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Rachel	weeping	for	her	children	refused
To	be	comforted	because	they	were	not	…

Jeremiah	31:15



Chapter	1
A	 long	 day	 had	 stretched	 seamlessly	 into	 what	 promised	 to	 be	 a	 long	 night.	 A

thumping	 from	 outside	 the	 window	 signaled	 the	 arrival	 of	 the	 city	 trash	 crew	 thirteen
floors	 below	 to	 pick	 up	 the	 thousands	 of	 pounds	 of	 refuse	 generated	 daily	 by	 the
University	Health	Center.	Somewhere	on	the	thirteenth	floor,	an	alarm	brayed	insistently,
the	 product	 of	 careless	 work	 by	 one	 of	 the	 hundreds	 of	 pediatric	 nurses	 or	 aides	 that
patrolled	 the	 floor	 during	 the	 impending	 night	 shift.	 The	 light	 that	 filtered	 through	 the
glass	 partition,	 revealed	 that	 the	 office	 was	 littered	 with	 journals,	 papers,	 and	 the
occasional	crumpled	pretzel	bag.	An	unused	ashtray	sat	carelessly	on	the	edge	of	an	old
oak	desk	which	was	dominated	at	this	moment	by	two	large	pizza	boxes.

The	digital	clock,	relegated	to	 the	floor	next	 to	a	worn	off	purple	 leather	rectangular
couch,	read	8:35.

On	the	couch	was	Dr.	Richard	Marks.	Restlessly	tossing	and	turning,	he	tried	to	fool
himself	into	thinking	that	he	was	asleep	by	keeping	his	eyes	tightly	shut.	Sleep	would	not
come,	his	mouth	sour	 from	a	cafeteria	dinner,	his	 twenty-four-hour	stubble	beginning	 to
itch,	 sweat	 forming	 across	 his	 brow.	 He	 shifted	 uncomfortably	 one	 last	 time	 and	 then
abruptly	sat	up.

Richard	Marks,	chief	resident	in	pediatric	trauma	surgery	stretched	his	lanky	six	foot
four	 frame,	 trying	 to	 get	 out	 the	 kinks	 after	 a	 night	 and	 day	 of	work.	 Broad	 shoulders
tapering	 to	 a	 narrow	waist,	 he	was	 the	 kind	of	 surgeon	 that	 parents	 hoped	would	 come
around	the	corner	when	their	child	was	in	trouble.	He	radiated	competence	to	his	young
charges	who	loved	him	for	his	expressive	brown	eyes	and	 thick	brown	hair	 that	he	kept
trimmed	 into	 a	 stylish	 fade.	He	was	 by	 all	 accounts	 a	 natural	 actor	 in	 the	 physical	 and
mental	 theater	 that	 was	 the	 trauma	 surgery	 suite.	 The	 nurses	 thought	 him	 ruggedly
handsome,	his	colleagues	knew	they	could	count	on	him	in	any	situation.

This	would	be	his	sixth	year	at	the	medical	center,	and	the	last	of	four	in	trauma.	At
33,	he	was	finishing	his	tenth	year	of	medical	education	as	the	chief	resident	in	pediatric
trauma.	When	he	had	started	out,	a	youngster	in	Erie,	a	small	port	 town	in	northwestern
Pennsylvania	 named	 for	 the	 Lake,	 it	 was	 assumed	 that	 he	 would	 follow	 in	 the	 family
business	shipping	coal	and	steel	 through	 the	Great	Lakes	 to	 the	 industrial	centers	of	 the
Midwest.	More	 dedicated	 to	Lake	Erie’s	 surf	 than	 his	 studies	 for	most	 of	 his	 academic
career,	he	surprised	everyone	by	getting	himself	admitted	to	the	Ivy	League	University	of
Pennsylvania.	He	soon	discovered	that	on	the	Penn	campus,	it	carried	more	weight	to	use
a	 little	 of	 the	 brain	 power	 that	 he	 had	 inherited	 instead	 of	 always	 relying	 on	 brawny
superiority.

For	now,	he	was	determined	to	make	it	through	one	more	night	on	call.	He	smiled	at
the	 thought	of	six	years	of	hard	work,	night	call	every	 third,	hours	of	surgery	under	 the
most	difficult	surgeries.	“I	love	it!”	he	said	out	loud	though	there	was	no	one	else	on	this
particular	floor.

And	indeed	he	did.	His	mind	had	been	made	up	by	his	second	year	of	medical	school,
focused	 on	 pediatrics	 by	 his	 first	 clinical	 professor	 in	 physical	 diagnosis,	 a	 dynamic
teacher	and	role	model	who	had	exuded	a	love	for	his	young	patients	and	the	study	of	the



ills	 that	afflicted	 them.	 It	was	Marx’s	 first	 exposure	 to	clinical	 situations	and	 it	 left	him
anxious	for	more.	Two	cases	while	he	was	on	a	Pediatrics	Acting	Internship	 in	his	 third
year	made	him	narrow	his	choice	to	trauma	surgery.

