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Still setting the bar high.
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Nwayọ nwayọ ka eji aracha ofe di ọkụ - Igbo proverb

Nigerian Pidgin: Na small by small dem dey take chop soup
wey hot

English literal: Little by little is the way to tackle (a bowl of)
hot soup

Abiriba si ni wo: A digh’e fee tururu gaa buru amaadi

Abiriba people tok say: You no fit just fly tururu come become oga or madam

Our Abiriba people say: One does not suddenly fly up, wings flapping tururu, to becomea person of note (overnight)
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2nd MB: Through the Whirlwind

The sky is dull and grey when I wake up. A weak light filters through the rusted mosquito nets – gaping in places – covering the windows of the hostel room. Traces of last night’s thunderstorm linger in the rich rained-on earth. Its scent fills the room. It blunts, but does not quite overpower the stale sweaty smell of a room that’s home to more male students than it was designed for. I roll off the mattress, blinking as I adjust to the light. I wonder vaguely where China has gone, then I see his bent back. He is kneeling by the open wardrobe into which his head has disappeared. Dressed in his favourite blue shorts, upper body bare, he rummages through the papers stacked in the wardrobe with increasing urgency. I gaze at the distinct bones of his spine emphasised in his arched position and begin instinctively, to name them, defining which muscles are involved in maintaining his posture, then stop abruptly when I remember our current predicament. China’s room-mates are nowhere to be seen – they have probably rushed off to morning lectures graciously leaving us both asleep, drained by the restless anxiety of the night before.

‘Any news?’ I croak, voice sleep-thickened, causing China to startle, then turn to me, a broad smile breaking over his bespectacled face.

‘Ah. You don wake? No news o! They say they are still in the examiners’ meeting at Anatomy, that they started meeting again this morning. I was just checking for the notes I made from that last anatomy tutorial. I’m sure I failed that last question in the viva.’

China is one of the brightest in our class, often achieving the best grades among our friends, but his deep self-doubt, endearing because it is unfeigned, persists. Normally, I teasingly reassure him, but today, I too am preoccupied.

‘Anatomy again? I thought they said they would continue the meeting in Physio this morning?’

He shrugs, resigned. His face is a worried frown behind the black-framed glasses without which he can barely see.

It is 1991 and we are third-year medical students at the University of Nigeria. Yesterday, the last of our classmates, those whose surnames begin with letters from U to Z, staggered out from the viva rooms, our 2nd MB exams officially over.

2nd MB is a gruelling ritual, sitting solidly in the middle of our six-year journey to becoming doctors, a thin bridge over a gaping chasm. Like lead characters in an action film, we must cross it successfully to continue the journey to our prize – the lofty title and status of doctor. After three years of studying the pre-clinical basic sciences of anatomy, physiology and biochemistry, it’s necessary for us to pass 2nd MB to be allowed to continue with the final three years of clinical study before the award of our medical degrees. The stakes are high: just half of our class of three hundred will pass. Of those who fail, half will have to join the class below, enduring a repeat year of arduous study before a final second attempt at 2nd MB. A second failure will mean leaving medical school to start afresh, studying for a completely new degree. Yet having to endure the harrowing year again is a reprieve, still better off than the unfortunate seventy whose first attempts will be judged so poor, they are asked to leave medical school immediately. If they find another university department willing to accept them, they start undergraduate studies afresh, the three preceding years of medicine wasted. A lifetime of coming top of the class will shudder to a halt and the exhilaration of securing a highly prized place in medical school will evaporate as the dream of becoming a doctor dies.

The prospect feels worse because most of us have never failed an examination. Cushioned by a lifetime of coming top, we are petrified at the prospect of a first confrontation with life-altering failure. So, with the exams done, we wait nail-and lip-bitingly anxious for these results.

Yesterday, as soon as the last vivas were done, our lecturers began huddling in conference with the external examiners collating the results, making final decisions.

China interrupts my feverish mental review as I wonder which group I will fall into by the end of today.

