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Dear Reader,

Thank you for picking up the inaugural copy of  Stylus, the literary magazine 
of  the Raymond & Ruth Perelman School of  Medicine at the University of  
Pennsylvania.  This journal was created by Penn Med students who believe 
that the humanities have an important place in medicine and that medical 
students and professionals who devote themselves to artistic pursuits, wheth-
er they create visual art, music, stories, or poems themselves or merely take 
the time to reflect upon the work of  others, improve their ability to take care 
of  themselves and, in turn, their patients.

As you will soon see, many of  the pieces of  writing and visual art contained 
in this volume are the direct result of  the myriad striking experiences that 
members of  the Penn Med community inevitably undergo as they proceed 
through their medical training.  It came as no surprise to the editors of  Stylus 
that students and other members of  the community were inspired by these 
experiences; we were, however, impressed that so many had the time, talent, 
and heart not only to create such beautiful works of  literary and visual art, 
but also to share it with their peers.  

Those of  us on the editorial board of  Stylus would like to thank everyone 
who submitted their work to us, our advisors Drs. Horace Delisser and Zach-
ary Meisel, our funding sources and, of  course, you, our reader.  We hope 
you enjoy the book.

Sincerely,

The Editors
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“He spiked a fever of  102.3 last 
night. His brain MRI is unremarkable, 
his CSF cell counts are inconclusive 
and his urine culture is negative.” I re-
ported these perplexing findings to my 
attending on morning rounds, ponder-
ing the next step in this patient’s treat-
ment.  As a third-year medical student 
on my medicine rotation, I was eager 
to begin learning the art of  differential 
diagnosis and medical management. 
However, during my time on the wards, 
I learned not only what it takes to be a 
great doctor, but also what it means to 
be a healer.

Mr. Mitchell was an 83-year-old 
man with a history of  mild Alzheim-
er’s dementia and sarcoidosis. Three 
days after a simple right inguinal her-
nia repair, he suddenly became ob-
tunded and non-responsive. Just after 
his surgery, he was subsequently found 
to have a large lung mass.  Everyday, I 
spent time examining him and trying to 
get a response, but he had become sud-
denly nonverbal, unresponsive and un-
able to follow any verbal commands. I 
spent countless hours with his wife and 
three daughters, who at first remained 
calm and convinced that he would re-
cover soon from whatever had caused 
his sudden change in mental status. 
Every day on rounds, I came up with 
more things to add to my differential 
diagnosis: listeria bacterial meningitis, 
urinary tract infection, pneumonia, 
carcinomatous meningitis, neurosar-
coid, hyponatremia, and new worsen-

ing dementia with delirium. However, 
every test came back either negative or 
inconclusive. I desperately wanted to 
find the answer. I was convinced that 
I just hadn’t thought of  the right diag-
nosis, but once I did, I would be able 
to cure him so he could go home to 
his family. After a week of  fluid reple-
tion, broad spectrum antibiotics and 
heavy doses of  antivirals, he was not 
getting better. In the next few days, he 
continued to deteriorate, but I felt that 
I just needed to try harder. It was a race 
against the clock. 

Each day, his wife sat by his side and 
held his hand.  I saw her cry once, and 
she asked me if  I thought he knew she 
was present. I told her that of  course 
he knew she was there, and her pres-
ence and love was the best medicine. 
They had known each other since they 
were 13 and had been married for 67 
years.  She brought him a beautiful red 
knit blanket from home so he wouldn’t 
have to use the hospital blankets, and 
she hung a picture of  their family on 
the wall from their grandson’s gradu-
ation. 

 On his eighth hospital day, Mr. 
Mitchell took a turn for the worse. He 
became hypoxic and started working 
hard to breathe He remained non-ver-
bal and unresponsive. It was clear:  he 
was dying. I walked into his room, and 
his whole family--sister-in-law, grand-
son, daughters and wife--was sitting in 
chairs around his bed. They, too, knew 
this was the end and wanted to be there 
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for his last moments.  I had never seen 
a person in the act of  dying until that 
day. As I watched each labored breath, 
I realized that dying is truly a verb; he 
was actively dying. I sat down in the 
room, and I started talking about Mr. 
Mitchell with his family. We did not 
discuss diagnosis or prognosis, but 
rather, I asked them to tell me about 
what an incredible man he is, and to 
share their greatest memories. They 
eagerly explained that when he was 
just 18, he went to fight a war in Ger-
many.  He was one of  the few African 
American solders in his WWII infantry 
group. However, his wife went on to 
explain, his greatest accomplishment 
and his greatest joy was his family, in-
cluding his three beautiful daughters. I 
sat there and just listened. I expected 
to be disappointed in myself  because 
I had not found the right diagnosis or 
the cure, but I was not. Rather, I found 
it meaningful to be with the family at 
this very fragile time. 

   His wife and I cleaned his face 
with a damp towel. Before I left, I bent 
down and kissed his forehead to say 
goodbye. His wife started to cry. She 
said to me, “There are so many doc-
tors who are running around, just go-
ing through the motions, doing their 
job. It’s so nice to meet someone who 
truly cares and understands.”  Before 
that moment, I hadn’t realized the ef-
fect I had on the family. They didn’t 
care about my differential diagnosis, 
my comprehensive H&P, or the count-
less orders I had put in for him, but 
they did notice that I cared, and that 
was what had meant so much to them.

When I left the room, I cried. I 
wasn’t even sure why I was crying, but 
I was embarrassed because I thought 
doctors weren’t supposed to cry.  I 
quickly ran to the bathroom to dry my 
tears and maintain my composure. I 
was always told not to get emotional 
about my patients. I thought about that 
advice and realized that I would be dis-
appointed in myself  the day I stopped 
crying. What would that say about me? 
I realized that I don’t ever want to stop 
crying for my patients. 

 Mr. Mitchell taught me about the 
doctor I want to be, and he helped me 
discover a little more of  myself. He 
showed me that medicine is not black 
and white. There’s not always a cure 
or an answer, but there is always time 
to be a compassionate healer. When a 
patient is sick, the whole family is af-
fected. Finding the diagnosis and right 
medicine is only part of  a cure. True 
healing means helping the whole family 
to heal. I couldn’t restore Mr. Mitchell’s 
health, but I could help his family in 
their healing process. 

(To be published in the Annals of  
Internal Medicine)
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As the massive military truck laden 
with surgical supplies lumbered onto 
the compound of  our small clinic in 
rural Haiti, I took a deep breath and 
braced myself. In six months of  work-
ing at St. Joseph’s clinic in Thomas-
sique, Haiti, I had been finagled into 
giving a speech in Haitian Creole to the 
entire town, watched my partner fly 
off  a motorcycle, had close encounters 
with five tarantulas, and had crossed il-
legally into Haiti over a river on a don-
key. In that time I had also witnessed 
the immense and devastating suffering 
that crushing poverty and lack of  ac-
cess to medical care caused in our small 
rural town. Even though I had worked 
extensively on projects that addressed 
some of  the roots of  disease in our 
community, I personally had very few 
tools to help individuals in distress. 
This week was going to be different. 
The arrival of  the truck meant that 
for five days the clinic was going to 
be transformed into a surgical center-- 
pumping out almost 100 surgeries and 
thereby providing a very immediate, 
tangible service that could drastically 
improve people’s lives. 

By the third day of  the surgeries, 
I was exhausted when one of  the sur-
geons pulled me over to translate for 
a young mother and her four-month-
old baby, Ogdon. The baby lay in his 
mother’s arms while the doctor ex-
plained to me how they planned to 
surgically correct his relatively benign 
congenital condition the next day. The 

baby wasn’t crying or even really mov-
ing when Dr. M lifted his shirt and 
saw his thin little chest struggling for 
breath. The ribs and bottom of  the 
thoracic cage pulled inward dramati-
cally in chest retractions and the baby’s 
chest sounded like someone trying to 
pull air through a pinched rubber tube. 
We clipped on the finger oxygen moni-
tor and saw that his oxygen saturation 
was at 76%, far lower than normal. We 
had no idea how long it had been that 
low. A four-month-old baby was dying 
from pneumonia right in front of  us 
and we almost hadn’t noticed. 

The surgical team was immediately 
whipped into a frenzy. Before long, they 
were breathing for the baby through a 
bag and hooking him up to an IV. He 
didn’t have the muscle strength to pull 
air into his lungs by himself, but once 
they started breathing for him, his oxy-
gen saturation jumped up to 85% and 
then 90%-- he was relatively stable. Af-
ter a little while, the head nurse came 
over to me. “Katie, this baby cannot 
stay here. We cannot treat him. He 
needs to be on a ventilator.” I had ab-
solutely no idea what to do. I looked 
around and found the clinic’s director, 
a Haitian doctor named Dr. C, huddled 
in the hallway with the other local doc-
tors who worked at the clinic. 

“Dr. C, there is a baby with pneu-
monia that needs to be on a ventilator. 
Is there one at the hospital in Hinche 
or somewhere else in the area?”

“I don’t know. I will call the pedia-

Tet Chaje
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trician in Hinche.”
It wasn’t like Dr. C not to look me 

in the eye when he spoke, and it wasn’t 
like him to be so cryptic. After working 
with him for several months, I knew he 
was a patient and caring physician. But, 
while the American doctors and nurs-
es worked to save Ogdon, the Haitian 
doctors simply watched. I was con-
fused. This was an emergency, and the 
baby could die! Why wasn’t he upset?