The	first	was	a	six-year	boy	with	massive	injuries	from	a	drive	by	shooting.	Riding	his
bike	outside	the	tenement,	where	he	lived	on	the	thirty	fourth	floor	of	one	of	the	buildings
that	 made	 up	 the	 urban	 canyons	 of	 the	 city,	 he	 was	 caught	 in	 a	 cross	 fire.	Marx	 later
learned	 from	 the	 newspaper	 it	 was	 a	 turf	 war	 among	 rival	 drug	 gangs.	 The	 boy	 was
brought	in	for	dead,	massive	blood	loss	from	a	gaping	chest	wound	had	bottomed	out	his
blood	pressure.	The	paramedics	had	stabilized	him	as	well	as	they	could	in	the	field	and
then	 brought	 him	 to	 the	 University	 Health	 Center	 Emergency	 Department.	 They	 fully
expected	 that	 the	 child	 would	 be	 going	 right	 back	 out	 the	 back	 door	 to	 the	morgue,	 a
meaningless	statistic	in	the	senseless	street	violence	that	was	a	daily	part	of	his	existence.

Marks	 was	 taking	 his	 turn	 in	 the	 ED	 rotation	 triage	 area	 when	 the	 gurney	 rolled
through	 the	 door.	He	was	 the	 first	 to	 the	 lifeless	 body	 and	 his	 visceral	 response	 to	 the
mayhem	that	followed	left	an	indelible	impression	on	him.

Through	the	door	he	could	see	an	older	woman,	probably	the	grandmother	he	thought.
She	was	 staring	 at	 the	 scene	 inside	 of	 the	 trauma	 room.	Hands	 clenched	 to	 her	 face	 in
horror,	her	grandson’s	blood	beginning	to	dry	on	her	sweatshirt.	It	was	the	expression	on
her	 face	 that	 he	 still	 remembered,	 frozen	 in	 disbelief	 at	 the	 inevitability	 of	 her	 young
grandson’s	death	and	the	tortuous	circumstances	of	his	life	that	had	led	them	both	to	this
exact	point.

In	the	moment	that	he	stood	over	the	small	fragile	form,	and	took	in	the	grandmother,
the	pediatric	 trauma	 team	came	 through	 the	door,	 led	by	Dr.	Peter	Arguile,	 the	 chief	of
trauma	 surgery.	Dressed	 in	hospital	 issued	green	 surgical	 scrubs,	 he	quickly	 took	 in	 the
situation	 and	 began	 to	 issue	 orders.	 Personnel,	 equipment,	 and	 surgical	 tools	 quickly
appeared	as	did	an	older	surgical	scrub	nurse	who	hung	on	his	every	word.

Marks	retreated	to	the	corner,	endeavoring	to	stay	out	of	the	way,	at	the	same	time	that
his	pulse	quickened	by	the	confidence	and	skill	he	was	now	observing.

Arguile	was	a	big	man	but	light	on	his	feet,	a	British	American	who	Marks	knew	only
by	his	reputation.	Within	the	first	few	seconds	he	ordered	the	boy	intubated	to	protect	the
airway,	had	deftly	wielded	a	proffered	bone	saw	to	enter	the	boy’s	chest,	and	instructed	his
assistant	in	the	insertion	of	a	large	bore	catheter	that	was	quickly	attached	to	an	automated
blood	 transfuser.	 “Start	 with	 six.”	 Six	 units	 of	 blood	 would	 be	 the	 boy’s	 entire	 blood
supply.	Reaching	 into	 the	open	chest	cavity,	Arguile	probed	gently	 for	 the	source	of	 the
blood	loss	“Time?”	He	asked	to	no	one	in	particular.

“Six	minutes.”	One	of	the	paramedics	responded.

Everyone	one	in	the	room	knew	that	this	left	them	with	about	four	minutes	to	bring	the
boy’s	blood	pressure	back	to	an	acceptable	level.

“Lots	of	time,”	he	muttered.

The	transfused	blood,	recognizable	by	the	fact	that	it	was	darker,	was	beginning	to	fill
the	chest	cavity	by	the	time	Arguile	said	“I’ve	got	it.”	The	bullet	had	entered	the	left	side
of	the	body	and	ricocheted	off	a	rib,	hitting	the	mid	thoracic	aorta,	the	main	channel	out	of



the	heart	to	the	body.	It	was	leaking	badly	and	Arguile	had	found	the	leak.	A	difficult	fix
under	 normal	 circumstances	 and	 nearly	 impossible	 under	 emergency	 department
conditions.

