the bladder)
         “and Andy accidentally tried to catheterize her clitoris.”
      

      
      I made a pained face. “Hmm. But actually, that does make me feel better.” Joe makes a see you later gesture before walking away, and I pull out the guaiac card from the glove in my pocket to check on the results. The test
         window is a light grayish color. While it is clear that a deep grayish blue would be Bad and no color change would be Good,
         I really don’t know what to make of the light gray. As if on cue, my pager goes off. It’s my resident.
      

      
      “So what did the guaiac show?” he asks when I call him back. The noise in the background sounds like he’s at another nursing
         station, and I hear voices, as if he’s simultaneously having another conversation while on the phone with me. “Yeah. No, the
         other guy with the perf. Tomorrow.” And then a little louder, into the receiver, “Was it positive?”
      

      
      “Uh, the guaiac? Um… see…” I’m not really sure what to tell him. “I think it could be positive, but it’s not, like, so positive. Like, instead of really dark blue, it’s only tinted light gray, but it’s not, you know, nothing. So I can’t really say that it’s negative either. It’s sort of… so-so.”
      

      
      There is a silence. “I’ll come by and take a look.” And with an aggrieved sigh and some unintelligible mutter, he hangs up.
         I wonder if I am the stupidest medical student he’s ever worked with. I wonder if I am the stupidest medical student in the
         class. I wonder if it’s possible to get kicked out of medical school for being unable to interpret the results of a stool guaiac. And now
         the nurse is yelling at me because I accidentally left the guaiac card with its hard-won brown smears on the table next to
         the empty bagel tray, and people eat at this table, don’t you even know you shouldn’t be bringing patient samples back behind the desk, what in the hell is wrong with you?
      

      
      
      Scutmonkey

      
      Why do people decide to become doctors anyway?

      
      Let’s look at this first purely from the perspective of personal investment and expectation. To practice medicine, first,
         you have to go to medical school. That’s four years right there. Then, there’s residency, which adds anywhere between three
         and seven years to the deal. After that, there may be a fellowship, sometimes two fellowships, because really, at that point,
         what’s another year or two (or six)? So basically, from the moment you start into medical school to the moment you finish
         your training, you’re looking at a minimum of seven years—for most people it’s closer to ten—before you’re even close to being considered a “real” doctor.
      

      
      And these are not fun, carefree years—certainly not the way most people spend their twenties, at least if the producers of
         MTV or beer advertisers are to be believed. You spend these fetal-doctor years indoors under fluorescent lighting, nose pressed
         into books filled with inscrutable diagrams and endless acronyms, while everyone in the world, including some of your patients, appears to be having more fun than you. These are years spent doing a whole lot of work for little
         or no money, ignominious tasks relegated to those contractually obligated to never complain. These are years of thousands
         of lost hours spent at the hospital instead of with your friends and family, who always seem to be wondering where you are
         and why you’re still there and when, if ever, you’ll be coming home. These are years spent defying all common sense about
         circadian rhythms and the regenerative powers of rest, largely awake and caffeinated to an almost toxic degree. And—this last
         part is the real kicker—these are years after which you will end up in hundreds and thousands of dollars of debt, all for
         the experience of what amounts to hard time in a well-intentioned Soviet gulag. I repeat: not fun.

      
      It was true that I wanted to be a doctor, but there were other things I wanted to be at the same time. Like many people I knew, I imagined that by the time I was thirty (OK, maybe thirty-five),
         I would be in a committed relationship with someone that I loved, or at least sort of liked. Maybe I would be married. Perhaps
         I would have kids, presented the time and the opportunity and provided that the corrosive powers of time did not rob me completely
         of my reproductive potential by the time I was ready for the responsibility. Barring that, maybe I would have a dog. Or at
         least a fish.
      

      
      But then I would go into the hospital on my General Surgery rotation and see a bunch of bitter, tired men in their thirties,
         still years away from their first paying job, all either single or divorced or in some way separated from their spouses, and their sole message of wisdom to
         impart to their medical students was, Dude, whatever you decide to do with your life, don’t do this.
      

      
      But despite it all, despite the complete disconnect between the life of medicine as we saw it and the real life we envisioned
         for ourselves, many of us decided to become doctors anyway. Why? I believe that for most people, there’s a spectrum of reasons.
      