Our clinic was small, though it was 
the only readily accessible one in the 
region. Hinche Hospital, which had 
specialists and more advanced equip-
ment, was where we sent patients 
who needed help that was beyond our 
means. If  Hinche didn’t have the ven-
tilator, there would be nowhere else to 
go. It was two hours away on a rocky 
dirt road. A Haitian doctor on staff  at 
the clinic, two nurses from the surgical 
team, Ogdon’s mother, and I (coming 
along to translate) all piled into the back 
of  our truck. The ride was rough and 
dangerous, and our busted old Toyota 
Landcruiser had little to no shocks, so 
every bump sent shockwaves into the 
car that endangered our patient. As 
we bounced around on hard, cracked 
leather bench seats, I watched help-
lessly along with the distressed mother 
who was quietly praying for her child. 
Ogdon lay delicately between the knees 
of  a nurse who used a bag to breath 
for him the whole way to Hinche. The 
other nurse checked his blood oxygen 
level and periodically suctioned out his 
mouth. After a while, Ogdon’s mucus 
turned pink. 

When we arrived at Hinche Hospi-

tal, Ogdon was surprisingly doing okay. 
He had survived the long car ride and 
his oxygen saturation was around 90%. 

The emergency department was a 
large, open room with cracked white 
walls and a few patients lying on 
stretchers. After what seemed like ages, 
a doctor finally arrived. The nurses ex-
plained Ogdon’s condition and asked 
about hooking him up to a ventilator.

There was no ventilator. 
On the verge of  panicking, I ran out 

and fortuitously found the pediatrician 
Dr. C had called. I brought him to the 
pediatric wing and the nurses explained 
while I translated the story once more 
for him. He didn’t say anything. Up un-
til that moment, I still thought Ogdon 
was going to live. As reality dawned on 
me, I asked,

“What happens when a baby comes 
into the hospital like this normally? Do 
they just die?”

“Yes, they die.”
Finally, we realized what the Hai-

tian doctors had likely known all along. 
The nurse turned to the mother with 
tears in her eyes and told her that we 
couldn’t save her baby. We didn’t have 
the tools we needed to save him. 

We stopped breathing for Ogdon, 
knowing full well he would die soon 
thereafter. His tiny body lay prostrate 
on the white linens of  a rickety stretch-
er. We watched him struggle for breath 
with tiny gasps. Unable to let him just 
lay alone as he died, the nurse picked 
him up, wrapped him and cradled him 
in her arms. She carried him over to his 
mother, who put her hand over him 
and prayed.
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Ogdon died in Hinche Hospital 
that night, cradled in the arms of  an 
American nurse, while the rest of  us 
watched on in silence and defeat.

Throughout the entire drive home 
we sat in silence. It was nighttime by 
this point, so no one could see as I fi-
nally let the tears I had been fighting 
back roll down my cheeks. I had com-
posed myself  by the time we dropped 
the mother off  at her home and laid 
Ogdon’s little body on the bed of  her 
small but well-kept house. We went 
home.

When I walked into the staff  house, 
Dr. C was in the kitchen waiting for us. 
I told him what happened. He didn’t 
seem surprised. He looked at me, put 
his hand on my shoulder and said, “Tet 
chaje.”

“Tet chaje” is a phrase that liter-
ally translates to “loaded head.” Dur-
ing my year in rural Haiti, I heard it 
used almost every day to describe a 
wide variety of  situations. In general, 
it describes being overloaded—with 
anything: worry, anger, sadness, frus-
tration or any of  those in combination. 
It can describe a person, but you can 
also use it to describe a situation that is 
completely untenable. Haitian Creole is 
a beautiful language of  few words, so 
oftentimes people use phrases or prov-
erbs to describe feelings or issues—but 
there really are no direct translations 
for most of  them. It was strange, but 
those two words described exactly how 
I felt.

In bed that night, my mind raced 
as it went over and over what had hap-
pened. The reaction of  the Haitian 

physicians and Dr. C completely baf-
fled me. Why didn’t they spring to arms 
to try and save Ogdon? 

It took me a long time to realize 
that Dr. C knew something that nei-
ther I nor anyone on the surgical team 
had ever really grasped. If  the surgeons 
hadn’t been there that day, the mother 
probably wouldn’t have brought her 
baby to the clinic in the first place. Even 
if  she had, local Haitian doctors would 
have seen that the baby was in severe 
respiratory failure and known that he 
was probably going to die. They might 
have simply prescribed antibiotics and 
sent the baby home, where he would 
have died violently and silently with 
his family.  Even though they knew the 
baby was not beyond modern medical 
care, they would have recognized that 
he was beyond the level of  care avail-
able in Haiti. Although the surgeons 
had been on countless service trips to 
Haiti in the past and I had been living 
there for over six months, none of  us 
had ever fully grasped the ramifications 
of  that fact. Not until we tried futilely 
to fix it for just one child. 

I spent a lot of  my year in Haiti be-
ing angry. This incident was just one in 
a long list of  unjust things that happen 
all the time. Children should be able to 
go to school. Mothers shouldn’t rou-
tinely die in childbirth from prevent-
able causes. People should have ac-
cess to clean drinking water. Children 
shouldn’t be hungry and malnourished. 
At first these things were shocking, ap-
palling, unbelievable, devastating—and 
then I had to go to work. I couldn’t 
be furious all the time even though I 
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should be. The number of  unjust things 
happening all around me deserved my 
anger at every moment of  the day, but 
I couldn’t sustain that emotion forever. 
So, I had to learn to accept things that 
were completely unacceptable—and I 
found myself  having to remind myself  
to be angry, to see injustice and call it 
by its name even though the recogni-
tion was painful and I didn’t have the 
strength to fix it. 

On the anniversary of  Ogdon’s 
death, I forgot to remember him. I was 
back in the US, studying for a medical 
school exam, and I forgot to remem-
ber. All those unjust, unacceptable 
things are still happening in Haiti, and 
I have the luxury of  forgetting even the 
ones that hit me the hardest. There is 
wisdom in acknowledging the things 
you cannot control—but along with 

it can come an insidious complacency 
that people fall into without even re-
alizing. Even here in the U.S. doctors 
have to deal with unjust incidents that 
they don’t have tools to fix—the young 
man in the car accident with no insur-
ance, an undocumented mother who 
cannot access prenatal care, victims of  
gunshot wounds caused by the endem-
ic violence in their communities and 
on and on. Physicians who encounter 
these things on a daily basis cannot af-
ford to be outraged, even when the sit-
uation deserves their indignation. Must 
we become indifferent in order to do 
our job?  It is a fine line, a balance that 
I certainly haven’t mastered—especial-
ly when it comes to the gross dispari-
ties in access to medical care between 
rich and poor nations—and I’m not 
sure I ever will. Tet chaje.
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The Transplant
Lauren McCollum

When my sister and I were anesthetized
and wheeled into adjoining rooms
and placed on tables,

when we were made to breathe
and monitored
and cut with scalpels,

when we were handled by our viscera
and metaphysically conjoined
at the liver,

we slept at the unlit center of  the earth,
not dreaming, forgetting our parents
in the far-off  room, who already

had been holding their breath a very long time.

Echocardiogram
Lauren McCollum

There it is—my heart,
flapping with an earnestness purged 
from the rest of  my person long ago.
It is not what I expected—
solid and subtle, self-contained like a nut.
Rather, it gapes like a system of  caves
and makes a sound like a flurry of  bats.
I understand now why the heart is thought 
to be the epicenter of  emotion.
Its tremors are those of  an underground lake
whose fish, having lived and died in darkness,
have evolved to total blindness.
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I shouldn’t be spending my time 
staring at the ceiling. I’m a first year 
medical student—I should have my 
nose buried in a book or my eyes glued 
to a screen at all times. In fact, the rea-
son I was staring at the ceiling just now 
is because my brain was so overloaded 
with facts and diagrams that I had to 
search the heavens for about two min-
utes before I could think of  that word 
I wanted to write. I finally settled on 
imperfection.

See, while I was stewing over what I 
might write to describe my experience 
as a first year medical student, eyes to 
the ceiling in the agony and ecstasy that 
is trying to capture life in words, I no-
ticed that there is a single, large imper-
fection in the paint job directly above 
my head—a fleck of  dried paint from 
the first coat that was embalmed into 
its permanent home during the second. 
It’s undoubtedly been there ever since 
I moved in, but I had no idea until just 
then.

Then it hit me: this fleck of  dried 
paint is my essay. My careful study of  
the ceiling, if  spontaneous, still high-
lights the most important newly ac-
quired skill from my medical education: 
attention to detail. And not just detail: 
a sensitivity and precision for noticing 
nuance that I had not previously imag-
ined to be possible; the difference be-
tween glancing through my naked eye 
and studying through a microscope. 