The	anesthesia	nurse	said	quietly,	“Doctor,	his	blood	pressure	is	falling	again,	we	can’t
keep	up	with	the	blood	loss.”

“He’s	pretty	torn	up,”	the	assistant	across	from	Arguile	said.	“Don’t	know	what	we	can
do	with	the	aorta.”

Arguile	didn’t	look	up	from	where	he	was	still	examining	the	wound	intently.	“We’ll
do	a	graft.”

His	partner	looked	up	startled,	“No	time,	we’ll	lose	him.	It’ll	take	an	hour	to	get	any
kind	of	graft	in.”

“No.	We	won’t.	We’ll	 close	 the	aorta	with	a	muscle	 flap	 from	his	chest	wall,	 that’ll
buy	us	some	time.	We	can	graft	the	aorta	later.	Let’s	go	everybody,	I	won’t	have	this	boy
dying	tonight.”

Six	weeks	 later	 the	boy	walked	out	of	 the	hospital	and	six	months	 later,	Marks	 read
about	the	procedure	in	a	leading	trauma	journal.	Arguile	had	made	history.

The	second	case	was	different.

Marks	 had	 been	 in	 the	 pediatric	 surgery	 locker	 room	when	Arguile	 entered	 and	 sat
down	heavily,	after	twelve	hours	of	surgery	on	an	eight-year-old	hit	by	a	school	bus.

There	had	been	no	answer	to	the	massive	crush	injuries	to	the	girl’s	chest	and	abdomen
she	 died	 on	 the	 operating	 room	 table.	 Nearly	 ten	 minutes	 of	 silence	 followed,	 until	 a
young	 woman	 in	 street	 clothes	 knocked,	 “Doctor	 Arguile,	 the	 parents	 …”	 Her	 voice
trailed	off.	“Maybe	I	could.”

Arguile	looked	her	way,	“No.”

Marks	watched	through	the	viewing	glass	as	the	chief	made	his	way	down	the	dimly	lit
hallway	towards	a	30ish	couple,	standing	alone	outside	the	lounge.	They	stared	intently	at
the	approaching	doctor.	When	he	was	 ten	 feet	 away,	 the	girl’s	mom	sagged	 to	 the	 floor
unable	to	bear	the	news,	the	father	leaned	against	the	wall	in	agony.	Arguile	wrapped	the
woman	in	his	arms	and	supported	her.	With	a	few	words	to	her	husband,	he	put	the	two
together	and	spent	several	minutes	talking,	the	three	of	them	forming	an	intimate	tableau.
The	three	sharing	the	pain.	He	held	them	there	for	several	minutes,	until	they	could	stand
on	their	own.

The	next	month,	Richard	Marks	applied	for	the	University	pediatric	surgical	residency
as	his	first	choice.	Later	that	year	he	was	accepted	into	the	program.	He	thrived	during	the
first	 two	years	of	general	 surgery	and	his	 spirits	 soared	when	he	was	chosen	 to	 join	 the
trauma	 unit.	He	 seemed	 to	 have	 been	 born	with	 a	 scalpel	 in	 his	 hand	 and	 the	 requisite
craziness	 that	 it	 took	 to	cut	on	people	 in	 life	and	death	 situations.	His	performance	was
such	 that	 three	 years	 later	 he	 was	 named	 chief	 of	 the	 service.	 He	was	 driven.	 But	 not
necessarily	 the	way	most	people	 thought.	He	knew	that	many	 in	 the	hospital	considered
him	an	arrogant	control	freak,	that	he	insisted	everything	happen	his	way	and	that	was	the
only	way	he	would	have	it.	But	those	who	really	knew	him	knew	that	the	real	issue	wasn’t



control,	 it	was	that	he	never	doubted	himself	or	his	skills	 in	the	operating	room.	He	had
confidence	in	every	life	or	death	decision	he	made	he	never	second	guessed	himself	under
pressure.	Senior	staff	thought	him	a	gifted	clinician	and	a	brilliant	innovative	surgeon	with
limitless	potential.	He	was	already	being	recruited	by	every	major	trauma	program	in	the
country.

His	parents	would	have	been	proud.	Marks	was	raised	by	parents	quietly	confident	in
his	 abilities	 as	 a	 person	 and	 a	 student	 but	 with	 high	 expectations.	 A	 happy	 household
where	 any	 kind	 of	 work	 and	 real	 achievement	 were	 considered	 important	 in	 equal
measure.	It	had	sometimes	left	him	with	an	empty	feeling	as	his	peers	were	congratulated
for	scoring	soccer	goals	or	a	getting	a	part	 in	 the	school	play	but	 there	was	no	question
that	it	taught	him	to	focus	on	meaningful	goals	and	eliminate	the	clutter	that	can	ruin	true
ambition	 in	 young	 lives.	 His	 youth	 had	 been	 spent	 learning	 how	 to	 make	 worthwhile
choice	not	because	it	was	necessarily	right	or	wrong	but	because	it	was	the	smart	decision.
When	 he	 reflected	 on	 his	 upbringing,	 he	 looked	 back	with	 satisfaction	 on	 a	 happy	 and
supportive	 family	 that	 had	 allowed	 him	 to	 grow	 into	 an	 accomplished	 and	 substantial
individual.

