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Introduction

My journey as a writer began in 1962, when I left my home in Selma, Alabama, for Harvard University. Here, within months of my arrival, I made a terrible discovery: I had nothing to write about. Worse yet, I suffered an attack of hypochondria so severe, it cast a suffocating pall over my life. To chase down my fear of illness and death, I became a volunteer at Boston City Hospital. In the end, this pursuit led to Stanford University, where I spent eight years as a medical student, intern, and resident. 

The plan worked better than I had hoped. On the wards, my hypochondria gave me insights seldom available to a non-neurotic physician, while the life-and-death struggles of my patients soon drove my own fears into hidden regions from which they seldom emerged. Years of medical training toughened my hide, but in the end—dazzled by the aesthetic beauty of the human eye—I opted for the rarified world of ophthalmology. 

As a professor at the University of Louisville School of Medicine, I fought blinding diseases for thirty years and published ninety articles in scientific journals. At the beginning of this millennium, my yearning to stray from the realm of science returned, but by now, a thousand triumphs and disasters had given me something to write about. The patients I best remember are those who would not be healed—men and women who fell victim to my ineptitude or to their own corrosive appetites. Each phase of my life told its own story, leading to a series of fifteen essays published in a variety of literary journals. 

Now these essays have been melded into The Man Who Lived in an Eggcup: A Memoir of Triumph and Self-Destruction, which moves from the foibles of my youth to the more nuanced foibles of my later years. A warning to the faint of heart: much of what I report is gruesome indeed, but it is all true, and for every revolting scene, I conspire with my colleagues and patients to offer up at least one riotous blunder. 

My narrative focuses on the emotional rather than the technical aspects of the doctor-patient relationship. Though I read and greatly admire such writers as Jerome Groopman and Atul Gawande, I leave to their skillful hands the task of showing readers the scientific achievements that define modern medicine. They speak eloquently of the damage done by insufficient skill or knowledge, but I would argue that harm often comes from a more treacherous source—the human heart. 


Chapter One

The Man Who Lived in an Eggcup

David Johansen was never my patient, but his story became legend to every doctor, nurse, and medical student at Stanford Hospital. His year-long admission, which began with a three-month stay in the ICU, was followed by three months in transitional care and six months in rehab. He was in bad shape. His motorbike had run headlong into a parked car on El Camino Real, catapulting him into the middle of a busy intersection. Speed—of both the chemical and kinetic variety—was involved. Roy Cohen, the chairman of surgery, described David's injuries as "too numerous to count." No one knew how many vehicles ran over him before traffic finally ground to a halt, but the first patrolman to arrive at the scene reported that the truck whose rear wheel rested on David's right knee was loaded with six junked cars. 

By the time they got him to the ER, his leg was coal black and swollen to the size of a tree trunk. Six weeks later, he awoke from a coma to discover that his leg, speech, and control of bowel and bladder were gone forever. A rehab nurse taught him to type with two fingers. The day before his discharge to the nursing home where he would spend the rest of his life, he typed a rambling commentary on his hospital stay. Most memorable was the closing paragraph: "In that wreck, I lost my leg, my voice, my bike, and my girl. Of these, the one I miss the most is my bike." 

Though most amputees are devastated by their loss, David proved an exception. In the house of surgery, amputation inhabits the darkest room. Doctors are meant to heal, take away sickness, but the joy of healing is lost when this taking away carries with it an arm or a leg. Surrendering a nonessential organ—a ruptured spleen, an infected appendix, a stone-laden gallbladder—causes little grief, while the loss of a cancerous kidney or lung strikes a happy bargain with death. But the patient who loses a limb, however essential the surgery, will never be the same inside or out. 

Even when chronic infection melts an extremity into a cumbersome mess, amputation brings with it a devastating sense of loss. Many of the Vietnam veterans I cared for at the Palo Alto VA hospital suffered years of agony rather than surrendering a mutilated arm or leg to the surgeon's knife. The chairman of orthopedics advised his residents to start their patients on antidepressants two weeks before an amputation, hoping to blunt the depression that often followed, on occasion so severe it led to suicide. 