‘You, know, let’s go and get something to eat, I can’t continue chasing these lecturers around. Whenever they are ready, they will release the results.’

All day the previous day, as part of an anxious crowd of classmates, we trailed the lecturers from office to office, like chicks after a mother hen. Some unable to bear the agony, or convinced of failure, have given up, retreating to their rooms, or leaving campus completely. Most, undeterred by the ever-longer wait, have kept vigil, waiting and watching, even as the daylight fades and darkness descends abruptly. As the fluorescent tubes flicker on in the rooms, outlining the heads of the examiners, clustered in conference, we continue to wait. We are coiled spring-like for that moment the meeting breaks up, a lecturer emerging, sheaf of papers and stapler in hand, to tack the results to a departmental noticeboard. Waiting, we talk listlessly in whispers, although we are at a distance, forbidden from coming any closer:

‘I hear one year, they met late into the night, till nearly midnight, and only the few students that stayed up were there when they put up the results.’

‘Midnight? Ah, no, they can’t stay that long. They too must be tired now. Haven’t they been conducting exams and marking papers for the past how many days? I’m sure they will soon break and continue tomorrow.’

There are rumours that some lecturers and professors, parents of classmates, have been discreetly approaching the examiners, to see how their children have fared, and if needed, to put in a mitigating word.

Each time the main door swings open, our hopeful eyes turn to it. We leap in anticipation from the gnarled roots of the mango tree where we are perched, like vultures at the aftermath of a feast. Time and again, we sink down again, false alarm following false alarm. By 8pm, the only light in this part of the campus comes from the offices where the examiners are meeting, and from the Catholic chapel, imposingly lit up in the distance. Our lecturers and examiners finally emerge from the wooden prefabricated building of the Biochemistry Department and head for their cars, chatting as they walk, occasionally breaking into laughter. They largely ignore our hopeful calls asking when the results might be released. The fierce-looking bald physiology lecturer turns to shout: ‘Why won’t you people go and rest? Go and sleep, the results will be out in Anatomy tomorrow!’

With that, singly and in pairs, they enter their cars and drive off. We slink away into the night, returning to our rooms, morose and silent. China and I lean over the rusting balustrades outside his room, under the thickening grey clouds presaging a storm, repeatedly running through our prospects, till exhausted, we finally turn in, falling into a space on the mattresses already full of his room-mates’ bodies.

This morning, unrefreshed by fitful sleep, I am conscious of a growing hunger. Waiting and trailing the examiners yesterday meant we ate very little. With eagerness, I take up China’s suggestion.

‘Make we go Madam Drive In!’ I declare with bravado.

Madam Drive In’s canteen is not cheap, and our visits there are carefully measured out, but we deserve a treat, I reason, and our pockets are still flush with infusions of cash from parents and family members keen to see nothing impairs our exam preparations.

China happily agrees. ‘I no go mind that her smoked fish now, man!’

We stroll out to the big tree opposite Adelabu Hall. The campus seems eerily quiet, the untarred earth paths criss-crossing it empty, except for a few students. The majority are probably at their first morning lectures, as we would usually have been. We join a small knot of stragglers, who presumably are playing truant, to wait for a kabukabu. These informal taxis ferry students from the campus centre to the main gate. From the gate, it is a short walk to the shops and restaurants, and the bus stops where taxis and buses to more distant destinations are found.

As we wait, passing friends and classmates ask, earnest with concern:

‘Any news?’

We shake our heads in silent reply.

All the students, even those in other faculties, seem caught up in the air of expectation hanging over the campus, as if the university is holding its collective breath. Most have room-mates and friends whose fevered, taxing exam preparations they have watched over the last eighteen months, our fear and anxiety transmitted to them.