For	a	moment	the	Emergency	Department	pager	rattled	around	on	the	desk	propelled
by	 the	 sheer	 volume	 of	 the	 sound	 emitting	 from	 its	 small	 speaker.	 Marks	 practically
vaulted	from	the	couch,	awake	again	after	having	drifted	back	to	sleep	in	a	sitting	position.
He	 was	 now	 instantly	 and	 suddenly	 alert	 and	 awake.	 There	 was	 a	 sudden	 surge	 of
adrenaline	which	he	quickly	tamped	down,	an	excited	out	of	control	doctor	being	no	good
to	anyone.	Picking	up	the	pager	he	quickly	looked	at	the	liquid	crystal	display	which	read
TR	-	-	1.	Marks	knew	instantly	that	it	would	be	a	busy	night	that	he	was	unlikely	to	get
any	 sleep.	 It	 was	 the	 trauma	 room	 calling	 him	 and	 the	 1	 represented	 the	 highest	 most
urgent	 designation.	 The	 entire	 trauma	 team	 was	 being	 called,	 something	 terrible	 had
happened.

Marks	 catapulted	 around	 the	 desk,	 a	TR	1	 happened	maybe	once	 or	 twice	 per	 year.
Quickly	stabbing	his	elevator	key	into	the	red	emergency	slot	he	called	the	car	set	aside
for	urgent	use.	The	elevator	smelled	of	hospital	disinfectant	and	fresh	wax,	as	familiar	as
home	to	Marks.	As	the	doors	shut	he	grabbed	the	cell	phone	out	of	his	pocket	and	dialed
his	 home	 number.	 Getting	 the	 prompt	 to	 leave	 a	 voice	 message	 he	 said	 into	 the	 tiny
mouthpiece,	 “Looks	 like	 I’m	 not	 gonna	 be	 home	 tonight,	 just	 got	 called	 to	 the	 trauma
room.	 Kiss	 the	 little	 girl	 for	 me.	 Love	 you,	 call	 you	 as	 soon	 as	 I	 can.”	 Reduced	 to
watching	the	numbers	on	the	floor	lights	tick	slowly	down,	Marks	could	feel	the	pulse	of
the	massive	medical	center	begin	to	quicken.	He	was	headed	to	the	ground	floor,	Quadrant
One,	 at	 the	 base	 of	 Tower	 I	 of	 the	University	Medical	Center,	 one	 of	 four	 twenty-four
story	towers	that	comprised	the	University	Medical	Center	Hospital.

UMCH	was	the	main	teaching	hospital	of	University	Medical	School	a	crown	jewel	of
United	States	medicine.	The	Center	received	thousands	of	referrals	a	day	from	all	over	the
world,	 and	 enough	 incoming	 patient	 traffic	 to	 keep	 an	 entire	 fleet	 of	 helicopters	 and
corporate	jets	busy.

He	slipped	out	of	the	elevator	through	half	opened	doors,	punched	the	double	doors	of
the	Emergency	Department	 open	 like	 a	welterweight	working	 a	 straight	 right	 hand	 and
entered	the	bright	lights	and	cacophony	of	the	trauma	unit.



Time	instantly	slowed.	The	very	first	time	he	had	experienced	the	frenetic	atmosphere
of	a	fully	active	trauma	unit	he	knew	that	the	time	stream	was	different	for	him	in	a	way
that	 he	 could	 not	 explain.	 It	 took	 him	 a	 few	 months	 before	 he	 realized	 that	 once	 he
achieved	 focus,	 seconds	 became	 minutes	 and	 minutes	 became	 hours	 for	 him,	 time
essentially	slowed	down	and	made	 it	 easier	 to	make	strategic	decisions	and	 take	critical
actions.	 This	 left	 him	with	 an	 enormous	 advantage.	 He	 thought	 it	 was	 typical	 until	 he
confided	in	a	fellow	resident	and	got	a	blank	stare.	“What	do	you	mean?”

“I	 mean	 that	 it’s	 slow	 motion	 in	 the	 trauma	 room.”	 Marks	 answered	 sheepishly,
“Everything	 happens	 a	 lot	 more	 deliberately	 when	 the	 action	 gets	 really	 intense.”	 He
paused	for	a	second.