      
      First and hopefully underlying all the other reasons, there’s probably the pure and honest desire to want to do good in life.
         I want to help people. Put aside the fact that many jobs are expressly designed to help people—the barista helps people by getting them their coffee,
         the dry cleaner helps people by pressing their shirts, the street mime helps people by making them realize that no matter
         how terrible they think their lives are, at least they’re not street mimes—and you have what seems like a pretty good blanket
         answer to throw out there at interviews and family functions, provided that there are absolutely no follow-up questions. (Unfortunately,
         there always are.)
      

      
      Perhaps some people have a special facility for applied science. That seems reasonable enough. There’s so much Biology and
         Chemistry and Physics and Physiology in medicine that in medical school, we spend two straight years studying nothing else.
         That said, there are plenty of people who are gifted in Biology and Chemistry and Physics who have no business being anywhere
         near other human beings, and would perhaps better serve the world in the back of a computer lab, writing Battlestar Galactica fan fiction and engaging in heated online arguments with others doing the same.
      

      
      Maybe you have had a Medical Experience, and as a result of your Medical Experience you had an epiphany and decided that you
         would like to become a doctor yourself. A personal incident of illness or injury, time spent caring for a sick parent, a particularly
         moving episode of ER circa The Clooney Years—this overall seems like a valid precursor to a career in medicine. (Well, maybe not the ER thing.) You have had an encounter in the field and have some true and earnest desire to either perpetuate the good that you
         have witnessed or to expose and eradicate the wrongs. However, if this were the main reason that people decided to become
         doctors, medical schools would be filled with classes of students with dead parents and crippled siblings, and at least from
         my experience, this is not overwhelmingly the case.
      

      
      There are, however, plenty of people in medical school who have a doctor in the family. Usually one parent, sometimes both. Coming from
         a medical dynasty can have its pluses and minuses—on one hand, these people are usually down-to-earth and diligent, as they
         are going into the family business and know both what to expect and what is expected of them. On the other hand, some of them
         act like by virtue of birthright, they are doctors already, and the actual process of medical training is just an unfortunate
         technicality.
      

      
      Sometimes people become doctors because it’s a well-respected field with which most people have a passing familiarity. The window dressings of medicine are well known to
         any layman with a television—the long white coats, the stethoscopes slung casually around the neck in battle-ready position,
         the Hippocratic oath to “first, do no harm.” The doctor is an icon, instantly recognizable. Children tell parents they want
         to become doctors the same way they say they want to be teachers or scientists or astronauts, because they know what doctors
         are, and what they do, and because expressing an interest in medicine makes parents instantly happy. (Maybe there are some
         children who express the desire to be hedge fund managers when they grow up, but those children should probably be checked
         periodically for clustered sixes in the hairline.) Early on in medical school, some guys in my class used to go out to bars
         wearing their medical school IDs with the notion that it would help them pick up women. While their technique was dubious,
         they perhaps more than any of us understood the power and respect of the medical degree. And the thrill that a new intern
         feels the first time she is referred to as “Doctor” is universal and undeniable, the excitement of finally being accepted
         into an exclusive pantheon, something like being knighted.
      

      
      And let’s not beat around the bush, sometimes people decide to become doctors because of the money. No one talks about it,
         but risking excommunication, I’m telling you. It’s hardly a “get rich quick” scheme, but for most of us, it is at least a
         “get moderately well-off slow” scheme. While I certainly don’t think that you should go into medicine solely for the money (there are much easier ways to earn money—growing and selling your hair for high-end wigs comes to mind), I
         also don’t think it’s wrong to consider a career in medicine for its practical benefits. A stable career with good earning potential—isn’t that what
         most people look for? But no, we don’t speak of such earthly concerns, especially not when the popular notion of The Good
         Doctor imagines him subsisting solely on handshakes and goodwill. Though no one ever seems to want to talk about the details,
         I can confidently tell you that while income varies across specialties and geography, overall, doctors make a lot of money.
      

      
      So there is altruism. There is the academic interest. There are societal influences and personal influences and there is of
         course the matter of money. Students going into medicine probably cycle through most if not all of these reasons at some point
         in their decision process, sometimes multiple times in one day. It is easier, for example, to be altruistic at 9:00 a.m. than
         at 2:00 a.m. Motivations also may change as an individual matures, and the rosy idealism of the twenty-two-year-old first-year
         med student may eventually give way to the real-world considerations of a married father of two trying to support a young
         family on a single salary. I can’t understand everyone’s reasons or the factors that temper their decisions, but in most cases
         it boils down to this: we want to become good doctors because we want to be able to make a positive and meaningful difference in the lives of people
            when they need help the most. And for this privilege, we’re willing to deal with the rest of it.
      

      
      But I will tell you one thing I know for certain. No one decides that they want to be a doctor because they want to be a scutmonkey.