In the darkest corner of amputation's dark room lives an obscure operation, a procedure seldom performed but nonetheless horrific, an unspeakable mutilation of the human body. The operation's name— hemicorporectomy—tells its own story: in Latin, hemi means half, corpor means body, and ectomy means excision. The surgeon, hoping to cure a pernicious cancer or infection, severs the spine just above the pelvis and removes the pelvic bones with all their contents and appendages—the colon, rectum, bladder, hips, legs, and external genitalia—then wraps the remaining organs in an enormous skin flap. In the medical vernacular, this mutilation is known as "eggcup surgery," because any victim who survives the ordeal must spend the remainder of his or her life perched in a padded receptacle that resembles a giant eggcup. 

I never met a patient who underwent hemicorporectomy, but George H., another Stanford legend, not only lived in an eggcup but did so—at least in part—of his own volition. His saga began at the age of nine when a car crushed his legs and spine and injured his brain. His spastic legs, drawn up behind his back in rigid disfigurement, made it impossible for him to lie on his back or sit in a chair. He seemed destined to spend his life lying chest-down on a gurney. By the time he was forty, weeping sores covered both mangled legs. Not that this handicap kept George confined to his room. Thanks to a large-wheeled gurney and powerful hands that spun those wheels like windmills, he was able to scoot himself all over Stanford Hospital. In the cafeteria, tables were moved to create an aisle wide enough for George's gurney, and here he befriended everyone he met. 

At first it seemed strange talking to a man who lay chest-down on a gurney, resting his chin on one hand and gesturing with the other while his twisted, back-drawn legs formed a towering lump under the sheet. Yet day by day, George became less a disfigured victim and more an ordinary person, no different, in any substantial way, from those who sat around him. He had a mellow bass voice so much like Paul Harvey's that new acquaintances often commented on the resemblance. He read the New York Times from cover to cover and knew current events down to the last detail. And there was something more: an open face, iron-grey hair, bushy eyebrows, a warm smile, and a gentle, measured tempo to his speech that brought peace wherever he went. His one eccentricity was an aversion to conflict of any sort. Several times during the Nixon/ Watergate hearings—they seemed to go on forever, one venomous debate after another—I saw George abruptly wheel himself away from a table when Nixon supporters and detractors began shouting at each other. 

While admitted for a chronic infection in one of his twisted legs, George got bad news from Doctor Chase, the chairman of plastic surgery. Osteomyelitis had eroded the bones, leaving surgery as the only option. Worse yet, the infection had spread so far up the femur that a standard amputation would leave behind a festering core of antibiotic-resistant bacteria in the femoral head. For any hope of cure, Chase had to perform a disarticulation of the hip. This operation, also known by the unnerving titles hemipelvectomy or hindquarter amputation, would require complete excision of the leg and hip, leaving no trace of a stump, only the smooth curve of the pelvis. 

George consented. What else could he do? After surgery, he disappeared from the halls of Stanford Hospital for several days. The next time I saw him, his gurney was parked beside the pharmacy counter while he chatted with an intern and two nurses. The lump formed under the sheet by the remaining leg had shrunk to half its former size. 

"Good grief, George," the intern said as I approached, "you been doing speed or something?" Indeed, George seemed more animated than I had ever seen him. Propped on both elbows, his face aglow, he talked with boisterous energy, denying even a twinge of pain. Nonsense, of course; 120 stitches bound the massive raw wound on his hip. The surgery had gone splendidly, so splendidly George hatched a scheme: he would now persuade Doctor Chase to disarticulate his other hip. 

"Jesus, George," the intern said. "That's a nasty piece of surgery." The rest of us nodded. We felt embarrassed. George was obviously manic, irrational. Perhaps decades of unrelenting pain had finally taken their toll. The intern said, "Maybe you could just get a regular amputation." The nurses and I murmured our assent. 

"Not in a million years," George said, pounding his fist on the gurney. "Rehab says they can't fit me in a wheelchair long as that stump keeps getting in the way, and damn it all, I've put up with that rotten leg for thirty-five years. I want the whole goddamn thing off right now!" 

We all stood silent, staring at the floor. I had never seen George upset or heard him curse. Surely it was the medication, the stress of the surgery. At that moment, four normal people—the two nurses, the intern, and I—shared a deep but helpless pity for the man who lay before us. 