“That	must	make	 things	a	 lot	easier,	sometimes	 it’s	 just	a	blur	of	bodies	 in	 there	 for
me.”

Marks	just	nodded,	no	sense	pressing	the	point.

“Doctor	Marks,”	 the	 trauma	unit	 nurse,	 a	 short	 redhead	 gradually	 going	 to	 fat,	who
everyone	 knew	 as	 Pepper	 headed	 towards	 him.	 She	 had	 been	 waiting	 for	 him	 to	 walk
through	 the	 door,	 as	 there	 was	 no	 time	 to	 waste,	 “we’ve	 had	 a	 major	 accident	 on	 the
Interstate,	 a	 school	bus	and	a	cargo	 truck.	Multiple	 injured	arriving	by	ground	and	air.”
“How	many?”

“We	are	getting	twenty-five.”	Pepper	frowned,	they	both	knew	that	if	twenty-five	were
coming	to	UMCH	it	meant	that	there	were	twenty-five	critically	injured	children.

The	less	seriously	injured	would	go	to	outlying	hospitals.

“When?”	Time	was	always	critical,	he	was	happy	that	Pepper	was	running	the	unit	this
evening.	He	knew	her	as	one	of	the	best.

“ETA	about	ten	minutes,”	She	replied,	happy	to	see	Richard	Marks	come	through	her
trauma	unit	door	in	this	critical	situation.

“What’s	the	staff	status?”

“We	have	the	usual	six,	plus	Radner,	Sciamanna,	and	Franks	are	here,	I’ve	contacted
Williams,	Ahman,	and	Sciortino	for	backup	and	they	are	on	the	way.”

Marks	nodded	his	head.	Seven	resident	staff	including	himself	and	six	full	time	staff,
three	primary	and	three	backups	if	needed,	that	should	be	enough.	He	steeled	himself	for
twenty-five	injured	kids.

A	clinical	professor	had	once	told	him	that	the	operating	room	was	also	known	as	the
surgical	 theater	 for	 a	 reason.	 Inside	 it,	 he	 explained,	 happened	 tragedy	 and	 triumph	 of
heroic	proportions.	Marks	had	a	feeling	that	it	was	to	be	a	night	for	heroes	when	the	first
gurney	 rolled	 through	 the	 stainless	 steel	 doors.	 As	 usual,	 they	 had	 heard	 them	 coming
before	 they	 saw	 them,	 sirens	 piercing	 the	 gathering	 dusk.	 Three	 pulled	 up	 in	 quick
succession,	 red	 and	 white	 roof	 lights	 flashing	 in	 the	 concrete	 parking	 bay.	 The	 team
descended	on	the	first	three	stretchers	and	nearly	thirty	physicians	and	staff	members	went
to	work.

“What	 do	 we	 have?”	Marks	 asked,	 peering	 over	 the	 shoulder	 of	 one	 of	 his	 junior



residents,	a	sharp	kid	from	New	York	who	he	thought	had	great	potential.	In	the	rooms	all
around	him,	was	the	controlled	chaos	of	a	trauma	unit	in	full	operation	status.

“Boy,	 about	 eight,	 responsive	 only	 to	 pain.	 Looks	 like	 blunt	 trauma	 to	 the	 thorax
collapsed	the	chest	cavity,	probably	a	school	bus	seat.	Having	trouble	keeping	his	blood
pressure	stable,	open	wide	fluid	challenge	gave	us	a	MAP	of	around	100.	Airway	does	not
appear	compromised.”	They	both	paused	to	take	a	quick	look	at	the	monitor	giving	instant
readouts	 of	 the	 boy’s	 heart	 rate,	 arterial	 pressure,	 oxygenation	 status,	 and	 cardiac
waveform.

Marks	saw	approvingly	that	the	resident	had	inserted	an	arterial	line	and	a	triple	lumen
central	line.	He	had	intubated	the	boy’s	airway	and	attached	that	to	a	one	hundred	percent
oxygen	wall	 feed.	 The	 basics	 still	 applied	 even	 in	 the	most	 sophisticated	 of	 situations:
“ABC;”	get	control	of	the	airway,	breathing,	and	circulation.	Then	he	turned	his	attention
to	 his	 patient.	 The	 boy’s	 chest	 had	 indeed	 been	 “flailed”	 meaning	 that	 multiple	 rib
fractures	 had	 occurred	 rendering	 useless	 the	 ordinarily	 rigid	 chest	 that	 is	 perfectly
designed	for	the	pressure	changes	of	breathing.

A	sudden	drop	in	the	boy’s	blood	pressure	set	off	the	monitor	alarm.

