Diphtheria

In the 1940s we were still seeing occasional cases of diphtheria in our provincial hospital in New Zealand's North Island. Two I clearly remember died from overwhelming toxaemia; they had come from isolated country districts and presumably had not been immunised. 

 In April 1946, a 16 year old schoolgirl, also from an isolated country district, was admitted with severe respiratory obstruction due to diphtheria. She had widespread membrane formation in the mouth and throat, and, when I performed an urgent tracheotomy, we were alarmed to find a similar membrane lining the trachea. This feature of the case explained the utter frustration we experienced in the after care. We just could not obtain a satisfactory airway. In addition to the usual nursing care of a tracheotomy, I judiciously removed the outer tube periodically to endeavour to clear the trachea, but to no avail. 

 Three days after the operation, I was due to go off duty for the weekend. I discussed the care of my patient with the duty house surgeon and asked to be rung if there was any change in her condition. 

 Early on the Saturday evening while I was visiting friends the house surgeon rang and said rather sadly, "I think we are going to lose our patient; her breathing is much worse." I was back at the hospital within 10 minutes and proceeded to remove the tracheotomy tube. I discovered immediately what had happened; the diphtheritic membrane was lying, apparently free, in the trachea. With some trepidation, I proceeded to gently ease it out with a pair of Desjardins forceps. The membrane kept coming and did not seem to be attached at the lower end. We became quite excited and relieved to find we were holding a complete cast of the trachea and its commencing bifurcation. 

 We were so busy looking at this that we nearly forgot the patient. The staff nurse pointed out to us that the patient was trying to say something: she was mouthing, "I feel much better." From that moment she made a steady recovery and was able to go home some days later. 

 I can only leave the reader to imagine what I learnt from this case. Sixty years later I am still pleased and relieved that I went back to the hospital that Saturday evening. 

Caleb Tucker  retired surgeon and hospital administrator, Wellington, New Zealand (candjtucker@xtreme.net.nz
Who decides?

Tom had been an active child, enjoying school and playing football. More importantly, he was a central part of his family. He was born with an atrioventricular septal defect and trisomy 21. At that time, intervention had been thought to be too risky and, as a result, he had frequent hospital admissions and poor exercise tolerance. Outcomes and perceptions changed, and, at 7 years old, he underwent surgical repair (pulmonary vascular resistance was low). This led to four fun years of walking and playing. 

 We met him when he was 13 years old, and he was six months into his ordeal. He had had recurrent arterial thromboemboli, resulting in occlusion of the aorta at the bifurcation. After an embolectomy and a long stay in the paediatric intensive care unit, his medical problems included renal failure, lower limb paralysis, and severe back pain. As plans for discharge were made, with home care and equipment being organised, he became unwell again. Because of his recent traumatic experiences, Tom and his family were not keen on transfer back to intensive care. Optimal medical therapy was continued. 

 Tom quickly became withdrawn. He was quiet and scared. He barely ate or drank. Venepuncture had made him angry, but this changed: at first he would cry, and then he just lay still and silent. His sleep was broken. Up to this point, his mother, brothers, and certain nurses could easily bring on laughter even when he was in pain or frustrated. 

 Although there were no direct discussions with him, we took his cue. Like other teenagers, he had been exposed to death, and some of his school friends had died. His understanding was limited but not poor. For example, he said that being in intensive care was being dead and that going back was dying again. From a medical standpoint, the prognosis for his condition was undefined and the chances of him surviving the current acute problem were low. His family faced these issues with us bravely. 

 When all his family and friends began arriving and the needles stopped, he was different. The laughter returned, as did his appetite for McDonalds. His spirit returned, and his dislike for wheelchairs did not stop him going to meet Michael Owen (he did the 30 mile round trip on a stretcher). His last few days were happy, and he was surrounded by those he loved. 

 We remain inspired by Tom and his family. 

Jasveer Singh Mangat, specialist registrar in paediatric cardiology 

Guy's and St Thomas' NHS Trust, London, (jasveer_mangat@yahoo.com) 

Priya Kumar, specialist registrar in paediatrics 

Guy's and St Thomas' NHS Trust, London
A bipolar story
Being a medical student has its ups and downs. As I sat in the busy psychiatric outpatient clinic, I was having a particularly "up" day, giggling while the senior house officer vainly tried to hang up the telephone. On the other end was a bipolar patient, currently manic. "Yes, I understand, but I really have to go... Yes, goodbye... No, I am in a clinic...." 