Indulge me with one example. It 

is not sufficient for me to understand 
the fact that the human retina operates 
through the following process: first, 
specialized cells called rods and cones 
capture photons of  light and transfer 
this light energy into chemical signals; 
these chemical signals are then trans-
ferred into electrochemical signals and 
carried by a series of  neurons into the 
visual cortex of  the brain; finally, they 
are processed by increasingly complex 
systems of  neurons and compiled into 
an image with a refresh rate of  around 
30 times per second. That would be 
too simple. I must also remember 
which chemical within these retinal 
cells that provides the electrical signal 
(rhodopsin), when this signal is trans-
ferred (paradoxically, these rod and 
cone cells are activated by darkness, so 
it is when they stop firing that a signal 
is passed on), the names and particu-
lar pathways of  the intermediate cells 
along the journey into the brain (midg-
et and parasol cells), and exactly which 
layer of  visual cortex they synapse on 
(it’s IVCα for M cells and IVcβ for P 
cells just in case you were wondering). 
My life is now in the details.

On the one hand, viewing life at the 
microscopic level can be incredibly re-
warding and interesting. I recently read 
that with the advent of  the next gen-
eration of  supercomputers (those with 
processor speeds on the peta- or exa- 
scale), scientists might be able to begin 
to accurately model the activities of  a 

Microscopy
Peter Guyon
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single living cell, such as a bacterium. If  
I’m reading that right, the most intelli-
gent creatures on the planet, using the 
most advanced technology that their 
brains can conceive of, might soon 
have the opportunity to simply scratch 
the surface of  understanding the inner 
workings of  the most basic life-form. 
Why on earth would they want to? Be-
cause only by studying these processes 
at their most basic level—the interac-
tions of  single molecules and discrete 
chemical reactions—can they be truly 
and accurately understood.

Aside from the goal of  wanting 
to understand something in order to 
come to a final conclusion about it or 
publish it in a paper or design a drug to 
fix it if  it’s broken or any other among 
the myriad of  motivations, there is a 
simple yet powerful joy which comes 
from the process of  learning itself: of  
looking more closely, thinking more 
critically, or imagining more creatively, 
even if  that ultimate understanding 
is never reached. We may never fully 
plumb the heights and depths of  the 
universe, but that’s no reason to scrap 
the Hubble Telescope.

Yet, living life with such discern-
ing and focused eyes certainly comes 
with a price. For me, this habit of  pay-
ing attention to the details cannot be 
contained only within the academic 
realm—and now nothing is safe. Re-
lationships must now be analyzed 
even more minutely: what exactly did 
she mean by that? what, precisely, am 
I feeling when we talk? When I sit in 
lecture, I learn that the limbic system 
regulates and processes emotions. I 

hope to high heaven all this love busi-
ness is more than just dopamine and 
serotonin. Am I a good enough son, 
brother, friend? When I really examine 
the way I interact with others, there are 
so many little things I could do better. 
And so the present must be examined 
with increasing levels of  precision, in 
order to better forecast the future: af-
ter all, the domino I tip over today will 
lead another to fall, then another, then 
another: so I’d better pick the right 
one! Life is about the littlest things.

Attempting to understand my life 
at the microscopic level is usually met 
with failure. There are just too many 
permutations. But sometimes, in place 
of  the disappointment that accompa-
nies trying to understand the world in 
all of  its complexity (and quickly re-
alizing the futility of  that endeavor), 
comes the horror of  actually beginning 
to understand some of  it. I came to 
such an understanding during a genet-
ics course in my first semester here at 
medical school. Yes, they taught us all 
about DNA: what it is, what it does, 
how it works. But then they proceeded 
to tell us all the ways it doesn’t work: 
what happens when it doesn’t copy it-
self  correctly, when it doesn’t evenly 
distribute itself  between cells during 
division, when it contains omissions, 
deletions, or problems with repair. 
They taught us the consequences that 
can come from just one single mol-
ecule being out of  place—one out of  
about 3 billion—and what that can 
mean for a family. Sitting in the class, I 
began to understand that the processes 
which my professors were lecturing 
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about might be taking place within my 
body, or might have taken place years 
before within the body of  a relative 
of  mine. Who knew what mistake my 
genome—or my future mate’s—might 
hold, just waiting to spring forth in all 
its recessive glory? And suppose we 
had a child with some sort of  genetic 
problem—would my ability to un-
derstand it, to put a name to it, keep 
my wife from sobbing about it on the 
bathroom floor?

Someday it might. I guess that’s 
why I, a doctor-in-embryo, am learn-
ing to view the world this way: learning 
the terror that comes with seeing and 
naming a problem before I have any 
idea how to solve it, then working to 
solve it, usually one protein or cytokine 
pathway at a time. Entire careers are 
spent looking more and more closely 
at a particular piece of  a particular en-
zyme, delving deeper and deeper into 
the details. Someday I might find my-
self  doing just that.

But it’s not the potential problem-
solving that has my attention at the 
moment: I can’t even begin to imagine 
how to imagine tackling some of  the 
problems in my path as a future physi-
cian and scientist. I just barely got here, 
and my jaw is still hanging open from 
having seen this world: a world where 
the most mundane activity, like star-
ing at the ceiling, is actually full of  a 

beauty and complexity almost beyond 
comprehension, because as I stare, I 
am now aware that several million of  
my retinal cells are sending their sig-
nals through an increasingly complex 
system of  connections to bring my 
brain the image of  a dimpled, cream-
colored ceiling with an aberrant fleck 
of  paint; because I know that if  they 
had the resolution to do so, these same 
cells might pick up any of  the billions 
of  little miniature forms of  life eking 
out their own little life stories above my 
head second by second, hour by hour; 
and because I would be able to under-
stand at least a little bit of  what those 
critters were doing.

Mostly, my jaw is gaping because 
however any of  these things really work 
(and if  we’re honest, we only know 
the tip of  the iceberg), they do actu-
ally work. And they will continue to 
work whether or not I ever look closely 
enough to understand them. With all 
of  the complexity and potential prob-
lems that come with DNA replication, 
the majority of  the time, healthy babies 
are born and eyes usually see; whether 
scientists can model them or not, bac-
teria will continue to blanket the earth 
as they have for eons. I look forward to 
staring at ceilings and seeing more than 
just pale white— but not always. I need 
to rest my eyes sometimes.
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The first thing I did when I got my stethoscope was to listen to my own heartbeat
To make sure it was moving at the pace I had left it
When they drape that white coat across your shoulders, they are saying here
Have a seat on a pedestal that’s 100 feet higher than the rest of  humanity.

We Wear White,
Because unlike the scum that spawns between the toes of  the filthy rats
that breed in the dark gutters underneath Wall Street
With Bluetooth Headsets in their ears and pinstripes on their suits
Who sit behind mahogany desks and call the devil’s secretary to reschedule that meeting 
from 1 to 2 pm, 

Unlike the snakes, who make soft lullabies of  hate
As they rattle their tails 
and spin tales 
like the tangled webs of  the black widows that they create
As they send black husbands to jail,

Unlike them, our profession is pure. 
Like the driven snow. 

But what they didn’t tell you,
As they smiled and shook your hand on that stage,
Was that blood never really comes out of  white coats. 
Like piss stains and tear tracks. 

So I listened to my own pulse to memorize the cadences of  its rhythms 
and reproduce its sheet music in my head every time I begin to lose myself. 

Like sitting hour after hour 
trying to learn about how many different kinds of  diarrhea 
there can possibly be on Frank Netter’s green Earth
And after the 3rd bowl of  reheated Chinese fried rice, I have to remind myself

B. Cereus. 

Be serious. 

Because in my mind, pass/fail is not pass now, pass later
It’s pass now or pass on into the next life, if  I cant think fast
enough to master the material presented in class
Because it takes too much cash

Between the Lines of  an EKG
Mark Attiah
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And my mother did not escape a Nigerian civil war
Filled with child on child violence
So that I can come here and act like I pronounce the word “pass”
As if  the letter “p” was silent. 

My heartbeat is a compass that always points rostrally in anatomical position
It’s the muse that sends action potentials to my fingertips 
So that I could pen these lines
It’s the song that comforts my mind
As I accidentally knock off  the muslin cloth 
And come face to face with a cadaver for the first time!

It’s my muscle relaxant for violent mannerisms, 
The lucid interval without the aneurysm
Reminding me that when I talk to the pizza delivery man more than the members of  my 
own family that I desperately need ‘em
It is to me what Samson’s dreadlocks were to him
Giving me the supernatural strength to break free from these light and heavy chains
With a 1001% confidence interval 
To find my degrees of  freedom!

My heartbeat is the shaky knife of  a young surgeon 
Who hasn’t seen sleep for three weeks
Cutting my long thoracics anchoring me to the ground
So that the tips of  my shoulder blades can become chocolate angel’s wings and I can Take 
to the sky

It’s my doctor who tells me that I have facial nerve damage 
And nicknames me crocodile
Because I so hunger for your kiss 
That every time I taste your lips I can’t help but cry

And the tears would blend so beautifully into the lapel of  my white coat
Like a lone soprano joining in chorus with the thousands of  tears you’ve shed
And the blood drops your patients have bled
To sing a song that resonates every little white fiber of  the symbol
That identifies you as doctor
Your stethoscope is your conductor’s baton, with a loud double tap
Your hearbeat, is a reminder that first, you are human
…And I’ve got its syncopation down pat. 