At first Chase wouldn't consider disarticulating a leg that posed no threat to the patient's life, but George harassed the poor man for months. Finally Chase sent him off to a psychiatrist, promising they would schedule surgery if George proved to be of sound mind. The psychiatry department was experienced in such matters; their faculty had examined candidates for the transgender surgery Stanford so famously pioneered. After the therapist declared George officially sane, Chase, true to his word, put him on the schedule. 

 * * * 

The next chapter in George's story came from Freddie Tinsdale, an intern on the team that performed the second operation. The procedure went without a hitch. George woke from anesthesia cheerful as a new mother, refused his morphine, then violated his post-op diet by mooching a slice of apple pie from his roommate's tray. The next morning he wheeled himself down to rehab on his old gurney, where his smooth, legless pelvis was fitted for a special seat. That evening Tinsdale discovered George giving himself a bath. The nursing aides were meant to do that, but George had persuaded rehab to install parallel bars above his bed, and now, unencumbered by those useless legs, he could support the weight of his body with one ape-strong arm. Tinsdale pulled back the bed curtain to discover a naked, legless man dangling from a bar while he soaped his armpit. 

On George's fifth post-op day, an even stranger thing happened. Late in the afternoon, the charge nurse on his ward paged the plastics team. Tinsdale, together with his resident and medical student, wandered up to find out what she wanted. Nothing much, the nurse said, just...well...somehow, George had disappeared. After lunch, he had rolled down to rehab on his gurney, eager to try out his new custom-made wheelchair, but the clerk on the rehab ward swore George had departed hours before. Calls all over the hospital—to the cafeteria, the ER, the ICU, the admissions desk—had turned up no sign of George. 

How peculiar: a legless man gone missing. The nurse sat at the ward desk staring up at the intern, resident, and medical student. They stood in a circle staring down at the nurse. The hallway remained silent except for the overhead speaker. During the era before pagers or cell phones, it sounded every few moments: "Doctor Vinney, STAT to ICU.... Orderly with a wheelchair, Ward East 1A.... Blood bank tech, call extension 511...." 

All eyes stared at the speaker. 

"My God," the nurse said, "That's.... It's.. ..Yes!" 

The plastics team rushed down three flights to the basement, where two page operators were huddled in a cubicle. The team crowded around the doorway. There sat George, microphone in hand, perched in the new eggcup mounted in his new wheelchair. A set of earphones embraced his head. He leaned into the microphone and flipped a switch on the panel in front of him. 

The voice was unmistakable: "Doctor Coursey, STAT to the ENT clinic." Finally George looked up and saw the doctors standing shoulder-to-shoulder in the doorway. His face glowed with delight. He took off the earphones, flipped off the microphone, and shouted, "My first job!" He clapped his hands. Tears streamed down his cheeks. "I've been on the payroll since one o'clock!" 

The resident gaped in horror. The 120 five-day-old stitches that bound George's hip had held the weight of his torso for several hours. "Damn, George," he said, "get the hell out of that chair. You want to rip that wound open?" Then the resident went after the switchboard manager, but she insisted it wasn't her fault. 

"How was I to know?" she said. "He'd been pestering me for weeks, rolling down here every day on his gurney, and I kept telling him I'd hire him soon as he could get in a wheelchair. He disappeared for a few days, then showed up bragging about his new wheelchair and asking when he could go to work. One of the girls was out on maternity leave, and the backup had broken her ankle at Tahoe. It only took me a few minutes to show him how to work the board." 

The resident retired George on the spot, but two weeks later, Doctor Chase signed the release allowing him back to work. Five years later, when I returned to Stanford for a visit, George was still at it. He continued to live in an eggcup, bathing his half body every morning as it hung suspended over the tub, then swinging himself around his apartment on overhead bars and settling into his padded wheelchair. 

For decades, he had cherished a fantasy—not the miracle of walking on his own legs but the simple triumph of caring for himself and earning his bread. At work, his voice was distinctive—a deep, soothing bass that put all who heard him at ease. And he was a smart man, knew every nurse and doctor in the building, knew all their routines, all their hiding places. Over the years, his dogged persistence interrupted many a tryst in the doctors' on-call quarters. 