“Let’s	start	the	dopamine,	4	mikes	per	kilo	per	second,	titrate	up	to	a	systolic	of	100
and	I	need	that	stat,”	Marks	reacted.	Sliding	around	to	the	other	side	of	the	table,	he	began
to	explore	 the	boy’s	chest	wall	until	he	had	confirmation.	“Tamponade,”	he	said	simply.
“He’s	 got	 several	 posterior	 fractures	 in	 his	 t-spine	 ribs.	 I	 can’t	 see	 them	 but	 I	 can	 feel
them.”

“We’ve	got	to,”	the	resident	started.

“Aspirate	the	pericardium,”	Marks	finished	his	sentence	for	him.	“and	do	it	now.”

He	punched	 the	 last	word	as	he	slipped	a	pair	of	sterile	gloves	“50	CC	syringe	on	a
cardiac	needle.”

“Pressure	is	40	palp.	Dr.	Marks,	he’s	in	trouble”	Intoned	the	nurse.

“Pepper.”	Marks	said	a	bit	more	urgently,	“I	need	that	set-up.”

She	 slapped	 his	 outstretched	 gloved	 hand	 with	 a	 cardiac	 needle	 on	 50	 cc	 sterile
syringe.	 Multiple	 alarms	 blared,	 indicating	 blood	 pressure	 and	 oxygenation	 status
bottoming	out,	 as	Marks	 inserted	 the	needle	 through	 the	 left	 side	of	 the	 fifth	 intercostal
space	 right	 next	 to	 the	 sternum	 deftly	 angling	 it	 toward	 the	 heart.	Within	 seconds,	 the
syringe	was	filling	with	blood	and	the	blood	pressure	and	oxygenation	were	rising.	He	had
correctly	concluded	that	the	boy’s	blood	pressure	would	not	respond	to	fluid	because	the
pericardial	 lining	was	 filling	with	blood	and	was	 tamponading	or	 constricting	 the	heart.
One	 or	more	 of	 the	 posterior	 rib	 fractures	 had	 pierced	 the	 pericardium	 and	 caused	 this
unstable	hemodynamic	situation.

“Come	on	there	kid,”	the	resident	rooted.

“Pepper,	low	suction.”

She	had	the	tube	and	the	machine	ready.

The	two	of	them	met	in	the	middle,	Pepper	with	the	suction	tubing,	Marks	with	a	thin



catheter	that	he	had	threaded	through	the	needle	and	into	the	pericardial	sac.	A	thin	stream
of	bright	red	blood	immediately	began	to	stream	through	the	tubing.	They	both	stared	for	a
second	 at	 the	 blood	 pressure	 increased	 incrementally	 40	…50	…	 then	 70	 through	 100.
Oxygenation	increased	to	90	plus	percent.	The	chief	turned	to	his	junior,	“Got	this?”

“Outstanding.”

With	a	nod	to	Pepper,	Marks	moved	on.	There	was	plenty	to	do,	the	evening	was	ten
minutes	old	and	there	were	fifteen	critical	cases	already.

Stretchers	were	 coming	 from	all	 directions.	The	 three	helicopters	 in	 town	had	made
three	 trips	 apiece	 and	 ground	 transportation	 had	 brought	 twelve	more	 critically	 injured
children.	Three	 hours	 into	 the	 emergency,	Marks	 had	 called	 in	 backup	 surgeons	 and	 he
now	had	a	full	team	working	in	the	unit	and	in	the	surgical	suite.	For	several	hours	he	had
worked	his	way	through	each	emergency.	He	was	now	involved	in	the	emergency	repair	of
a	 lacerated	liver	 in	a	 ten-year-old	girl,	an	enormously	time	consuming	procedure	that	he
was	about	to	hand	off	to	one	of	his	senior	residents.	“You	can	see	the	vessels	that	are	about
to	go,	so	you	have	to	get	to	them	before	they	bleed	and	fill	the	bed	with	blood	and	screw
up	 your	 exposure.”	He	 looked	 at	 the	 resident	 to	make	 sure	 that	 he	 understood	what	 he
wanted	him	to	do,	“you	need	to	move	quickly	and	efficiently.”

Marks	moved	on.

“What	is	 it?”	Ghopal,	a	second	year	trauma	resident	from	southern	India	rushed	into
Treatment	 Room	 14,	 this	 was	 his	 sixth	 case	 in	 eight	 hours	 but	 he	 was	 running	 on
adrenaline	and	felt	not	the	least	bit	fatigued.

“She	 was	 in	 one	 of	 the	 first	 few	 seats	 on	 the	 bus,	 they	 found	 her	 crumpled	 in	 the
driver’s	well.”

“Where’s	the	driver?”

“Went	through	the	windshield,	found	him	fifty	feet	up	the	road	under	a	car.	Died	in	the
field,”	the	paramedic	said	matter	of	factly.