You have to take a pulse 
Before you restore anyone to health
So I implore you, physician, please listen
Hear thyself.
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Stars
Yun Rose Li

Can you find us amongst the stars tonight?  He pointed at the night sky. 
On the horizon, I pointed, hiding 
behind the sliver of  a moon, 
riding amongst the clouds.
And he saw as I had seen. Just once.

Tonight, there is a lone planet, almost too dim to see. 
That planet is me – a celestial body that once glowed, bright, warm, 
gentle, 
  – had basked in golden sun – 
eager for the caress of  her star, its knight in shiny armor.
It was poised, waiting—

for all that the galaxy had to offer. 

But his light grew dim, safety and belonging stripped from him. 
As if  a black hole’s immense darkness had engulfed his warmth, 
a vacuum for his soul

Do you ever wonder what happens to a fallen star? he asked. 
After it cools? Do its flames glow ember-like in the aftermath?”
 
Now I know they do not.

All that was life shrivels inside
like an apoptotic cell in a petri dish, gnarled, its contents imploding. 
The glow freezes from gas to ice, like a flame without air to breathe—de-
position. 
That’s what they called it in chemistry class. 

He is gone. The star who shared his light when mine grew dim. 
My star, my brilliant knight in the darkness of  night,
his armor that once shone light at the darkest hour,
now rusting, rusty, rusted.

A strep infection—in the age of  modern-day medicine. 
We are all celestial objects—waiting—waiting to fall, fall, fall. 
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Does the fallen star ever land? When our sun grows dim, when her light 
fades, 
will she too fall despite her glory today? 

Is death the tortured pain we must all face? 
Or is it a passage which we must all embrace?

Dying is falling to the shadows of  the universe. 
To the dust from which we arose. 

Respiratory System
Catherine S Woodward
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Referred to by some as a “mod-
ern” epidemic, the explosion of  HIV/
AIDS in Washington, D.C., highlights 
the ever-evolving nature of  the virus.  
No longer an acute disease, HIV can 
be treated with antiretroviral therapy.  
However, a lifetime of  medication has 
serious effects on people’s health and 
on how they (and others) view the dis-
ease.  The spread of  HIV outside of  
“classic” high-risk populations has led 
to a resurgence of  the disease among 
poor, heterosexual minorities in Wash-
ington, D.C.  HIV positive D.C. resi-
dents of  the “old guard” and research-
ers from the National Institutes of  
Health discuss what this means for a 
nation that seems to have all but for-
gotten about the ravages of  HIV.  

________________________

William is what you might call a di-
nosaur of  HIV.  At 60, he has been liv-
ing with the disease for nearly 25 years.  
As a gay, white man diagnosed at the 
onset of  a tumultuous and at times 
ugly epidemic, he has seen it all.  In one 
two-week period, eight of  William’s 
friends passed away from complica-
tions related to HIV/AIDS.  A difficult 
past has hardened William, a longtime 
resident of  Washington, D.C., but has 
done little to temper his indignation 
for the contemporary epidemic that is 
ravaging our nation’s capital today.    

According to the District of  Co-
lumbia’s Bureau of  Surveillance and 

Epidemiology, over 3 percent of  the 
district’s residents had HIV in 2008.  
This translates to an infection rate of  
almost 1 in 10 people between the ages 
of  40 and 49, a number similar to Af-
rican nations like Uganda and Kenya.1  
In one report examining heterosexual 
behavior, almost half  of  residents 
from parts of  the city with the highest 
prevalence said they had overlapping 
sexual partners within the past year and 
only 3 in 10 said they had used a con-
dom the last time they had sex.2  Not 
surprisingly, HIV rates have increased 
by 22 percent since 2007. 

Adrian Fenty, the mayor of  Wash-
ington, D.C., has described the epi-
demic in the capital as “very complex 
and modern.”  But what makes this 
epidemic modern? And for that mat-
ter, why is HIV/AIDS so prevalent in 
our nation’s capital?  

To be sure, HIV today turns previ-
ous stereotypes on their head.  It’s not 
homosexuals, drug users, and sex work-
ers who dominate the epidemic and it’s 
not a tortuous death that defines it.  
Significant advances in drug therapy 
have transformed HIV from an acutely 
devastating disease to a chronic condi-
tion where the drugs intended to treat 
the disease are instead raising a host of  
new medical issues. 

“The new face of  HIV is not pneu-
mocystis and toxo and CMV,” said Dr. 
Henry Masur, Chief  of  the Critical 
Care Medicine Department at the Na-

The Changing Face of  an Epidemic
Patrick Georgoff
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tional Institutes of  Health.  “It’s now 
diabetes, hypertension, and lipid disor-
ders.” 

While an ever-evolving armen-
tarium of  antiretroviral drugs may al-
low healthcare providers to suppress a 
patient’s viral load, these drugs are not 
without their side effects.  In fact, sur-
vivors like William (whose last name 
has been excluded to protect anonym-
ity) tend to worry more about metabol-
ic complications related to drug toxici-
ties than AIDS itself.

 “The complexity with which these 
medications are used, the multiplic-
ity of  exposure, and the pace at which 
medications change make it hard to 
tease out specific toxicities,” said Dr. 
Colleen Hadigan, a research scientist at 
the National Institutes of  Allergy and 
Infectious Disease who focuses on the 
metabolic complications of  HIV.

“Not everyone suffers from the 
toxicities of  antiretroviral therapy,” 
she explained in her Bethesda, MD, 
office. “But as those infected begin to 
reach their 50’s and 60’s, you start to 
see things like cardiovascular disease 
and diabetes develop that, while not 
necessarily linked to medications, are 
nonetheless very difficult to treat in the 
context of  continued therapy.”

This important shift – from acute 
to chronic – has a significant impact 
on the trajectory of  the epidemic.  “It’s 
not as much as an emergency,” said Dr. 
Masur. “People aren’t as scared.”  By 
taking fear out of  the equation, the 
perception of  what it means to have 
HIV has changed drastically.  

“To see what people lived through 

back in the 80’s and early 90’s and to 
see the horrific things people suffered 
through – the fear, the isolation, the 
pain, the condemnation – and now, 
to see people being infected, that just 
really blows my mind,” said William.  
“They just don’t think of  it as a big 
deal.  They sort of  look at it like people 
look at gonorrhea or syphilis, it’s some-
thing that just happens and you go to 
the doctor and you move on,” he says.

William, whose emaciated face in-
sinuates years of  lipodystrophic drug 
therapy, used to lead a support group 
in the capital for young men with HIV/
AIDS.  He recently quit the group out 
of  frustration, however, after seeing so 
many members shirk the responsibili-
ties that come with living with the vi-
rus. 

“I’m very surprised at the number 
of  people who ignore the past and who 
don’t seem to remember or appreciate 
the devastation so many people suf-
fered through to get us here today,” 
he said. “I’m really shocked and angry, 
especially with people who know their 
HIV status and continue to have un-
protected sex or don’t disclose their 
status.  They justify their behavior by 
saying that it’s not a big deal; you can 
just take a pill.  There are so many 
people who just don’t think it’s their 
responsibility.”

 Stephen Bailous, the Vice Presi-
dent of  Community Affairs at the 
National Association of  People Liv-
ing with AIDS, is aware of  the grave 
misconception that the epidemic is no 
longer a major issue in D.C.  “There’s 
a perception in the community that be-
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cause we don’t see young men in wheel 
chairs, we don’t see our friends wast-
ing away, and we don’t see people who 
are walking around looking healthy one 
day, sick the next, and dead the follow-
ing week, that HIV is no longer a seri-
ous problem and the problem has been 
resolved,” said Bailous, who is also 
HIV positive. 

But it hasn’t been resolved.  HIV/
AIDS has simply spread to a new, more 
vulnerable population.  In the District, 
most newly reported cases of  HIV are 
transmitted through heterosexual con-
tact, women are a growing proportion 
of  the epidemic.  Further, while mak-
ing up just over half  of  the population, 
over three quarters of  D.C. residents 
with HIV or AIDS are African-Amer-
ican1.  This shift is an important part 
of  what defines a modern epidemic.  
“HIV has turned into a minority dis-
ease that is definitely affecting people 
who are black and brown,” said Bail-
ous, “and it’s not just sexual orientation 
that’s driving this either…this is a dis-
ease of  poverty.”   

The virus is situated particularly 
well in the D.C., where a grim eco-
nomic situation – D.C.’s poverty rates 
are among the highest in the country3 – 
mixes with social and political triggers 
to exacerbate the spread of  the virus.  
There is simply no other disease whose 
basic functionality is so closely associ-
ated with the kinds of  stigmatized be-
havior frequently found in vulnerable 
populations. In Washington, and else-
where around the country, this has a 
very real impact.

In the late 1980’s and early 1990’s 

white, gay males fought hard to garner 
political support for the battle against 
HIV/AIDS.  As a unified and relatively 
well-educated group, they were able to 
make great strides in capturing the at-
tention of  prior administrations and 
the nation as a whole.  Today, however, 
the District’s long marginalized Afri-
can-American population suffers from 
a paucity of  political leverage.

“Minorities in the district are less 
cohesive and less well-represented,” 
noted Dr. Masur.  He points out that 
providing appropriate treatment for 
minorities today is “different and more 
difficult in many ways.”  