      
      *   *    *

      
      So what, the civilians want to know, is a scutmonkey?

      
      There are versions of scutmonkeys in most professions. The entertainment business has its production assistants, the mob has
         its “button men,” and in medicine, we have our scutmonkeys—the hungry, scrabbling masses charged to do the jobs no one else
         wants. Sometimes these jobs are distasteful, almost always these jobs are menial, and not infrequently, these jobs are just
         flat-out boring, which is probably why SCUT is perhaps best understood as an acronym one of my residents passed on to me: “Sub-Cerebral Use of Time.” And yet all of
         us in medicine, from the silver-haired senior attending on down, have at one time or another been scutmon-keys.
      

      
      Luckily, being a scutmonkey is a temporary condition. It starts with medical school under the guise of education, fully manifests
         during residency and fellowship, when we are technically paid to get scutted out (and why senior doctors feel free to assign scutwork with much less guilt), and resolves itself fully
         upon completion of training. Despite the painful and often protracted nature of the scutmonkey years, senior doctors often
         seem to have a degree of retrograde amnesia when it comes to the travails it took to get them there. Sure, they have their stock of old war stories, which are
         pulled out, dusted off, and, like baby pictures, passed around the assembled audience, where they are duly admired or subversively
         one-upped. But overall, doctors finished with their training see themselves plucked from the mire and deposited into an altogether
         more agreeable lifestyle, not unlike Willis and Arnold on Diff’rent Strokes, though perhaps with even less interest in looking back. And really, it doesn’t take long to forget the old neighborhood.
         “Honestly, things are completely different now,” one young attending once told me. “It’s so much better. You just wait and see. I can hardly remember what it was like to be a resident anymore. I honestly can’t believe I used to live like that.” She had graduated from her Pediatrics residency all of six months earlier.
      

      
      Nobody goes into medicine to be a scutmonkey, but almost all of us look forward to what comes after. The day when, we envision,
         we will be able to practice medicine the way we want. The day when we will be able to decide what and when and how things will be done for our own patients during the day, and yet have enough freedom to have lives outside of the hospital
         as well. When we will be valued for our years of advanced education, for our clinical expertise, for our judgment, not just
         for the decerebrate ability to write down lab values and page EKG technicians and push stretchers from Point A to Point B
         at 3:00 a.m. The day when we will have scores of little scutmonkeys of our own to dispatch on a whim, to take care of the things that we will be too important to do.
      

      
      But first, before we get to that point, we all have to pay our dues.

      
       *   *    *

      
      It is now almost nine at night, and I have somehow gotten roped into scrubbing into a bowel resection with Dr. Mareman. Dr.
         Mareman is a surgical attending with a slow, plodding operative style, the result of which is that routine cases sometimes
         last hours longer than expected, sessions groaningly referred to as “Mare-athons.” I don’t know why I am scrubbed into this case—I don’t seem to be doing anything in the OR except consuming oxygen and taking up space that
         probably could better be used by someone who actually knows what they are doing—and yet I stand there, resplendently sterile
         in cap and gown and mask and feeling itchy.
      

      
      Actually, I do know why I am scrubbed in. I am scrubbed because as I was leaving the hospital for the day, my senior resident grabbed me
         and said, “We need you to scrub into the Mare-athon in Room Five,” and despite the fact that the reason for my presence was
         not clear, and that I am not on call that night, not to mention that I have a big presentation to give the following morning
         for which I have done almost no preparation, I don’t say anything, because medical students aren’t supposed to say no. Which
         is why for the last two hours, I have been standing next to the patient with my gloves held above my waist, resting them lightly on the sterile drapes as I have been instructed, trying not to contaminate myself.
      

      
      “We’ve got to take down all these adhesions!” Dr. Mareman is instructing the resident scrubbed across the table from him.
         “These adhesions! We have! To take them down! How’s his pressure? How are we doing? Do we need to transfuse? Is he OK?” Dr.
         Mareman is, to put it politely, spazzing out.
      

      
      “He’s doing fine. One twenties over eighties.” The disembodied voice of the anesthesiologist floats serenely over the blue
         drape by the patient’s head.
      

      
      “Fine? OK. Good. Go. Let’s go!” The senior resident’s face is mostly obscured behind his surgical mask, but he sighs with
         his eyes. My own eyes flick to the clock again: 9:05.

      
      “Bovie this.” Dr. Mareman indicates to the resident, who picks up the cauterizing surgical blade and cuts through a translucent
         plane of tissue. “This! This! Here, where my finger is!” I am standing alongside, completely peripheral to the action, not
         even holding an instrument or retracting skin from the surgical field. I’m hungry, I think.
      