A car pulls up. It is Paapa, one of the more cantankerous of the kabukabu drivers. He constantly berates students for infractions like slamming the door of his ancient Peugeot 504 with excessive force, or settling into the worn seats with what he judges a surfeit of vigour. The kabukabu drivers are unique, more polished than the average Enugu taxi driver. Most are retired civil servants or former university workers who need to make ends meet in a harsh economic climate, worsened by the gap left by irregularly paid government pensions. Falling back on their only assets, the cars bought in better times, they make a living ferrying students from the campus to the gate and back, for a small fare. I am usually touched by the slightly frayed, shabby dignity they project, as if struggling to retain some shred of their previous elevated status. This afternoon, I am too immersed in results anxiety to care. I cram into the single front passenger seat with China, settling my frame into the narrow space, taking care not to touch the protruding gearstick, to avoid provoking a reaction from Paapa. Four more students squeeze into the back, and with a clunky shudder, the car heads off. As we pull away, Paapa asks, his formal diction like many of his generation, reminiscent of a BBC announcer: ‘Have the results been released yet?’ We say that they have not, and surprising us with a ‘Don’t worry, it will all be fine’, he pulls in by the main gates to let us out.

We walk to the car mechanic compound, a short distance from the gates, waving along the way to a couple of friends, business students heading in the opposite direction. They walk with the slow sated gait of the freshly fed, toothpicks dangling from their mouths.

Entering the compound, an open space by the roadside, its earth black and shiny with oil from the hundreds of brokendown cars that have passed through it, we see cars and trucks in various stages of disrepair. The air resounds with a cacophony of metal on metal as apprentices hammer away at cars, supervised by their master. In one corner of the yard there is a small shed, four wooden posts set in a concrete floor, holding up a roof of corrugated metal sheets. It is delicately shaded off from its industrial surroundings by an incongruous lacy white curtain, billowing in the late morning breeze. This is Madam Drive In. We part the curtain and squeeze onto one of the low benches on either side of the tables lining the shack’s edges. In a corner, behind a quartet of giant pots, Madam Drive In sits, buxom, ivory teeth revealed by a lipstick-framed smile, her face freshly powdered. She wears the clean lace blouse and Dutch wax double wrapper of the respectably married Igbo woman. With a broad welcoming smile, she asks what we want to eat.

‘Nna, welcome, nu, kedu I he unu ga eri?’

She does not run through the menu: as regulars, we know what she has, the same as most bukas. I ask for white rice and beans with stew and beef. Recklessly, I ask for smoked fish in addition to the beef. The tender flavourful fish, home-smoked by Madam herself, is a speciality here. I justify my extravagance as necessary to calm my nerves. China orders garri with egusi soup, also indulging in a double order of beef and smoked fish. We watch, with an earnestness matching that which we display in anatomy dissection sessions, as she deftly fills four aluminium plates, wielding the large serving spoons sticking out of each pot. Our vigilance makes clear we will not be short-changed of a single grain of rice or drop of stew or soup.

‘Madam, tinye kwu o nu ofe.’ China pleads for more soup, and Madam skims the spoon over the top of the pot of egusi soup, depositing a few more drops on to his plate, muttering about the rising cost of soup ingredients. A young girl assistant carries the food on a tray to us, depositing the plates on the blue plastic-topped table.

Forgetting for a moment the looming exam results, we tuck in. With a light aluminium spoon, I scoop up moist soft grains of white rice, turning them in the oily stew, rich with tomato and pepper. I work in some of the dry flaky brown beans and transport this luscious spoonful to my mouth. China moulds his garri into balls, his fingers swirling them around in the spinach-green and palm oil yellow soup before they disappear in quick succession into his mouth.

Minutes pass, and engrossed in eating, barely exchanging grunts, we miss two new arrivals at Madam Drive In. I look up from my plate to see students who live on the same floor in our hostel. I think they are studying accountancy but as we are not close, only exchanging nods in the hostel corridors, I am not sure.

‘Are you not 2nd MB students?’ one of them asks.