I have known many famous and many wealthy people in my life, but George is the only man I envy. I don't envy his eggcup, but I would give anything to own the triumph in his heart. 


Chapter Two

The Doctor is Sick

Vivian Kleinfelter was a thirty-nine-year-old patient with nineteen chief complaints. Her feet tingled. Her ears rang. She saw spots in front of her eyes. Gas pains kept her awake all night. Daily attacks of nausea were accompanied by cramps and rainbow-colored vomitus. All this had started with shortness of breath in her youth, attacks so terrible she sometimes fainted. Though a wise family doctor had taught her to control these attacks by breathing into a paper bag, the remaining symptoms had resisted the ministrations of a dozen specialists. It took me an hour and a half, but I finally got every last complaint scribbled down in her chart, together with her past medical history, family history, social history, and review of systems. Physical examination took ten minutes—normal head to toe, except for the well-healed scar of a biopsy on her left breast from three years before (a benign cyst) and a varicose vein on her left calf. 

To the semiskilled eyes and hands of a third-year medical student, Vivian seemed the picture of health. Tall and solid, ramrod straight, with curly auburn hair, she had the figure and skin tone of a woman ten years younger. She talked on and on with the momentum of eager, well-rehearsed speech, her hands flitting about like hummingbirds as she touched the body part that harbored each complaint: eyes, ears, nose, throat, bosom, stomach   ..   But alas, her visit to the Stanford Medical Clinic came to naught. In the end, less than naught. 

Alan Barbour, the clinic director, gave Vivian his best. He examined her body and reviewed every detail in her chart—including voluminous records from the Cedars-Sinai Medical Center in Los Angeles and the Pacific Medical Center in San Francisco—then delivered his diagnosis. He spoke with the deepest compassion, but the noble fellow insisted on telling the truth—it was all in Vivian's head, every symptom a hypochondriacal paradigm—and his efforts only enraged her. In the end, she stormed out of the clinic. 

I called her at home three months later to find out how she was doing. "I'm better," she said. "A little better, since I saw an iridologist, and this aroma therapist in San Mateo gave me some essential oils—I sniff juniper and lavender with my right nostril every morning, then patchouli up my left nostril at night. They've helped a little. My ears don't ring as much, so I can sleep at night, at least when the gas pains let up, and my feet don't bother me like they used to. But that Doctor Barbour"—her voice rose to a shout, quavering with rage—"you can tell that son of a bitch to go straight to hell! All in my head! Why, I'd like to take his head and smash it with a hammer!" 

Indeed, of all the hypochondriacs Alan examined during my rotation on his service, the poor man—a self-proclaimed specialist in hypochondria—never cured a single one. His intentions were good, his integrity unimpeachable, but the truths he told left dozens of patients grinding their teeth. 

 * * * 

I know a lot about hypochondria, having suffered from it during much of my adult life—such a severe case that my search for a cure drove me to become a physician. The sense of my own mortality first came upon me during my senior year in high school, when Ed Miller, the brother of a close friend, died of Hodgkin's disease. Ed faded slowly—growing thinner and weaker each month, choked with phlegm, tormented by swollen lumps in his groin and armpits—but it was not until the end that his fate took on a personal meaning. I had seen death before: Mamaw, my beloved maternal grandmother, together with my father's parents and two great uncles. But they were old. Though I missed them terribly, especially Mamaw, their deaths had nothing to do with my own fate. Ed Miller was young, just three years older than I. His face haunted me—chalky white, the cheeks sunken, the eyes wide with confusion and terror. 

My first year of college brought night sweats—an early sign of lymphatic cancer, or so I had heard—and an endless tossing about in my bed as every lymph node in my body throbbed like a boil. The doctor at the student infirmary was unimpressed. My temperature measured subnormal, and his probing fingers found nothing amiss in my groin or armpits. An agonizing three-day wait yielded a lab report that removed all doubt—no sign of disease. 