With well-funded treatment pro-
grams available to residents, the real 
barriers to care in D.C. mirror the ills 
of  poverty.  For the unemployed indi-
vidual without a stable home or access 
to primary care, treating their HIV/
AIDS can often take the backseat to 
more immediate concerns. As each 
year passes, the number of  people liv-
ing with HIV/AIDS in the District in-
creases while the number of  new infec-
tions annually remains the same. 

This is due in large part to the 
number of  late testers, or those who 
have their first positive HIV test less 
than one year before the development 
of  AIDS.  This trend – 70 percent of  
those infected in D.C. in 2007 were late 
testers compared to only 39 percent 
nationally4 – is particularly detrimen-
tal to curbing the spread of  the virus.  
A lack of  treatment leads to a higher 
viral load, which, in turn, increases in-
fectiousness.  Without being able to ac-
knowledge their infection, late testers 
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can unknowingly put others at risk.
So in a modern epidemic, where 

the poor get walloped, blacks bear the 
real burden, and women continue to 
make up a much higher proportion 
of  those contracting HIV each year, 
what’s stopping us from implementing 
policies to fight these trends?

“It’s political will,” argues Bailous.  
“How can we ask countries around the 
world to have a plan to address AIDS 
and we cannot put one in place for 
ourselves?  I don’t think it’s an accident 
that when we talk about AIDS in this 
country, from our leadership, we talk 
about AIDS like it only happens in Af-
rica.”

While treatment options may have 
improved dramatically, HIV/AIDS re-
mains a costly drain on the financial, 
social, and physical wellbeing of  ur-
ban centers throughout the US.  If  a 
serious conviction to look beyond the 
epidemic’s outwardly benign transfor-
mation continues to elude residents in 

places like our nation’s capital, apathy 
towards HIV/AIDS will remain.

“In the end,” Bailous notes, “there 
is no other disease where you might 
lose your job or your house or be dis-
owned by your family and friends be-
cause of  your diagnosis. No other dis-
ease has that kind of  stigma associated 
with it.   People that say HIV is just like 
any other chronic disease, well, they 
obviously don’t have it.”  

________________________
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“One of  our patients is making 
some life changes,” says the nurse I 
am shadowing. This phrase is new to 
me. Life changes. It makes me think of  
people getting married or having ba-
bies or moving to a new place. “What 
does that mean exactly?” I ask. 

“It means that there’s been a sud-
den change in their condition,” she 
says. She doesn’t add, and not for the 
better, but there it is. “She’s young, too. 
Only fifty-seven. Glioblastoma.”

The patient making life changes is 
our last visit of  the day. By the time we 
get to the nursing home the sun is set-
ting, and is shining a particular kind of  
late afternoon light that makes me feel 
a strong desire to knock off  early. I am 
tired of  making conversation with An-
nie, my assigned nurse. She is a direct, 
pursed-lip sort of  woman, and she has 
been kind to the patients and their fam-
ilies who we’ve visited that day. I like 
her. But there are only so many top-
ics of  conversation one can think of  
after spending hours making small talk 
in the car, even with the nicest stranger.

As we walked in, one of  the staff  
members catches Annie in the hallway. 
“Oh good, I’m glad you’re here,” she 
says. “She’s been almost completely 
unresponsive all day. I couldn’t give her 
any of  her medications. She shook her 
head a tiny bit when I asked her if  she 
was in any pain, but that’s all.”

“I heard,” says Annie. “She’s mak-
ing life changes today.” I am really 

starting to think that they need a better 
euphemism. The other woman lowers 
her voice slightly. “Her ears are really 
falling back,” she says. Annie nods in a 
way that suggests familiarity with this 
concept. I make a mental note to clar-
ify this later.

Annie spends a few minutes in the 
staff  room chatting with another nurse 
and looking over the woman’s chart. 
Many of  the residents are walking 
around in the hallway or sitting in the 
common room listening to music play-
ing on a CD player. The decor is simple 
and pleasant. It reminds me of  a nice 
but forgettable hotel, right down to the 
flower paintings and the upholstered 
settees in the common room. 

When Annie is ready, we retrieve a 
wheeled blood pressure machine and 
walk down the hall to room 11. On the 
door is taped a laminated photo of  a 
pleasant-looking, dark-haired woman 
with round cheeks and a shy smile, with 
our patient’s name printed below. The 
room is a double, but is divided in two 
by a tall bank of  cabinets that affords 
some privacy to each side. One half  of  
the room is empty, but the other has a 
curtain pulled across it. We pull open 
the curtain and go in. I make sure to 
pull the curtain shut again behind us.

“Hello, Annette!” says Annie in a 
cheerful voice. “Do you remember me 
from yesterday? I’m the nurse from 
hospice.” 

The Annette of  the photo on the 

Delta
Nora Becker
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door is pretty but not beautiful. She 
seems like the sweet classmate who 
you never get to know very well, the 
one who organizes bake sales for good 
causes and becomes a teacher when 
she grows up. The Annette in the bed is 
huge and swollen like a beached whale. 
Her face is very round, with a small 
nose and mouth. She’s wearing yellow 
knitted hat and is covered in blankets 
up to her chin. Her eyes are closed.

Annie leans over the bed and 
strokes her fingers over Annette’s fore-
head. “Annette, can you hear me?” No 
response. “Are you in any pain?” Per-
haps a tiny head shake. “Good!”

I look over at the cabinet. It is cov-
ered with cards that have been taped up 
by their backs so that they hang partly 
open. I tilt my head slightly to try to 
read the inside of  the nearest one, and 
then remember myself  and straighten 
up and look away. Annie is putting a 
blood pressure cuff  on Annette’s arm. 
“Annette is such a pretty name,” she is 
saying. “We have the same name, you 
know. Well, mine is Annie, but they’re 
close.” There are daffodils on the win-
dowsill. Annie presses a button and the 
machine whirs to life. “We’re taking 
your blood pressure,” Annie explains. 
The machine beeps an error message. 
“It might be too low for the machine 
to read it. Let’s try the other arm,” An-
nie says to me. “We’re just trying the 
other arm,” she adds in a louder voice. 
Annette does not respond. Her wide 
pale arm lies where Annie had uncov-
ered it.

While Annie wraps the cuff  around 
the other arm, I put my fingers on An-

nette’s wrist to feel for a pulse. It is very 
fast. The machine beeps again. “It’s too 
low,” Annie says, beginning to unwrap 
the cuff. “I could try to do it manually,” 
I offer. “Don’t worry about it,” Annie 
says. It doesn’t matter, she mouths to 
me. 

“Ok, Annette,” she raises her voice 
again, “we are going to give your fam-
ily a call and update them on how 
you’re doing.” Silence. Her eyes are still 
closed. We watch her for a moment. 
Feeling the urge to do something, I 
raise my wrist to time her breathing 
rate. One, two, and then a pause. I raise 
my head and see that Annie is watching 
her carefully. Five or ten seconds go 
by before Annette takes another long 
breath. I look at Annie, and she looks 
at me, and we say goodbye to Annette 
and leave. I close the curtain behind us.

“Why did she get so big?” I ask as 
we walk back down the hall.

“High-dose steroids. She’s been on 
them for a long time to try to reduce 
the inflammation in her brain.” 

I suddenly remember a childhood 
friend of  mine, a beautiful girl who 
had died of  a head injury in a car ac-
cident when she was seventeen. I had 
always admired and envied how pretty 
she was. At her funeral, her five year 
old sister pointed at her coffin and said 
loudly, “My sister’s in there, and she’s 
really FAT.” Her little sister is fifteen 
now. Children disappear, one way or 
another.

“And what did her nurse say about 
her ears?”

“It’s something nurses talk about,” 
she says. “They say that as you reach 
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the end, your ears sort of  flatten back 
onto your head. I’ve never really been 
able to see it.” 

We sit down at the table in the 
kitchen off  of  the common room. An-
nie sets me on the task of  reconciling 
Annette’s medications in the nursing 
home records with the hospice’s re-
cords. “Now that she can’t take any-
thing by mouth, I’m going to have to 
change them all to suppositories any-
way,” Annie says apologetically, “but 
I still have to make sure everything is 
correct in the medical records first.” 
I am happy to have something to do. 
I look over the list. Pain-killers, stool 
softeners, high-dose steroids, vitamins, 
anti-nausea meds, anti-allergy meds, 
skin creams. I carefully check dosages 
and administration schedules, recheck-

ing the dosing abbreviations to make 
sure everything is totally accurate. 
Twice a day, three times a day, as need-
ed. Everything as it should be.

I finish with the list and wait. 
The afternoon sun comes in 

through the windows. For the first 
time I notice the music playing in the 
common room. It is the nostalgic kind, 
sung by velvety-voiced men who lean 
across a piano and hold a drink with 
a casual tilt of  their wrist. One of  the 
women listening is holding a doll cra-
dled in her arms. Her eyes are closed. 

I’ll sit in this room, too. I’ll listen to 
the music, waiting and wanting and not 
wanting, all mixed together. It won’t 
matter whether my eyes are closed or 
not.

Matthew Drago  
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Sagittal Slice
Lauren McCollum

Incise the pericardial sac longitudinally.
Shedding wet layers and leaves, you expand into my living room.
Make lateral cuts and deliver the heart through the opening.
Mindless, I splash and lose myself   in the kitchen.
Extend your hand behind the heart as far as possible.
You eye me as I bubble at the stove.
Press your thumb down onto the descending aorta.
Then I see your changed face.
 