We raise our heads slowly, unwilling to rise to the bait. Over the past day many have exploited our distressed waiting, playing practical jokes then roaring with laughter as we stampede towards a false claim that the results are out. Fresh from these bitter experiences, we ignore them and return to our food.

‘You are here eating, and the results are out,’ the other student says. There is a note of seriousness in his voice, a ring of truth.

I look at China. He looks back at me, then turning to the accountancy students, implores, ‘Be serious, man, we just left campus a few minutes ago and the examiners’ meeting was still going on. The results can’t be out already?’

‘I swear the results don commot, we just pass Physiology Department now, all una classmates dey there, dem dey shout, dey celebrate. Some too dey cry …’

I look again at their faces and decide this is the real thing, no jokes.

Leaping up, I push my half-eaten rice and beans aside. China is already rapidly washing his garri-encrusted hands in the plastic bowl of soapy water on one side of the table. A barely touched mound of garri sits reproachfully on his plate, beside the half-consumed soup. We quickly pay Madam Drive In, ignoring her bemusement at perpetually hungry students abandoning food they have paid for, even her prized smoked fish untouched.

Leaving the accountancy students to explain to Madam, we stride rapidly towards the university gates. Then, exchanging a glance, in wordless agreement, we break into a run. A small group of students wait at the gates, but pleading our special 2nd MB status, we are allowed to jump the queue and take seats in the first kabukabu to arrive. Their easy acquiescence adds weight to the assertion that the results are definitely out.

The car seems to move more slowly than normal, taking an unconscionably long time to get to Physiology. Once the dark brown wooden walls of the building heave into view, we shout at the driver to stop. He barely brakes before we tear the door open, flinging the fare in his direction. As I run full pelt towards the crowd gathered around the notice boards, I recognise a few classmates in the crowd. I do not bother to register whether they are happy or sad. I am solely, completely intent on getting to that board, on pushing my way through. Squeezing my head through a gap in the crush of bodies, under someone’s raised sweaty armpit, I emerge with a view of the boards and quickly scan the sheets. The results, neatly typed on A4 sheets tacked on to the wooden boards are stark, the writing coalesced into just four columns, one each for the candidate’s university matriculation number and the three examination subjects: anatomy, physiology and biochemistry.

Each line, representing a member of our class, bears simple words in black letters, incongruously simplifying our struggles over the past eighteen months, into a few characters:







	88 / 52709

	PASS PASS PASS




	87 / 498835

	FAIL PASS FAIL




	88 / 51427

	FAIL FAIL FAIL





At the bottom of each sheet, the Chief Examiner’s signature and the College stamp are boldly imprinted, sealing our fates.

I search for my registration number, heart pounding, eyes moving quickly back and forth down the columns. When I spot 88 / 51393 and see PASS PASS PASS beside it, I have to look a second time, and then a third to make sure that I am reading right. And then everything blurs, as I leap off the raised corridor on to the grass, screaming, running, not sure where, not looking, out into the road, happier than I have ever been. I have lost China by now; but reaching the small grass field on one side of the road, I see Chinedu, another friend and classmate. He has torn his shirt off, the buttons are dangling, his torso bare, and he is screaming as loudly as I am. We run towards each other and leap into an embrace, clasping each other as we fall to the ground. We roll in the grass, over and over, oblivious of the stains on our clothes, the scratchiness of the grass. We are delirious. The wait is over: we will be doctors one day.

As the initial giddiness wears off, I come to, finally noticing the strange looks from passers-by seeing two adults screaming and rolling in the grass like a pair of puppies. Reclaiming my dignity, I stand up, brushing grass and pebbles off my clothes, and begin to ask about other friends. Chinedu runs through the results he knows: ‘Tony passed, Obi passed, China passed…’ he reels out the names. ‘Petrus didn’t pass,’ he says. ‘He failed all three papers.’