I groaned with relief, slept soundly for a month or two, but then discovered a tingling sensation in my throat. Just a scratch, perhaps, but more noticeable day by day, gagging me with pain by the end of a week. A sore, maybe a festering ulcer, or.... Every swallow brought agony and waves of fear. A finger thrust down my throat discovered lumps at the base of my tongue. Again I fled in panic to the student infirmary. They referred me to an ENT specialist, a short, bald, light-footed man with a mirror on his head. He peered down my throat and laughed. I had discovered my posterior lingual papillae, normal structures located at the base of every human tongue and as nonmalignant as my nose and ears. My throat pain vanished, only to be replaced a few weeks later by a stabbing sensation beneath my breastbone that portended certain disaster. 

My hypochondria ran a broken course. Some attacks came in the form of what one might call angst—an abstract fear, nameless and terrible, worse (how could that be?) than death itself. I fell into a frenzy when Comet Kohoutek was discovered in 1973. Despite astronomical assurances of a miss half the width of the solar system, I convinced myself this icy terror would smash the earth to bits. But more often my fear focused on an organ or two, a tumor that might spread to my lungs from a malignant mole, or a lump in my bowels that might soon invade my liver. Anxious fingers discovered a pulsating mass in the center of my abdomen. It was my aorta. One channel of my brain knew that each attack was nonsense, a false alarm no less absurd than all the others. But this was the weaker channel, too feeble to oppose the panic that tormented me when I woke during the night, my heart racing and my sheets damp with sweat. I needed more knowledge. More knowledge and—here, for once, my instincts served me well—a confrontation. I had to face down my fears. 

 * * * 

 Under Alan's guidance, the Stanford Medical Clinic became a hypochondriacal quagmire, a magnet for psychosomatic whiners from all over Northern California. I found Alan a wonderful man, a philosopher, and a devoted teacher. He was sixty when we met, semiretired after three decades of practicing internal medicine. During that era, every physician in America—except for Alan, or so it seemed—dismissed hypochondriacs from their practice as quickly as possible, but he was a pioneer, the noblest and most dangerous role a physician can play. Alan would be the first to heal those patients who did not want to be healed, a Don Quixote despised by his testy and vituperative Dulcineas. Short but striking in appearance, he had a large head, a long torso, stubby legs, and tousled iron-grey hair. The crinkly folds of age covered his lower eyelids. His voice was gravelly, his speech measured in long, rhythmic phrases. 

"No one wants to be sick," he would say. "These patients just need to be shown that health will cure their loneliness, bring the affection they crave, and do it better than any imagined disease. Truth is their only hope." 

I was young and inexperienced as they come, but my sense of pragmatism rebelled against this philosophy. It seemed like snatching a toy from a child because the toy is ugly. Who's to say a toy is ugly? This paternalism proved a disaster for Alan's patients. One couple in particular comes to mind, emigres whom I nicknamed the Nabokovs: The husband, like the author, was both Russian and an avid lepidopterist. His wife suffered from a pain in her arm that had eluded diagnosis for more than a decade. They were an aristocratic pair, married for thirty years, trim and vigorous in their mid-fifties, with beguiling Russian accents and the poise of landed gentry. 

They entered the exam room hand-in-hand, then gazed fondly at each other throughout the interview. The husband couldn't sit still. He patted his wife's knee, fidgeted in his chair, clasped and unclasped his hands, staring at Alan or his wife with watery, red-rimmed eyes. Alan set upon them with the skill of a master and soon rooted out the truth, not in the wife's physical exam or medical record—which revealed no sign of disease—but in the husband's tale of their nightly intimacies. 

A pathetic tale, indeed. Though they slept in separate bedrooms, every evening brought an elaborate ritual: he wrapped his wife's ailing arm in a hot towel for ten minutes, then removed the towel, dried the arm, propped it carefully on three satin pillows, and covered it with an eiderdown comforter. He described with a gesture how he pulled the comforter up to her chin, leaning close to his wife and exchanging a smile of tender endearment. 

"My darling," she said, laying a hand against his cheek, "you do take such good care of me." At her touch, the husband fell silent and stared at the floor. 

"Do you kiss your wife?" Alan asked. 

"Well.yes, well, of course," the husband said. A blush reddened his cheeks. "A kiss, a gentle kiss, of course, on the forehead." He spoke rapidly, as though hoping to outrun the embarrassment of further questions. "I come back several times in the night. The pillows shift, the comforter slides about, I must adjust them to assure that her sleep is not disturbed.   I." 