“Damn,	she’s	seizing.”	She	was	lying	on	her	back	on	the	stretcher,	her	body	vibrating,
teeth	 clenching,	 and	 gasping	 loudly.	 She	 hammered	 her	 head	 against	 the	 stretcher	 pad.
Ghopal,	 a	 grabbed	her	head	 and	held	 it,	 trying	 to	 stabilize	her	 jaw	and	 teeth	 to	prevent
more	soft	tissue	trauma.

“I’m	going	to	need	ten	milligrams	of	diazepam,	now,	please.”	Ghopal	ordered,	“get	me
Phenytoin	to	follow,	the	diazepam	will	control	her	for	about	ten	minutes.”

The	young	girl	relaxed,	the	diazepam	doing	its	work.	“Okay,	two	hundred	milligrams
of	Phenytoin	then	we’ll	be	out	of	the	woods.”

A	few	moments	later,	alarms	sounded	indicating	that	her	blood	pressure	was	falling.

“What	the?”	Ghopal	exclaimed.

She	began	 to	 seize	 again.	A	 slow	march	of	dancing	 tremors	 that	 started	 in	her	 right
arm,	then	spreading	to	her	right	leg	and	momentarily	to	the	rest	of	her	body.

“Shit!”	Ghopal	was	not	necessarily	a	profane	man	but	the	situation	was	getting	out	of
control.	“The	diazepam	must	be	wearing	off.	Where	is	my	Phenytoin?”	He	said	to	no	one



in	particular.	“And	I	need	twenty	milligrams	of	diazepam.	Meanwhile	I	need	fluids	wide
open	and	the	dopamine	up	at	10	mikes.”

“Coming	 Doctor,”	 a	 nurse	 came	 through	 the	 door	 of	 the	 treatment	 room	 holding	 a
readi-vial	of	phenytoin.	She	flipped	the	door	open	with	her	hip	and	on	the	way	over	to	the
treatment	 table	 grabbed	 another	 vial	 of	 diazepam.	 In	 one	 quick	motion	 she	 handed	 the
diazepam	to	Ghopal	and	smoothly	assembled	the	phenytoin	readi-vial.

Ghopal	 was	 already	 giving	 the	 diazepam	 through	 one	 port	 of	 the	 central	 line.	 He
nodded	 at	 the	 nurse	 and	 she	 efficiently	 initiated	 infusion	 of	 the	 phenytoin	 through	 the
second	port.

The	girl’s	body	became	quiet	again.	Ghopal	breathed	a	sigh	of	relief,	a	few	seconds	of
breathing	 room	 to	 bring	 a	 little	 clarity	 to	 the	 situation,	 he	 wasn’t	 even	 sure	 what	 was
wrong	although	she	had	to	have	a	head	injury.	He	turned	the	differential	diagnosis	over	in
his	mind.

“Damn!”	The	girl	had	 started	 to	 thrust	her	 arms	down,	pulling	her	 fists	 inward,	 and
thrusting	 her	 legs	 straight	 down	 the	 stretcher.	 “She’s	 decerebrate.	We’ve	 got	 to	 get	 her
upstairs.	Get	Marks.”

Richard	Marks	burst	in	the	door.	“What’s	going	on?”	He	looked	at	the	monitor	and	the
little	 girl	 on	 the	 table.	 “Jesus.	How	 long?”	He	had	 to	 fight	 to	maintain	 control	 over	his
emotions.

“About	fifteen	minutes,	we	had	her	seizures	under	control	with	diazepam.	She	broke
through,	we	 gave	 diazepam	 again	 and	 followed	with	 phenytoin.	 Her	 pressure	 has	 been
unstable.	The	decerebrate	posturing	started	about	ninety	seconds	ago.	We	need	to	get	her
upstairs,	she	obviously	has	some	intracerebral	bleeding,	skull	fracture	or	worse.”

“We’ve	got	to	get	her	into	surgery	now.	I’ll	take	her,	I	want	Mendoza.”

Pepper,	surprised	at	Marks	tone,	“His	partner	is	on	call,	I’ll	call	him,”	she	started	out
the	door.

“No,	it	has	to	be	Mendoza,	call	him	at	home	if	you	have	to.”	Marks	retorted.

“Yes	doctor,	 I’ll	 get	 him”	 she	was	perplexed	but	not	willing	 to	 argue	with	 the	 chief
resident.

“She’s	going	to	be	alright.	I	know	it.”

Ghopal	looked	at	Marks	quizzically,	“you	know	this	girl?”

“Yeah,	I	know	her.	Let’s	get	her	to	the	OR.”