This tempers my exultant mood. Our friend, the unusually named Petrus, son of one of the earliest graduates of the classics degree at Ibadan, has worked as hard, perhaps harder than anyone. A few years older than us, he has spent three years trying to get into medical school, retaking the JAMB entrance exam each year, rejecting offers from other departments until finally succeeding. He will be devastated, six years of his life gone, wasted, in pursuit of a dead dream.

Leaving Physiology, I walk down the untarred, dusty road to our hall of residence. My head is filled with elation at my success, anxiety about friends whose results I haven’t heard and sorrow for Petrus who hasn’t passed. Turning off the main road, I walk through an overgrown field to the steps leading down the steep incline to our hall entrance. At the top, I see Ivode, my classmate and friend since primary school. Carrying a bulging black travelling bag, his gait is lurching, his eyes reddened. At the unspoken question, he shakes his head in a no and then gulping hard, says, ‘No problem, man, congrats, at least you passed …’ I ask about Chudi, his room-mate, another close friend. Another shake of the head.

My eyes fill, then tears roll down – Chudi and Ivode have probably been my closest friends over the past eighteen months. Since our meeting during registration on our first day at university, we have spent almost every day together, navigating the obstacle-strewn transition to medical school. Together we have dreamed of commuting to the teaching hospital for clinicals, in the car Chudi’s wealthy banker father has promised him if he passes. We have dreamed of discovering the wonders of clinical medicine together, grappling with its new knowledge, the way we have done in anatomy and physiology and biochemistry this past year. Now reality dawns: the shared days and nights of fervid study have come to nothing for them. Ivode reaches out to hug me, claps me smartly on the back then pauses, staring briefly into the distance.

‘Make I go tell my parents say I no make am,’ he announces, leaving me sitting on the top step, eyes reddened, furiously wiping my face. As he recedes into the distance, two students from other departments approach.

I hear one say, ‘This one is crying.’

‘Yes, e be like say e no pass.’

‘Eiya, maybe e no read well.’

I want to stand up and shout, ‘You idiots, I don’t need your pity. I haven’t failed. I passed. You don’t understand. I passed but some of my closest friends didn’t, people with whom I suffered through this last horrible year. You have no idea what that is like.’

I do not have the energy, so I simply watch them pass, cruelly sniggering, and head to my room. It is empty; there are no roommates to share my good news with. I grab my travelling bag, throwing dirty clothes and textbooks in. I am heading home to my parents at the university campus in Nsukka, where as a child I first encountered doctors. I will give my parents the good news: their son is going to be a doctor, after all. There are many more bends in the road, many more obstacles to negotiate, exams to pass. Those are not for today. Today is for celebration. I plunged into the whirlwind of 2nd MB, which, with its burdens and challenges, has hovered over me for three years. Today I have emerged on the other side, bruised but alive and ready to continue the journey.










The Days of Childhood

The sandpit is under a frangipani tree, from which a few pink blossoms have fallen on to the sand. The rest of the well-kept garden is strewn with toys and a jungle gym. It is break time at our nursery school, a small block of classrooms built out of corrugated zinc sheets on a concrete base in the garden of our headmistress’s home. It is in a quiet close in the part of the university campus where the lecturers live. Her husband is a lecturer at the university in Nsukka like my father, also teaching zoology.

I am tired of queuing to play with the steering wheel lying in one corner of the sandpit. Extracted from a derelict car, it is popular at break time, causing more than one playground fight. We all want to sit in the sandpit, stretch our legs out on either side of the steering shaft and turn the wheel this way and that. From time to time, we pause to pull at the gear levers on one side, imitating our parents driving.

I pick up an empty tin of SMA baby milk from the grass beside the sandpit. My friend Ozurumba is building a sand house on the grass, by the path to our classroom block, a short distance away. I decide to join him. I fill the tin with sand and run towards Ozurumba with this fresh supply. In my haste, I stumble on a rock hidden in the grass and fall. The sharp edges on the inside of the tin cut through my fingers and I hit my head on the sharp edge of the raised path. I begin to cry. There is blood everywhere. A teacher runs forward, grabs me and takes me into the classroom. She tries to staunch the blood with swabs of cotton wool and gauze from the first aid box by her desk. She does not have much success. The headmistress appears and scoops me up from the low chair in which I am sitting, whimpering. Rushing me to her car, she deposits me in the passenger seat and drives off.