Remove the heart by severing the great vessels as follows.
You’ve had enough of  me.  Time, at the fissure, cleaves.
Cut the superior vena cava just proximal to the azygous vein.
I stare at the wall and the table and the trash.
Cut the inferior vena cava between the diaphragm and the right atrium.
Words seep into my trachea. 
Cut the ascending aorta two centimeters above the heart.
I switch the oven off  and gush into the space you’ve claimed.
 
Remove pieces of  epicardium to expose the coronary arteries and cardiac veins.
My cascade of  signals fizzles and fails.  The clot in my throat never forms. 
Make a cut from the right atrium to the right ventricle.
Everything drains out of  me until I am empty epithelium on the carpet.
Incise the left atrium with a transverse cut.
I whip my pelvis at you but it flies back to me like a boomerang. 
Cut the posterior wall of  the heart from the apex into the left atrium.
I gape as you get up and go.
Make a cut in the aorta and examine the aortic valve from above.
This dead silence has been my only home.
 
Study the silhouette of  the heart.
But I will study the silhouette of  my heart.
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The first cut into the human body, 
for me, passed without fanfare. The 
moment was lost in the initial excite-
ment of  finally being in anatomy lab 
– finally! And then, as we de-gloved 
some 3 hours later, that first-cut mo-
ment was lost in sighs of  frustration 
– where was the deep inquinal ring, 
anyways? So we shuffled back to the 
locker-room, cloaked in the faint, un-
forgettable small of  formaldehyde and 
went about the rest of  our day. Even 
though we had decided to look at our 
cadaver’s face that morning, we did not 
dwell on this experience. It was not that 
we were insensitive; we wanted to make 
that human connection. But we were 
also preoccupied. We had things to do! 
Muscles to find! Nerves to name! Doc-
tors to become! That morning, we had 
come armed with scapulas and shielded 
with words that were foreign-sounding 
and difficult to pronounce: xiphisternal 
joint, anterior superior iliac spine, ster-
nocostalis. We needed to learn exactly 
what all of  those words meant. And 
find the deep inguinal ring, too. 

Of  course, upon reflection, that 
first cut is a significant moment in a 
first year medical student’s life. In that 
moment, you cross a boundary. As 
my roommate later remarked, “Today, 
we became people that are allowed to 
cut into other people. That’s pretty in-
tense.” 

And yet, it just didn’t feel real. Ca-
davers, for a variety of  reasons, do not 

evoke life-like-ness. Their skin is not 
pliable; their faces are shrouded; their 
blood is not bright vein-blue or artery-
red as Frank Netter would have you 
think. Moreover, after that first cut, 
you spend much of  your time unrav-
eling the small intestines and tweezing 
out connective tissue. That isn’t how 
anyone has ever previously interacted 
with a human. So within the first hour, 
I found I had mentally dehumanized 
our cadaver. It was not a person who 
once had had a family and dreams and 
memories and experiences. It was a 
body. 

Thus, anatomy proceeded as any 
other class. We found the celiac gan-
glion and the sympathetic trunk, the 
superior mesenteric artery and the liga-
mentum arteriosum. We were shocked 
by the bulk of  the lungs and by just 
how much mesentery stood between 
us and the retroperitoneal kidneys. But 
by the time we got to the mediastinum, 
taking out the heart was business as 
usual. Aided by the knowledge of  the 
TAs and the skillful snipping of  sea-
soned professors, I was constantly in 
awe of  just how many names and func-
tions we were learning on a daily basis. 
But despite of, or perhaps because of, 
all the facts we were learning from our 
cadaver, I still didn’t give him much 
thought. 

Until Interval Five – the pelvis. 
We entered the room and congre-

gated around the prosection as usual. 

Making the Cut
Catherine S Woodward
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But, this time the cadavers weren’t ly-
ing peacefully on the stainless steel 
surgical tables. No, those we examined 
had been rotated to prone position. 
Their legs were opened. And, for the 
first time since anatomy lab had begun, 
I felt a visceral reaction to what was 
splayed before me. 

Of  course, understanding the pel-
vis and all genital structures is impor-
tant and necessary for medical stu-
dents. Furthermore, in all programs, 
the normal procedure for a pelvic dis-
section is as comprehensive any other; 
it must be. And yet, although logically 
I understood that this was customary, 
necessary, and educational, I couldn’t 
help but feel like we’d breached some 
boundary of  intimacy. The cadaver was 
so shockingly exposed. So stripped. 

In that moment, for the first time, 
I had to confront and mitigate the 
differences and similarities between 
my cadaver and a person. I had to ac-
knowledge the vast difference between 
respecting a cadaver and respecting a 
person. It felt wrong to so expose a 
person, but it would have been more 
egregious to pass up the unique op-
portunity to learn as much as possible 
from someone who had willingly do-
nated their body for my education. It 
was then, humbled by the nakedness 
of  these bodies, that I realized both 
how brave these people were to give 
themselves to science, and how fortu-
nate we were to work with them. For 
although the art of  anatomy is ancient, 
cadavers have not always been easy for 
medical students to come by. 

In fact, since the inception of  

anatomy as a scholarly pursuit—which 
occurred sometime around 300 BC 
when a curious Greek, Herophilus, 
first opened a body to determine the 
cause of  death—human  dissection 
has often been poised at the center 
of  a cultural conflict, pitting scientists 
against the general public. In the early 
days, most states prevented public dis-
sections. Thus, the “gentlemen of  the 
profession” – surgeons, teachers, and 
students—resorted to body-snatching, 
and later to purchasing bodies from 
professional resurrectionists. To avoid 
the risk of  being found out, students, 
often working throughout the night, 
would hastily complete their dissec-
tions within a week – an accomplish-
ment which, in my opinion, merits at 
least a tip of  the hat. I cannot imagine 
(nor do I want to) the experience of  
dissection at 3 AM in a dimly light and 
poorly ventilated lab. 

Fortunately, today I not only have 
the luxury of  good lighting, ventila-
tion, and hypoallergenic nitrile gloves, 
but also the assurance that my lab 
will not be the target of  a public riot 
against grave-robbing anatomists. To-
day, someone has willingly given his 
or her body to an extremely valuable 
learning experience. And, perhaps be-
cause of  the historical troubles, many 
medical schools have responded with 
appropriate gratitude. Most hold cere-
monies honoring the donors where eu-
logies are read, songs are sung, prayers 
are said, and the families of  these do-
nors invited to honor the contribu-
tions their loved ones made. This is a 
chance for students to not only reflect 
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upon the recently observed complexi-
ties and nuances of  the human body, 
but, more importantly, to recognize 
and appreciate the donation that made 
those discoveries possible. It is as John 
Morgan—a  physician credited with 
founding medical education in Amer-
ica—remarked, “It is Anatomy that 
guides the doubtful steps of  the young 
votary of  medicine through an obscure 
labyrinth.” 

Pictures simply cannot do the body 
justice. The experience is sometimes 
frustrating, endlessly perplexing, and 

often a bit smelly, but also an amaz-
ing introduction to the complexities of  
the human body, to which we someday 
soon apply our knowledge. Anatomy 
is, as it has been for centuries, a rite 
of  passage of  sorts – the first chance 
to cross the boundaries that separate 
doctoring from other professions. It 
requires your full attention to detail, 
gratitude for the opportunity, and re-
spect for the body that made it all pos-
sible. Quite a lot to take in as you make 
the first cut. 
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The Oath
Ofole Mgbako

She danced under lemon trees,
Swaying to the melody of  Miles’ Blue In Green,
Her short life filled with jazz and dreams,
Her fire spreading through the streets 
Chasing away the darkness within me 

She transformed her illness into art,
Her fear into shining diamonds, 
Giving those like her a chance
To smell the mint of  a new day
To know the longing of  fading clouds

I watched the paints of  her canvas,
Rushing down mountains of  courage,
Inspiring new sorrow songs,
Imbuing my path with purpose

Then I lost myself  in her winds,
Traveling high on waves of  time,
Connecting to my past self,
Glimpsing my future in her honey-colored eyes

I take an oath rooted in her spirit,
Bathed in Hippocrates’ poetry,
To devote myself  to her music
To learn the arc of  her story
To widen the pools of  my mind

I stare into a midnight river
Carrying strips of  moonlight through the city,
Reflecting the hopes of  a young healer first to heal himself,
To turn the world towards brighter dawns
To find truth in the opening of  my heart
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Turning
Emilia Hermann

That is where you always lie—
that spot where you turn
solidly to face the wall
as you push out the last breath
of  the day, a heavy sigh. 
This is what you always do—the sound 
you always make as I stare deeply into 
the red crisscrossing lines of  flashing,
fading light that tattoos the lids of  my eyes
until—at an imperceptible crossroads of  
neurotransmitters and fatigue—my body yields.
And here is the unspoken ritual 
that takes place at each day’s end
between you and me across the crest 
and twist of  sheets and half-recalled dreams.
After the rush of  the day 
it is somewhat pleasant—I reflect—
to be unsurprised by this transition into night.