“We’ve	 got	 one	 coming	 up.”	 Borden	 hung	 up	 the	 phone,	 “they	 say	 it’s	 the	 last,	 a
Mendoza	 case.”	 The	 trauma	 unit	 had	 finished	 its	 intake	 after	 ten	 hours	 of	 grueling
intensive	 work,	 had	 sent	 two	 dozen	 cases	 to	 surgery,	 this	 would	 be	 the	 fourth	 to
neurosurgery.

“Room	5?”	That	was	the	pediatric	neurosurgeon’s	usual	room.

“Yeah.	And	Marks	is	scrubbing	with	him.	He’s	on	his	way	up	with	the	girl”

“Marks,	what’s	he	doing?”



Borden	shrugged.	“Doctors.”

“Flatline,	doctor.”

His	girl	had	arrested	in	the	elevator.	He	fought	the	bile	rising	in	his	throat	and	felt	his
legs	give	way.

He	forced	himself	to	take	a	deep	breath,	had	to	have	air	in	his	lungs	to	make	this	save
but	he	could	not	speak.	It	was	punishment	for	his	bravado.	Fighting	against	the	panic	and
the	chill	that	went	up	and	down	his	spine.

Then	his	resolve	came	back.

“Sedate	her,	fifteen	milligrams	of	Versed,	twenty	milligrams	of	Fentanyl.	Thirty	cc’s	of
xylocaine.	Get	a	blade	ready.”

“But	…the	elevator.”

“Do	it	now,”	it	came	out	too	sharply	and	not	commanding	enough.	Marks	gloved	and
in	the	same	motion	injected	15	cc’s	of	xylocaine	over	the	top	of	the	left	sixth	rib.	A	scalpel
from	the	emergency	kit	slapped	into	his	hand.	With	his	right	hand,	he	deftly	cut	a	10	cm
opening	in	between	the	sixth	and	seventh	ribs	and	spread	them	with	his	left.	He	reached	in
and	began	gently	squeezing	the	child’s	heart.

Three	nurses	met	the	stretcher	as	the	elevator	door	opened	and	the	sprint	was	on	to	the
operating	room	where	Doctor	Mendoza,	chief	of	pediatric	neurosurgery	waited.	The	child
was	 seizing	 as	 they	 rolled	 through	 the	 double-wide	 glass	 doors.	 “Get	 x-ray	 in	 here,”
Mendoza	 said	 calmly,	 as	 he	 took	 in	 Marks	 performing	 open	 heart	 massage,	 “and	 get
Doctor	Marks	 a	 lead	 apron.”	Within	 seconds	 two	 radiology	 techs	 entered	 the	 room	and
dismounted	the	portable	CT	scanner	dedicated	to	this	operating	room.	“Get	me	some	cuts
of	 the	brain,	start	with	 the	 temporal	 lobe	on	 the	 left,”	he	adjusted	 the	viewing	screen	so
that	he	could	see	it.

Within	 seconds	 he	 had	 his	 pictures,	 “depressed	 skull	 fracture,	 looks	 like	 multiple
fragments	deep	into	the	cerebrum,	and	brainstem	compression	from	a	hematoma,	which	is
the	reason	she’s	in	respiratory	arrest,”	he	pronounced.	Then,	“let’s	go	people.”

As	 the	 entire	 operating	 room	 sprang	 in	 to	 action,	 he	 quickly	 opened	 the	 skull	 and
began	the	laborious	process	of	evacuating	the	clot.	Using	neuro	mapping,	he	removed	as
much	 of	 the	 congealing	 blood	 and	 small	 portions	 of	 nonessential	 brain	 that	 were
compromised	by	the	skull	fracture.

The	 surgery	 took	 an	 hour,	 about	 midway	 through	 the	 procedure,	 electrical	 activity
returned	to	the	child’s	heart	shortly	followed	by	a	spontaneous	return	of	effective	cardiac
contractions.	Marks	stepped	away,	profoundly	shaken	by	what	he	had	just	experienced.	It
would	be	impossible	to	predict	for	months	just	how	extensive	the	brain	damage	and	how
much	recovery	could	be	expected	from	this	catastrophic	event.

Marks	stumbled	out	of	the	room	exhausted	and	desperately	fearful.

“Doctor	 Marks,	 I	 have	 to	 notify	 this	 family,”	 the	 case	 manager	 was	 standing	 just
outside	the	scrub	room.

“I	will,”	he	responded	lifelessly.



“But	we	don’t	know.”

He	stopped	her	by	weakly	holding	up	a	hand.	He	had	just	been	through	the	fight	of	his
life	but	the	challenge	ahead	of	him	was	even	more	gut	wrenching.	It	was	going	to	rip	him
apart.	 He	 had	 to	 tell	 his	 lover,	 best	 friend,	 and	 wife	 that	 their	 only	 daughter	 faced	 a
desperate	struggle	for	death.
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