We approach the medical centre, a cluster of wooden prefabricated buildings on a small hill at the edge of the university campus. I am scared as we approach. It is where my parents take us when we are ill, usually with malaria, and a visit there often means painful injections. I am taken into the treatment room, with its pale green mobile screens. It is the place where the painful chloroquine injections for malaria are given, though they are not as painful as the Novalgin injections. The worst, I hear, when we compare notes in the playground, is Cristapen, which reputedly stings as it goes in. Thankfully, I have never had to have it.

A doctor appears, summoned by one of the nurses. He lifts me on to the couch in a corner of the treatment room. A table nearby is laid out with equipment. I hear him say, ‘He will need stitches’, then I fall asleep. Perhaps I have been sedated or perhaps I am simply exhausted from crying. I wake up to see the nurse securing a plaster over the wound above my left eyebrow. There is a strong smell of iodine. The wounds on the back of my fingers are dressed with iodine-soaked swabs, which are left to dry. I acquire dark yellow-brown knuckles. I am given a tetanus injection. I try to be brave and not cry as the nurse and headmistress murmur, ‘Good boy!’ ‘Brave boy.’

The headmistress takes me home. I do not remember going back to have the stitches removed. For the next few days there are daily visitors to our house. Each time, my mother repeats the story, her voice rising. ‘He had to have four stitches, four stitches!’ Later, I go back to school, the plaster still over my left eyebrow, a badge of honour that my friends gather to look at. With time, it begins to itch, then finally, one day, it is removed, leaving a scar.

A year or so later, I sit again in the dirt, this time in the front yard of our compound, just beyond the verandah which welcomes visitors to our bungalow. I am somewhere between the lawn dotted with the flower bushes my mother lovingly tends, and the hedge separating our house from the road. I clutch a bright yellow plastic stethoscope and a box with the rest of my new present – a doctor’s set. Where has it come from? I cannot remember. I think it is a birthday present from my parents, or perhaps from my generous godfather, Uncle Mike. He lives on the same street two houses away and often brings me presents from his trips to academic engineering conferences abroad. His presents elicit some envy from my brothers whose godparents do not match mine in thoughtfulness.

I take out the blue plastic kidney bowl and drop the red toy thermometer into it.

It is the school holidays so my mother who teaches biology at a boys’ secondary school in ‘town’, is spending more time at home. She is teaching me to read, using the Ladybird books, with Peter and Jane. I am waiting for her to finish some chores before our next reading lesson, perhaps clearing away the breakfast things. My elder brother kicks a football back and forth against the garage wall. I alternate between playing doctor and watching him. Suddenly there are footsteps running to the kitchen door on the other side of the house. Wondering what is happening, I stand up and with my brother run through the front door into the kitchen. My mother stands there with my aunts, my father’s two youngest sisters, who are spending the holidays with us.

My aunts are panting, beads of sweat on their brows. They recite in a breathless chorus, ‘We were halfway to the market when we saw Mrs Melifonwu. She asked us to go back home, we should not be out, there has been a coup and there may be a curfew.’

My mother goes into the living room, murmuring soothing words, my aunts trailing her. She turns on the radio, a magnificent suitcase-sized box that takes pride of place in our living room. We do not yet have a television, but our next-door neighbours, the Akubuilos, do. On some evenings, I slip illicitly through a gap in the garden fence in my pyjamas to join their children in front of the large brown box with golden legs. When it is time, we watch their father, the only person allowed to touch it, pull back the sliding door covering the screen to switch it on. Once it is on, we huddle on the floor in front of it, captivated by its grainy pictures and fuzzy sounds.