When we first met each breath
felt like bellows, pushing silence
from the room, announcing the presence
of  your body next to mine.
And I would gasp to hold back
the force of  my beating heart—
sure that its erratic pace revealed the effect 
of  your skin on mine—hand shaking at each
slight movement, touching your shoulder
to call you into my arms. 
Sleep would not come. And never was I as awake 
as when lying beside you in the darkness.
I stumbled through each morning— 
a slog of  caffeine and haze—
only to revive with a surge of  synapses
at any glimpse of  a walk, hunch 
or gesture like yours.
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But my body does not jump 
in time with yours as it did then.
It sinks into expectation, habit,
falling into the pattern we set
as beating pulse turned to constant hum,
carving time into a dance 
of  advance and retreat—predictable
and too deep now to pull out from underneath.  
Thirteen months and we’re here, you and I,
cocooned in the walls of  everyday motions,
turning in tandem with steady heart pace.
I wonder this night if  I miss that sleepless time,
that restless swell of  turbulent emotion.
But there is comfort in that movement,
as you turn towards the wall—
and in those, the sounds you make.
As I stare into the pulsing black
behind my eyes, I drift and then succumb. 

Jamie Podell
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I walked into the hospital on the 
first day of  my internal medicine rota-
tion determined to conquer the notori-
ously demanding two months ahead of  
me.  Since I was now halfway through 
my clerkship year, I felt better prepared 
for the inevitable challenges and frus-
trations that came with perpetually be-
ing on the steep end of  the hospital 
learning curve.  I headed to the Cardiac 
Care Unit as I was kicking off  my rota-
tion with two weeks on the cardiology 
service.  I dropped my bag in the on-
call room littered with shoes, coats and 
half-empty coffee cups -- remnants 
from busy residents gulping down as 
much caffeine as their scalding mouths 
could handle before rushing off  to see 
their patients before rounds.  I put on 
my white coat, making sure it was ad-
equately armed for the ensuing battle -- 
quick medical references, stethoscope, 
three pens, a notepad, granola bars and 
some cash.  I would have put a collaps-
ible tent and GPS device right in next 
to my pocket-sized dermatome chart 
if  there were room. I checked my cell 
phone to send off  any last minute texts 
before going into radio silence for the 
next 10 hours, and I headed into the 
field.  

Rounds began without ceremony 
for the rest of  the team members, 
while I celebrated my own personal 
victory of  correctly identifying my se-
nior resident and making it to rounds 
in a timely fashion.  We made our way 
through patient updates, vitals, new 

labs and study results.  The attending 
focused on keeping his patients healthy, 
while I focused on looking focused.  
As the adrenaline from the morning 
was wearing off  and I found my mind 
wandering to what I was going to eat 
for lunch, the drone of  numbers from 
endless echo reports was punctuated 
by commotion from the patient room 
next to us.   Our huddle quickly dis-
banded to respond to the panicked 
family members and the patient whose 
gown was newly soaked with bright red 
blood.  A code call mobilized the floor 
into action, and the subsequent flurry 
reminded me of  the marginally orga-
nized chaos of  the New York Stock 
Exchange at 9:30am.   The family 
members had been promptly escorted 
from the room, while a resident began 
chest compressions amidst a frenzied 
crowd of  staff, monitors, and medical 
supplies.  I watched from the periphery 
as the collection of  doctors and nurs-
es methodically executed their well-
formulated algorithm that saved so 
many lives before that day.  I watched 
from the periphery as they were unable 
to control the bleeding, and a young 
woman died.  

As the frantic chaos gave way to 
somber defeat, I felt out of  place.  It was 
the first time I had witnessed a death, 
and I didn’t know how to react.  Walk-
ing away seemed callous, disrespectful 
to the event that had just transpired; on 
the other hand, an emotional reaction 
would have been unprofessional and 

Food for Thought
Katie Golden
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a bad impression to give the team on 
my first day.  When rounds resumed, 
I was grateful for the opportunity to 
have some time to process it all.  As we 
moved down the hallway towards our 
next patient, however, I was bothered 
with myself.  Not because I had just 
experienced an emotional, heartbreak-
ing scene, but because that’s what it 
should have been.  I wish I had wanted 
to run and call a friend, or escape to 
the bathroom for a few solitary mo-
ments to gather my thoughts.  Instead 
the reprieve afforded by rounds just 
meant my mind wandered right back to 
the inconsequential, selfish wonderings 
that typically kept me occupied when I 
felt disconnected . . . otherwise known 
as lunch.  

Over the following weeks, I con-
tinued to be unsettled by my reaction, 
or lack thereof, to my morbid welcome 
into the field of  internal medicine.  I 
found it was easy for me to be empa-
thetic when I was face to face with the 
patient, taking the time to hear their 
stories and responding in a way so they 
knew I had heard them.  Then the sec-
ond I left the hospital, my mind was 
occupied with how I would manage my 
time between studying and marathon 
training.  I worried about looming ex-
ams, paying for groceries, squeezing in 
workouts so I didn’t fall out of  shape.  
My preoccupations were minimal com-
pared to the patients who were fight-
ing for their lives in the hospital, some 
without families to encourage recovery 
or even homes to welcome them back.  
Some days I felt like a wolf  in sheep’s 
clothing, graciously offering to help 

with any patient need, while selfishly 
wishing I could tend to only my own.  

My thoughts encouraged me to re-
visit the reasons I initially decided to 
become a doctor, not because I ever 
questioned my decision, but because 
I wanted to reconnect with the moral 
compass that was guiding my profes-
sional development – and make sure it 
wasn’t pointing in the wrong direction.  
I knew I went into medicine because I 
liked science, I liked people, and I liked 
to work with my hands.  I always felt 
fortunate that my interests aligned with 
a profession of  public service so that 
I could help others while simultane-
ously fulfilling my own goals.  I felt bad 
for those who were inclined towards 
subjects like accounting.  Or art.  Yet 
despite this arrogant self-regard, I was 
hesitant to adopt the idea of  medicine 
being a ‘noble profession’, a line that 
we heard over and over during our 
indoctrination into medical school.  I 
thought it was a dangerous idea, and 
I never wanted to think of  myself  as 
superior to the patient I was treating; 
they would be employing my services 
as a medical professional the same way 
I may need to employ theirs for car in-
surance.  At the end of  the day we were 
just two people, helping one another.

As I approached the end of  my 
rotation, my search for a resolution 
slowly surrendered to the stress of  the 
upcoming exam.  One of  my last pa-
tients was an older woman recovering 
from a devastating stroke that had left 
the right side of  her body paralyzed. 
On my last day, I went in to say good-
bye and wish her luck on her recov-
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ery.  I was humbled when she said she 
would miss me because I was the only 
one who made her happy in the morn-
ing – the only one who didn’t make her 
feel discouraged about her new disabil-
ity.  The comment shocked me more 
than the code on the first morning in 
the cardiac unit, and when I left the 
hospital that day, I felt more satisfac-
tion than I had the whole rotation.  It 
didn’t matter to her that she didn’t elicit 
my deepest sympathies or occupy my 
thoughts when I was out of  the hos-
pital – all that mattered was that I was 
supportive when I was with her, and 
happy when she smiled. On the way 

home I delighted in how a small com-
ment from a sweet old lady could quiet 
the self-doubt that had been nagging at 
me for weeks.  I didn’t have to worry 
that I wasn’t a model for selflessness-
-maybe all that mattered for the time 
being was that medicine made me hap-
py, and that meant I could make others 
happy when I was doing it.  The enjoy-
ment I got from connecting with the 
patients was a good place to start.  I 
was amused that I could find so much 
satisfaction in such a simple answer, 
and as I approached my apartment I 
thought about what I was going to eat 
for dinner that night.

Lemon Hill
Nancy Maas

Bury my heart 
on Lemon Hill

Under cold dandelions 
and penitent skies

Mark its grave 
with a light twig cross

As butterflies 
shiver in the grass

Impatient for June.
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The Last Kiss
Noemi Spinazzi

Your daughters were there with birthday balloons, talking to you
even though you had not answered them in years.
Then, in your torpor interrupted only by mumbling grimaces of  pain, your lips 
swell.
They called it angioedema. Anaphylaxis. Airway obstruction. 
They stuck you, pierced you, intubated you and hooked your naked body to tubes 
and machine.
I wonder if  you were just trying to peacefully kiss your daughters goodbye...

Doleful Rhapsody
Noemi Spinazzi

At night
in the Intensive Care Unit
the halls are filled with a somber lullaby.
The rhythmic sounds of  monitors and ventilators
blend and harmonize
like an impromptu symphony - 
a woeful concert that permeates
the haze that smears the contours of  life and death.

Anaesthesia
Noemi Spinazzi

Lights dimmed,
bright bleaching spotlight
reflecting off  glitter and sweat. 
Perfect silence,
breaths held:
the magician saws his assistant in half.

When the endotracheal tube comes out,
and the patient wakes up from a drug-in-
duced coma,
I gasp in awe.
The magician’s assistant
emerges from the wooden case unharmed.