"Do you make love to your wife?" Alan interrupted, leaning forward with elbows on knees to stare the poor man in the eye. The husband gaped. The blush on his cheeks grew darker. He blinked his red-rimmed eyes. 

"I.we.of   course, at our   age.our   children   grown." 

"Has it been long? How long?" Alan's gaze was steady, his jaw set. 

"Well."   The husband's face turned purple, like a man holding his breath. He wrung his hands. At last, with a sob of humiliation: "A few years, perhaps.. .perhaps ten. But at our   age." 

"Let me tell you something," Alan said. "For her age, your wife is healthy as any woman I've ever seen. In my exam room a few moments ago, I watched her lean over and press her palms on the floor. And you—you seem to be in good shape." 

"Yes, yes, yes," the husband gasped. "I play tennis almost every day, maybe two or three sets. Young men, college boys, sometimes they cannot beat me.   I." 

"Can you achieve an erection?" 

"I.well.yes,    but."   The husband opened and closed his mouth. Silence. He and Alan stared at one another. At last the husband leaned forward, clutching the arms of his chair. "Why do you speak of such silly things? My wife is in pain, and you are meant to help her." 

Alan gave his finest performance. He explained how their conjugal bliss had strayed from the path assigned by nature, fallen from the health and vigor of flesh-on-flesh embraces into the black hole of a cultivated illness. Would it not be better, more joyful and satisfying, to lift off his wife's nightgown rather than fiddle around half the night with a pile of pillows? Why not throw away that ugly toy—his wife's spurious pain—so the two of them could savor the pleasures of marital coitus? The Nabokovs received this wisdom in stony-faced silence. They missed their follow-up appointment and never returned. 

Perhaps Mr. Nabokov needed his ugly toy. Perhaps the toy Alan wanted him to play with scared the poor man to death. Since Alan's pioneering efforts, hypochondria has worked its way into the mainstream. There is even a title—psychosomatic medicine—given to the treatment of those who will not be healed. Research on this subject has disclosed a tedious but reassuring consistency: though an occasional hypochondriac may fall down dead, he is no more likely to do so than a man of the same age who considers himself healthy. Which is to say, fear of disease, however troublesome for the patient or her doctors, has no effect on lifespan. 

As for treatment, direct confrontation seldom works, and most specialists now recommend compromise and accommodation, avoiding any statement that resembles, "It's all in your head," substituting instead variations on, "Let's try this—many of my patients have found it helpful." Naturopaths, chiropractors, aroma therapists— an unending array of "alternative" practitioners—remain popular with hypochondriacs, while the purists who follow in Alan's footsteps by telling the raw truth have enjoyed little success. Truth is not beautiful when it steals a man or woman's raison d'etre. 

 * * * 

 No one rescued me from my hypochondria, a dark, suffocating cloud that cast its pall on the brightest skies of summer and threatened to hound me to the grave. Without radical therapy, my life would have dribbled away in a procession of fearful days and sleepless nights. The first glimmer of hope came from a related neurosis—my flying phobia. After one hand-wringing, knee-knocking flight, I noticed that my return flight a few days later aroused only a few sweaty tremors, while a third flight soon thereafter gave me just a twinge of nausea as the misty landscape unfolded six miles below. Repetition seemed to calm my fear of airplanes. Hmmm, I thought, perhaps my hypochondria might also give way to a frontal assault. Rather than whimper like a coward, squirming in darkness and misery, perhaps I should chase down my dragon. 

I launched the first attack against my fear of needles. Needles terrified me, and a whiff of the isopropyl alcohol used to clean the skin sent me reeling. During my sophomore year of college, with trembling courage, I offered myself up to the Red Cross blood bank. The first few visits left me sweaty, light-headed, tingling in my toes and fingers, but eventually I mastered my fears, chatted with the phlebotomist, even watched the needle as it popped through my bluish skin into the swollen vein. 