This morning, my mother turns on the radio and the grownups surround it, heads bent low, ears close to the speakers, as if scared of missing a single word. There is music and then a man’s stern voice, speaking rapidly. My mother and my aunts whisper to each other. Apparently, someone called Gor-wan has been ‘overthrown’. Gor-wan is our Head of State, his handsome moustachioed face smiling from beneath his peaked military cap, often on the cover of the newspapers the vendor delivers to our house each morning.

But what is this word, overthrow? My five-year-old self imagines someone lifted up in a chair and thrown over something, a cliff perhaps? Up in the air? I add this new word, together with ‘coup’ and ‘curfew’, to my rapidly growing vocabulary.

These are some of the scenes I remember whenever I am asked, when did you first decide to become a doctor?

I do not remember deciding anything that day. No one makes any kind of serious career choice at the age of five. And yet, the memory of that day, sitting in the dirt at the front of the house, yellow stethoscope in hand, has stayed with me.










Poison, General Science, Making Choices

She strides into the wooden-floored classroom, sure-footed and statuesque, taking her place at the front, in the gap between the rows of desks occupied by our class of eleven-year-olds, and the blackboard. We hear her heels clacking on the concrete corridor leading to our classroom, even before she arrives. We smell her rich fruity perfume before we see her. I know what the scent is: Poison by Christian Dior. I have seen the bulbous purple and gold bottle with its crystalline cap sitting on my glamorous Auntie Mim’s dressing table

Mrs Amobi strides back and forth in front of the blackboard, elegant in her shoulder-padded suit, the perfect scarlet ovals of her nails sweeping through the air as she gesticulates. Each movement seems to release a gust of Poison’d air that floats through the rapidly warming classroom. She asks us to open our General Science textbooks, lying neatly on our desks before us. The textbook that we use, the same one used by first-year secondary pupils across Nigeria is actually a textbook of integrated science, but at our school the subject is still called general science. It is probably something to do with tradition. Ours is one of the oldest schools in the country – the first set up by the colonial government – and a lot of emphasis is laid on doing things the King’s College way.

Mrs Amobi is teaching us about cells, how in the human body they aggregate to form tissues, which themselves form organs, and how organs form systems and systems, the body. She pauses from time to time to scribble in chalk on the blackboard, but the alchemy of her strong perfume and the tropical afternoon sun seems to induce a stultifying lethargy. With something of a sense of relief, we watch her clap her hands, releasing a flurry of chalk, announcing that the lesson is over and promising to see us again next week.

Hers is the last lesson period before break time, and we pour out into the corridors, heading for the tuck shop to buy biscuits and soft drinks at the kiosk or just to loiter, for those whose pocket money does not run to such luxuries.

After break, we settle back into class. One of the older boys, a prefect, four years ahead of us, walks in on an errand. He sniffs the air exaggeratedly and says, ‘Ah, I see you have had a general science lesson today.’

At the beginning of our fourth year, we are asked to choose subjects. From the sixteen subjects of our junior secondary years, we are expected to pick between seven and nine. We will concentrate on these ahead of our final senior secondary certificate exam in three years’ time. Most of my classmates, with a natural affinity for either the sciences or the arts, find this process fairly straightforward. My more eclectic tastes mean that I struggle to drop any, picking literature, history and economics, alongside further mathematics, physics, chemistry and biology.

I find dropping French the most difficult choice. I have studied it since primary school and always done well in it. All of Nigeria’s neighbouring countries are French-speaking and I harbour vague dreams of a life in the diplomatic service. These are probably inspired by my cousin, recently posted to the Nigerian Embassy in Sweden. A few days before the deadline, in desperation, I seek the top student in the final-year French class for advice. Breaching protocol and visiting a senior classroom without an invitation, I timidly approach him during prep one night and ask, ‘Can you speak fluent French now?’

He smiles patronisingly. ‘Oh no! I can read large paragraphs of grammar and answer questions on them. I can carry out basic conversations, but no, I can’t understand anything too complicated.’