The elusive difference
between medicine and magic...
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It was 4pm on the last day of  call 
of  my medicine clerkship. Until then it 
had been a quiet day. So quiet, in fact, 
the residents from ‘the other side’ were 
already ‘signing-out’ their patients to 
the residents ‘on my side.’ I listened to 
them as they zipped through a patient’s 
history and hospital course, condens-
ing a week of  illness and events into a 
thirty second blurb. Both parties were 
anxious to finish this task, allowing 
them to move on to the next box in 
their seemingly endless ‘to-do’ lists.  As 
a student, all I could do was listen. But 
I did so attentively, knowing that soon 
I would be the person who would be 
making a mental note of  each patient’s 
issues—be it a-fib or penicillin allergy. 
Soon I would be given the precarious 
job of  covering a patient I knew little 
about, praying the whole time that no 
overnight event would expose the vul-
nerabilities in this system.

To be honest though, part of  me 
was feigning interest.  It was two days 
before my SHELF exam and just like 
the out-going residents, I was hoping 
to leave the hospital as soon as pos-
sible.  (Third-year medical students at 
my school did not take overnight call.  
Instead, once we admitted two pa-
tients, we were free to leave.)  Whereas 
the on-call residents must have enjoyed 
slow afternoons like this one, for me it 
was torture. I wanted to admit my pa-
tients early enough to squeeze in some 
meaningful SHELF studying. Gone al-

ready were the days of  excruciatingly 
detailed histories and physicals; tonight 
there wouldn’t be time to chat about 
health maintenance and safe lifestyle 
practices. Tonight I wanted my pa-
tients, I wanted their pertinents, and I 
wanted out.

My senior resident’s phone rang. 
She quieted the nearby interns and 
said, “Sorry, but I am getting doc-to-
doc from the MICU.”

My ears perked up.  “This one 
could be for me,” I thought.

After a minute, my senior resident 
pulled me aside and said, “Anthony, we 
finally got a patient for you. Should be 
a good one with your SHELF com-
ing up. Very straightforward.  Name 
is Jenkins.  Fifty-four years old. MICU 
transfer to the floor. CHF exacerbation 
with mild troponin leak.  Non-ischemic 
cardiomyopathy, secondary to...you 
guessed it, alcohol.  EF of  thirty-five 
percent.  Troponins have normalized.  
Should be a breeze.”

“Sounds good,” I said. “Do you 
think I could meet him in the MICU 
before he is transferred to the floor?” 
I asked my resident. I knew that trans-
port at hospitals could be slow.  An 
imminent transfer could take three to 
four hours.

“Sure.  Do you know where the 
MICU is?” my resident asked.

“Yes,” I replied.  “Top floor. West 
wing of  the hospital, right?”

“You got it.  I’ll meet you there in 

Mr. Jenkins and Me
Anthony Halperin
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a half-hour.  Good call for you to head 
up to the MICU.  I like to see that sort 
of  initiative,”

“Trust me, it’s my pleasure,” I re-
plied.

During the short walk from the 
medical wards to the MICU, I re-
minded myself  of  the important ques-
tions to ask a patient with heart failure.  
“When did the symptoms begin?  How 
far can you walk before you are short 
of  breath?  Are you able to lie flat?”

Before entering Mr. Jenkins’ room, 
I took a deep breath and exhaled slow-
ly.  “Be quick, Anthony.” I said to my-
self.  “Just in-and-out.” 

My resident’s words: “Very straight-
forward.  Should be a breeze,” echoed 
in my head.

Peeking into Mr. Jenkins’ room, 
I saw the profile of  a man sitting up-
right in a chair that faced the window. 
His room had a view of  the expansive, 
wooded cemetery that lies to the west 
of  the Philadelphia VA.  The sky was 
bright blue, with cottony white clouds, 
and the sun was beginning to set. The 
room lights were turned off, but the 
individual rays from the descending 
sun entered the room at a near-parallel 
angle, filling Mr. Jenkins’ room with a 
strange, yet beautiful dusk-like hue.

I knocked on the wall; hospital 
rooms don’t have door — they have 
curtains.

“Come in,” a voice called from 
deep in the chair.

“Hi, Mr. Jenkins.” I started. “My 
name is Anthony, a medical student. I 
understand you’re leaving the intensive 
care unit and coming to the floor. I’ll 

be part of  the team taking care of  you 
from now on.”

I walked across the room and 
pulled a stray chair to his side. Even 
though he was sitting, I could tell he 
was a man of  above average height. He 
had thin, graying hair, and aside from 
a distended abdomen, he was cachec-
tic, with atrophied muscles and gaunt 
cheeks. His grey eyes, though sunken 
deep, were soft and handsome.

“Does my new room face west? 
Will it have as nice a view as this one?” 
Mr. Jenkins asked.

“I can’t promise you that, sir,” I re-
plied.

“That’s alright. One person 
shouldn’t stay in this here room for 
too long. We gotta share the wealth, let 
other people see how nice it is outside.”

“I couldn’t agree with you more, 
sir.”

“Please, you don’t have to ‘sir’ me,” 
he said. “I feel old and useless enough 
as it is. Just Joe is fine.”

“OK, Joe,” I replied with a smile.
“Excuse me, but what did you say 

your name was?”
“I am Anthony, but Tony is fine 

too.”
“Well then Tony it is,” Joe said with 

a toothless smile of  his own.  “Hey 
Tony, you know why I like this room 
so much?”

“Because of  the view,” I said.
“Sure, kid, but this here ain’t just 

any view.  It’s a historic view.  You 
know what this cemetery is called?”

“No, sir, I mean Joe, I don’t know. 
What’s it called?”

“The Woodlands cemetery.  You 
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know what happened there before it 
was a cemetery?”

I shook my head.
“During the Civil War, General 

Grant set up a large tent and turned 
the whole area into a make-shift hospi-
tal for wounded soldiers.”

“Interesting. And now one hun-
dred fifty years later, we’re still treating 
vets here,” I replied.

“Yeah, it’s sort of  convenient,” Mr. 
Jenkins mused.  “Placing a hospital 
right next to a cemetery.”

“Don’t talk like that, sir.  We’ll get 
you feeling better and back home soon.  
But first tell me, what’s been going on?  
I understand you haven’t been feeling 
well for the past couple of  days?” I 
asked, trying to get the history going.

“Honestly, kid, I have been feel-
ing real junky, and it’s been a long time 
now,” Mr. Jenkins replied.

“Well then when was the last time 
you felt like yourself ?” I asked.

“That’s a good question.  I have 
been here three days and no one has 
asked me that.  Let’s see...I’d say the 
last time I felt right was about two 
years ago.  I used to coach an amateur 
football team—the same football team 
that I used to play tight-end for—and 
I was in better shape than my players.  
Nowadays I can barely walk a block be-
fore having to stop.  I can’t even walk 
to the grocery store, no more.  My old 
lady has got to do everything for me. 
And she ain’t feeling that good herself  
neither.”

“Sorry to hear that, Joe.  Have you 
noticed any other changes recently?” I 
asked.

“You kidding me?  I can’t work 
no more and I’d call that a heck of  a 
change.  I used to shelve boxes at a fur-
niture warehouse.  Six months ago I 
passed out, just couldn’t carry anything, 
felt too weak.  My boss was real nice 
though; he switched me from shelv-
ing on the floor to driving the forklifts.  
But a week ago I just about passed out 
again ‘cuz I couldn’t even climb into 
the driver’s seat.  Haven’t been back to 
work since.  What’s the point, I can’t 
compete with those young guys. My 
bosses, even the nice ones, know I am 
useless. Can’t do nothing.  Heck, even 
my old lady thinks I am useless.  Seri-
ously, Doc, you don’t understand: I am 
not even fifty-five years old but I feel 
like I am well past eighty.  You gotta 
get me feeling better...and Doc, it’s got-
ta be soon, ‘cuz there’s a whole lot of  
work to be done and I gotta get back to 
work,” Mr. Jenkins said.

I didn’t get any SHELF studying 
done that night.  I ended up staying 
later at the hospital than I had antici-
pated. But as I biked back to the hos-
pital at 6:00 am the next morning to 
pre-round on Mr. Jenkins, riding past 
the Woodlands cemetery, I took a deep 
breath in and knew it would be OK.  
For the cool, early morning air, and the 
prospect of  making Mr. Jenkins feel 
a little bit better—keeping him a little 
farther away from that cemetery, so 
to speak—refreshed me in a way that 
eight hours of  sleep couldn’t.  For Mr. 
Jenkins was right: there was a whole lot 
of  work to be done, and for the first 
time, I felt ready to do it.
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Perfect
Amana Akhtar, M.D.

Father begs God and Mother sobs outside the glass as
the doctors tear into your body and rip away your silky,

flawless skin.  You spew the most gorgeous shade of  crimson,
as they swivel your head toward me, mouth 

streaked with black charcoal.
Eyes roll back into your head and I see silver-cool nothingness;

the synchronized acutely pitched beeps shift
into a shrill monotone coda.  Mother bursts in, struck by the

absoluteness of  the line on the monitor. Father falls to his knees and
crosses himself, in spaces parallel and perpendicular:

forehead/ sternum/ left/ right.
Beyond the glass, behind where Father prays, closed 

captioning of  the casualty room TV
reads, “threw a perfect game today.” My work here is done.

JamiePodell

 
 
  

37





Back Cover image (Philadelphia Skyline) by John Balberi; inside cover 
image by Jamie Podell