This therapy seemed to work, but my darkest fear had yet to be faced: hospitals, where patients, some even younger than I, lay dying from unspeakable diseases. I volunteered as an EKG technician at the infamous Boston City Hospital, a collection of ancient brick buildings connected by tunnels that smelled of urine and garbage. The wards stretched on forever, grey walls and high ceilings, twenty beds on each side of scuffed linoleum aisles. Even more daunting were the private rooms, sanctuaries reserved for the dying. Their doors were kept discreetly closed. 

After a week on the job, I opened one of these doors to perform an EKG and found an enormous dead woman, but she was old. Later I glimpsed inside another private room as a nurse departed carrying a soiled emesis basin. The patient was a teenager with damp blonde hair, his face contorted in pain, a dark lump bulging at the angle of his jaw. The image burned itself into my mind. That night I tossed and turned for hours, my jaw throbbing until it seemed ready to burst. 

But I persisted, seeking ever-more-gruesome sights. I peeked over a surgeon's shoulder at a belly filled with naked organs. An orderly allowed me to wheel dead patients, old and young alike, down to the morgue. My ultimate attack on hypochondria came during my senior year, when I applied to medical school. 

 * * * 

Five years later, while an intern at the Santa Clara Valley Medical Center in San Jose, I glimpsed psychosomatic disease at its worst. Marguerite Sellers, a strikingly handsome woman, entered the ER on a quiet afternoon. Half the gurneys stood empty. As the two clerks sat dozing behind their desks, my fellow intern thought himself a lucky man when he opened the curtains around a gurney to find a patient who looked like Elizabeth Taylor. Marguerite had dark hair that hung down to her shoulders and desperate, convincing eyes. Even more convincing was her abdomen, a crisscross of angry red scars fringed by the tic marks of surgical closure, what surgeons call a "road-map belly." At the slightest touch, she moaned and tensed her muscles—the sign of a life-threatening abdominal hemorrhage or infection. 

Marguerite told a compelling story, a tale for every scar: excision of a ruptured appendix, followed by abdominal surgery for intestinal adhesions, followed by an ectopic pregnancy in the right fallopian tube. Not such a run of random bad luck as one might think, since each of these disasters predisposes a patient to the next. Marguerite's belly impressed Sam Elmore, the surgery resident who examined her. In the hallway outside the ER, I heard him talking to Marguerite's intern. 

"It looks bad," Sam said. "Six months ago, she had surgery for an ectopic pregnancy in the right fallopian tube, then last month she missed her period. 

Now she's tender as hell on the left—a classic story for a second ectopic." 

A second ectopic! My fellow intern and I sucked in our breath. An ectopic pregnancy occurs when an ovum, fertilized but misdirected, takes root in a fallopian tube and sprouts a false placenta shot through with fragile vessels. Rupture could come at any moment, causing massive hemorrhage, shock, or death. To our surprise, Sam didn't whisk Marguerite up to the OR. Instead, he inserted a catheter just beneath her umbilicus, then pulled back on the syringe, looking for any trace of blood in the abdominal cavity. The tap was negative, but that gave no real assurance. The false placenta could be the size of a lemon, growing larger by the hour, waiting to rupture and spill pints of blood into her abdomen. Sam admitted Marguerite to the ICU and ordered her vital signs checked every half hour. 

A sad case, since her husband was on a business trip to Singapore, with no hope of phone contact, while all her other relatives had died. With no close friends, Marguerite would have to suffer alone. Alone indeed—flat on her back in the ICU, surrounded by comatose patients, listening to the rhythmic clunk of their respirators. The window by her bed looked out over a macadam parking lot. The ICU had no TV sets. 

The next morning, when I stopped by the ICU to examine a patient admitted the night before, Marguerite's resemblance to Elizabeth Taylor made a stunning contrast to the corpselike faces of those around her. Though we didn't speak, her eyes followed my every step, as though she hoped to share her desperation with anyone who entered the room. Her loneliness lasted two more days, until Richard Burton arrived. That was the nickname the ICU staff gave Marguerite's husband. The charge nurse swore he was the handsomest man she had ever seen. In retrospect, it seems uncanny that Marguerite's illness should gather about it such abundant physical beauty. 