      
      “Look at this. This guy’s a mess. How long has he been open?” This patient has been sitting on the surgical ward for weeks
         after multiple bowel surgeries, his abdomen left open for easy access, covered with a synthetic mesh sewn crudely to the skin.
         The last time I saw him, prior to this latest trip to the OR, he was lying in bed, his abdomen wrapped with an abdominal binder,
         naked except for his underwear, afraid to move for fear of disrupting the cacophony of tubing and monitoring surrounding him.
         “Hola, Señor Cuevas,” I ventured tentatively, basically exhausting my knowledge of medical Spanish with one sentence: “Cómo se siente?”
      

      
      He groaned weakly. “Aye, Dios.” He gestured weakly to his abdomen, his emaciated body, the beeping IV pump, and the miles and miles of plastic tubing. “Ayúdeme.” He looked defeated. “Ayúdeme.”
      

      
      I wanted to help him, of course, but I couldn’t quite think of how. I couldn’t even talk to him, as my Spanish skills don’t allow me to say much more than “Todo esta bien,” but anyone with eyes and half a brain could look into this room and see that todo extremely no esta bien. Looking at his chart and his medication list and his splayed-open bowels, packed with gauze already turning greenish and
         malodorous from Pseudomonas aeruginosa bacteria, I felt just as hopeless as he, and barely able to do anything about it. Who was I, anyway? Not a surgeon who could close his wound, an infectious disease specialist who could analyze the sensitivities of
         the microbes growing out of every orifice of his body, or a psychiatrist who could help him deal with his crippling depression.
         I am none of these things. I’m just a medical student.
      

      
      Back in the OR, Dr. Mareman is gesturing toward a length of bowel that looks dusky and strangulated. “Take this down here,
         and we’ll clamp this off over on this side.” He calls for the tools he needs, and he and the senior resident get to work,
         talking in shorthand, mumbling so softly that I can barely hear them. I don’t think they even remember that I’m standing there.
      

      
      Why am I here? I think to myself. I’m useless. In fact, I might actually be compromising patient care. They could have a real doctor standing in my spot instead,
            someone who might actually have something useful to contribute to this surgery. Then, changing tracks, I think, I have to go to the bathroom. What do people do when they’re scrubbed into those really long cases? When surgeons do a liver
            transplant, do they just wear those adult diapers? Or do they stick in a catheter at the start of the case and wear a leg
            bag? I want to ask Dr. Mareman and the resident about the anatomy I’m seeing in front of me, and what blood supply they’re isolating,
         but they look like they’re concentrating hard and I don’t want to interrupt them.
      

      
      “Specimen,” Dr. Mareman intones grandly, and a stapled length of bowel leaves Mr. Cuevas’s abdomen and plops into a specimen
         bucket, where it is passed off to the circulating nurse to label for pathology. “Let’s just check this again, and maybe we
         can try to close him.” Instruments are removed, and the resident starts to run his finger through the lengths of bowel, which
         are pulsating feebly.
      

      
      My nose itches. I look around furtively. Man, why did they make me scrub into this case? Just to stand here? Is there a way for me to scratch my nose without compromising
            my sterility? My surgical mask is sliding down, tickling my face, which only makes things worse. I saw a surgical attending once ask the circulating nurse to scratch his forehead, but I very well couldn’t do that, could
            I? She would get mad. I don’t think medical students are allowed to itch. What if I’m allergic to latex? The very thought makes me itch even more. I concentrate on the surgery in front of me, trying to keep my mind off the itching
         and the peeing and my rioting stomach, which last took in two saltine crackers and a Jell-O cup from a discarded patient tray
         four hours ago. Actually, it wasn’t even a Jell-O cup. It was a Gel Treat brand strawberry-flavored gelatin snack.

      
      Suddenly, on the field, I see a flash of bright green, like a spurt. Then again, a little winking jet of lime. There’s a very
         small hole in the bowel. An accidental nick in the jejunum. Or maybe it’s the ileum, I’m not really sure. It all happens quickly
         but I’m sure I saw correctly, and when no one else seems to notice, I have to speak up. “There’s a hole,” I say, my voice
         a little hoarse from three hours of keeping silent.
      

      
      “What’s that now?” the senior resident asks without looking up.

      
      “There’s a hole. I saw a hole. Just a tiny nick, but there was bilious fluid coming out.” The words are coming faster now
         that I’ve gotten warmed up.
      