 "Pressure of speech," I ruminated, proud at how good my psychiatric terminology was coming along on only the second day of my attachment. When my colleague finally managed to disentangle himself from the conversation, he looked at me with a strangely vindictive grin and told me that the patient was being admitted and that she would be a "wonderful candidate" for a detailed case study. My shoulders sagged, my grin turned upside down—I'd been looking forward to lunch and a free afternoon. Little did I know what I was in for. 

 "Can I see your badge, young lady? It's just I have to make sure you're not an actor pretending to be a medical student. There are a lot of actors here, you know—the patients, the doctors...." 

 "No further explanations needed," I thought, and duly produced my identity badge. Immediately convinced of the veracity of my identity, my patient sat down in the family room of the inpatient ward, and I proceeded to obtain a full, detailed psychiatric history—or rather, I tried to. The truth is, she just talked—about everything from art, to politics, to literature. Because of my complete inability to direct the interview, I let her carry on. "Been here almost three hours already... Damn, shouldn't have giggled at the SHO. Never mind, I'll just have to come back again tomorrow." Resigned to the fact that I'd have to meet this patient many times before I could get all the relevant facts, I relaxed and was surprised to find myself enjoying all the irrelevant bits of the conversation. 

 We both laughed and chuckled like a couple of schoolgirls, me and this 65 year old woman, as I got caught up in her contagious joy and boundless energy. Amid deliberations on Monet and reflections on the situation in the Middle East, she told me about her experience of terrible confusion that somehow, like in a dream, makes perfect sense. I heard about her tragic losses and deep despair, about the havoc this disease can wreck on a family and about how her faith had sustained her throughout. "Mania... psychosis... depression." She didn't just give me a history of bipolar illness, she told me a story and took me on a journey to discover a person struggling with a disease but who, in spite of or perhaps because of it, was a whole and wonderful human being. 

 Now, when I meet a "bipolar," "depressed," or "schizophrenic" patient, I try to look past the diagnosis and often find someone who has had to endure more than most of us and thus has a wealth of experiences and stories to share. While we may not always have the luxury of time to listen, these are people who deserve all our compassion and respect. 

 "You're my angel," my patient gushed as she gave me a hug. She was wrong, of course, just "over-familiarity." The truth is, she was mine. 

Raquel Duarte, fourth year medical student
A complaint that changed my practice 

The family asked to meet me. Their daughter had recovered from meningococcal septicaemia, and they wanted to know why I hadn’t diagnosed it when they saw me that morning six weeks ago at the GP surgery. A few hours after I had treated her for an upper respiratory tract infection, her parents noticed a rash on her legs and took her straight to the accident and emergency department, where the seriousness of her condition was recognised. 

The letter of complaint arrived a few weeks after she was discharged: How had I missed the diagnosis? And how was it that the emergency doctor who had seen their daughter at home a few hours before me had also dismissed her illness?

My stomach wrenched with anger and frustration. Can’t they see? That’s the whole point: two doctors a few hours apart both made the same clinical judgment that this was a viral illness. There was nothing that morning to indicate meningitis or septicaemia. To the family, the fact that two doctors had failed them compounded their criticism of the quality of care they received: to me, that double failure showed the difficult reality of naming an illness that often declares itself only with time. 

I felt that their criticisms were unfair. Of the thousands of feverish children I would see in my career as a GP, only a handful would have something as devastating as meningococcal septicaemia. If I was unlucky enough to see the child at the wrong point on their journey of symptoms what else could I do? 

As the date for our meeting drew closer, that black churning bitterness was still there, and I realised I had to do something. 

I was interested in the work of Gillie Bolton and her ideas on the use of writing in personal and professional development. 1 I decided to try one of her suggestions and write the story of the family’s complaint from the point of view of the parents. The first line came easily: “She nearly died you know. Our daughter nearly died.” At that point my perspective on the complaint changed. I felt the parents’ fear, and I understood their terror. They had taken their ill child to a doctor and had trusted him to keep her safe. They needed a doctor to walk with them, support them, and to give meaning to their fears. The child got worse and nearly died. They lost the doctor; they could have lost their daughter. 

The complaint wasn’t about diagnostic skills or statistical probabilities but about a family trying to make sense of the horror of nearly being ripped apart forever. By thinking about the complaint from the family’s point of view, I understood that my role in the meeting wasn’t to defend but to listen. 

Antonio Munno general practitioner, King Street Surgery, Kempston, Bedford (a.munno@ntlworld.com) 

1 Bolton G. Reflective practice: writing and professional development. London: Sage Publications, 2005.