Elizabeth and Richard reunited, with much shouting and waving of arms, though Richard spewed venom not at Elizabeth but at the charge nurse and every doctor in sight. Upon learning that no one had laid a scalpel on his wife, he lapsed into a crestfallen stupor, then wandered about the ICU mumbling apologies. His curse in life was to chase after Marguerite as she drove all over Northern California seeking a bizarre visceral redemption. During the past year, she had sold her story to three surgeons. Only Sam Elmore's restraint had denied her a fourth ecstatic incision. 

I don't know what has happened to Marguerite since, but the prognosis remains poor. The curability of Munchausen syndrome—the compulsion to feign, create, or exaggerate an illness—ranks right down there with bulimia, pedophilia, and morbid obesity. It's likely that Marguerite escaped her husband's vigilance again, that other surgeons fell victim to her desperate eyes and her rigid road-map belly. Her husband explained that she had a PhD in nursing and for several years worked on an oncology ward at the University of Oregon. Few doctors can resist a patient who knows the right story to tell. 

Marguerite gave me the wisdom to look into dark corners, root out terrible truths. Three years later, during my residency, this wisdom would serve me well when I cared for a patient named Mack Rae. A retired major general with the Strategic Air Command, he had piloted a B-52 Stratofortress on "hot" flights over the Arctic Circle. While his plane soared at 40,000 feet— carrying four hydrogen bombs, each addressed to a city inhabited by millions of people—Mack listened to his radio for a coded go/no-go command, thus assuring the most rapid possible massacre should war break out with Russia before his plane reached the point of no return. A cruel yet thrilling job, but old men are not allowed to do such things, so at age sixty Mack had to retire and resign himself to an ordinary life. But his life didn't remain ordinary for long. 

Mack was always cheerful, especially when a new resident took over his case, since this allowed him to tell his story from start to finish. His beet-red eyes were blind, the corneas clouded by a greenish-yellow cast. Sticky mucous matted his lashes. I introduced myself, then remarked on the massive size of his medical chart. 

"Can you imagine it, Doc?" he said, beaming with pride. "A man gets the tops of his eyeballs cut off. Then they have to go in there and take out his cataracts. His retinas fall off, they've got to be hooked back up—first one eye, then the other, then the first one again. Then they've got to cut off the tops of his eyeballs again, and damned if they don't get all scarred up just like the first time." 

His chart listed several diagnoses: herpetic keratitis, secondary bacterial infection, perforated corneal ulcer, failed graft, secondary cataract, aphakic retinal detachment. Indeed, Mack's corneas had rotted away twice, but all attempts to culture herpes virus had failed, as had every treatment in Duane's Textbook of Ophthalmology. Drops and pills and injections gave no more benefit than so much tap water. Each complication had come in tandem with simultaneous onset and simultaneous progression in both eyes—evidence, or so it seemed to me, of a compulsive force. 

Everyone rejected my theory. Even the corneal specialist balked, insisting that no one could do such things to himself, but he had not seen Marguerite's performance. Mack boasted of his suffering, his exciting new life. I asked him one day if he ever touched his eyes. 

"Well, Doc," he said, "sometimes a man can't help himself. Just a little, every now and then. They sort of itch." 

As he spoke, he held apart the lids of his right eye and rubbed the glaucous cornea with his index finger. The tip of the finger moved in vigorous circles, spiraling outward from the cornea onto his boggy, inflamed conjunctiva. The sight shocked me; a normal cornea sends out waves of searing pain at any but the lightest touch. Then Mack closed the eye and rubbed it with his knuckle, rubbed until the violence of his gouging sent chills down my spine. The swollen lids made a wet, sucking sound. A strand of mucous oozed from the tear duct. "Ah, that feels better," he said, and began rubbing the other eye. This time, the mucous squirted onto his cheek. 

Of course I couldn't be sure. Perhaps Mack didn't know what he was doing. Perhaps all that scarring had left his corneas no more sensitive to pain than the soles of his feet. But the smile on his face, even as his knuckle squeezed mucous from his tormented eyes, suggested a man in the throes of ecstasy. Perhaps this was the ecstasy denied him when—day after day, year after year—he could never unleash the four thermonuclear treasures nestled in the belly of his 

B-52. 

During my career, I met others whose craving for self-destruction proved more precious than vision— indeed, more precious than life itself. 
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