      
      “Where?” Dr. Mareman, the resident, and I stare into the cavern of Mr. Cuevas’s abdominal cavity. The small bowel sits there,
         looking innocent, and the small hole I saw just a moment ago is gone, possibly buried from view by the small peristaltic movements
         that look like a can of earthworms I once saw at a bait shop.
      

      
      “There’s no hole.” The resident gets back to work, determined to finish up. It is past ten o’clock at this point.

      
      “I think… I think there was. I saw something.” I don’t want him to think that I’m accusing him of actually making the hole, right in front of the attending surgeon no less,
         so I try to shift the focus a little. “It’s just… this guy has had a hard time. If we’re going to close,” (and oh, the conceit
         of that “we”!) “I just don’t want him to have another leak and more problems down the line.” The euphemism “problems” is perhaps
         understating things mildly. A bowel leak would basically entail liquid stool pouring from the patient’s intestines into his
         abdominal cavity, leading to infection, abscess formation, sepsis, and death. In fact, a bowel leak was what originally brought
         Mr. Cuevas into our care several weeks ago. All three of us stare intently at the surgical field. There is no hole that any
         of us can see.
      

      
      “Oh, medical student.” The resident does not seem particularly upset, and he says this last with a sort of indulgent affection,
         despite the fact that he clearly has no idea what my name is. “Always looking out. I don’t see a hole, though.” Dr. Mareman
         asks for an instrument, and they resume the closure. I know what I saw, but I decide not to say anything more for now.
      

      
      About thirty seconds later, very quickly, I see that bright green flash again. This time, I do not hesitate, but actually
         take my gloved hands off the drapes, reach toward the patient’s bowels, and point. “There. That’s what I saw. Right there.”
         The resident grabs the bowel itself, and sure enough, there is a small hole. Another flick of peristalsis squirts a plume
         of bilious fluid out of the hole as Dr. Mareman peers down.
      

      
      “Medical student! Eagle eye!” Dr. Mareman, instead of reacting with anger or annoyance as I had feared, seems delighted. The
         resident calls for a suture, and one small stitch is enough to hold the small hole closed. After satisfying themselves that
         the closure will hold, they resume closing the overlying tissue, then the skin. Forty-five minutes later, Mr. Cuevas’s scarred
         abdomen is held shut by staples, he awakens from general anesthesia, and the anesthesia resident pulls his breathing tube
         as the patient gasps and coughs.
      

      
      As the team readies Mr. Cuevas for transport to the recovery room, the surgical resident calls out to me, “Would you mind
         getting the music and bringing it back to the office for us?” Pulling off my gown and gloves, I walk over to the table where
         the small portable stereo sits, unplug it from the wall, and grab the stack of CDs sitting alongside it. Then, carrying this
         stash, I trot alongside Mr. Cuevas’s stretcher, which is being wheeled out of the room. He is still groggy from the anesthesia,
         lying with his eyes closed, breathing supplemental oxygen through the clear tubing in his nose.
      

      
      “Señor Cuevas,” I say, and he opens his eyes confusedly. I don’t know if he knows where he is, or what exactly just happened, but I want
         to tell him that his abdomen has been closed, hopefully for the last time. I scour my brain for the words to tell him. Finally
         I just say, “Todo esta bien.”

      
      He nods slightly, and closes his eyes again. The stretcher is pushed faster, down the hall, and I am left behind, holding
         the stereo and a pile of CDs in cracked jewel boxes. It is late in the evening, and most of the ORs have finished up for the day, but even as I stand there, I see
         nurses and techs setting up another room for an emergency case yet to start. They rush past me in a flurry of blue, sneakers
         and clogs squeaking.
      

      
      I return the music to the surgery office, being careful to stack the CDs neatly so that they don’t fall on the floor. As I
         close the door to the office, I see that it is now 11:30 p.m., and I still have to finish my presentation for the next day
         before going to bed. I am due in at 3:45 the following morning to round on the patients on the Colorectal Surgery service.
         Mr. Cuevas will be out of the post-anesthesia care unit and back in his room by then, so I’ll see him there.
      

      
      As I walk through the hospital lobby on my way home, I feel a little less tired. “Goodnight, Doc,” the security guard at the
         desk calls out to me. He says this to me often. Usually I am embarrassed when he does, the way he calls me “Doc” so casually.
         I’m not a doctor, I always think. I don’t deserve the title yet. I’m just a medical student. I just come here and learn and do what I’m told and try not to
            get in the way.

      
      But tonight, for the first time, I don’t think these things. “Goodnight,” I reply, “see you in a few hours.” And I do.
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