I am horrified. What then is the point of continuing with French, if one cannot speak fluent French at the end of the course? No, I will not pick French. Instead, when I am older, I will go on a crash course, the kind advertised at the back of the Reader’s Digest magazines I devour voraciously: ‘Learn French in 3 weeks!’

I pick economics instead, eager to understand the business pages and the impenetrable stock market listings of the newspapers that my father brings home daily. The day after I hand in my choices, I bump into the French mistress, the usually taciturn Madame Achugbu in the school corridors.

‘Good morning, ma,’ I greet her, standing to one side to allow her to pass.

‘Anya!’ she says. ‘I hear you are dropping French.’

‘Y-yes,’ I stammer, launching into an explanation of how I enjoy so many different subjects and have had a difficult time choosing, even doing nine subjects.

‘I still want to learn French later,’ I offer in propitiation.

‘That’s a pity,’ she says, cutting me off and walking away. ‘You were one of our best French students and we had really high hopes for you.’

I watch her receding figure and stand by the wood-panelled staircase, biting my nails.










JAMB

At dawn, the piercing high-pitched siren blasts through our school dormitories, rousing us for the start of our day. From a distance, the lilting muezzin’s cry floats in from the mosque near Sandgrouse market, a stone’s throw from the school walls. We tumble out from behind our mosquito-net tented beds. The cool breeze brings the first hint of the arriving dry harmattan, turning the once fiercely golden rising sun of Lagos into a pale lemon orb.

We are nearing the end of secondary school and it is time to fill in forms for JAMB, the annual universities exam conducted by the Joint Admissions and Matriculation Board. ‘What are you going for?’ we ask each other, endlessly discussing which university and course of study is best. Most, in our highly competitive elite all-boys’ school, are aiming for medicine or electronic engineering. We do not really discuss why; we are merely following school tradition. Those who excel in science do engineering or medicine, the science-averse, usually only a handful, do law. One or two apply for banking or economics and the four or five with a flair for drawing and painting, are clearly destined to be architects. These are our choices; this is how it is each year. As a top student doing well in both science and arts, everyone knows I am going to apply to read medicine. But there is the small matter of blood.

This is resolved one Sunday, a few months before we fill in the JAMB forms. On visiting Sunday, the school throngs with colourfully dressed family members come to visit their boarder sons. Fresh from church, men in elaborate agbadas and sharply cut suits; women in lace wrappers topped with towering stiff damask geles or elegant gowns and chic hats, marshal younger siblings also in their Sunday best. They lug large containers of cooked food, baskets and cartons full of provisions: biscuits, cereal, Bournvita and Milo, powdered milk, sugar, tins of margarine. For the lucky few, there are also tins of Queen of the Coast sardines, Heinz vegetable salad and baked beans, and Exeter corned beef. From vantage points on the balconied corridors above, senior boys keep note of which junior boy is getting what, vital intelligence for the extortion attempts to follow.

From my perch on the corridor, I see my friend Olisa, with his mother and his two sisters. I recognise them from photographs in his album. Oby, the elder, is a medical student at the university in Ibadan, home on a brief holiday. Seeing her reminds me to raise the question of blood with Olisa.

Later, tucking into the fried rice that Olisa has generously shared, I whisper that I am worried about how I will cope in medicine, having to deal with blood. Perhaps I should reconsider my choices? How has his sister, Oby, managed?

Olisa laughs. ‘My friend, let me tell you when we were growing up, Oby hated blood. Even when we were killing ordinary chickens, not even goats, for Christmas, she would run away. But she quickly got used to it when they started clinicals. Now she is a final-year student, next year she will be a doctor. You too will get used to it.’

Emboldened by his assertion, a few weeks later, after classes end in the early afternoon, I meet my friend Chinedu at the school gates to go and buy our JAMB forms. Our friendship started on our first day at school when senior boys invaded our classroom at break time, unleashing a round of bullying. As the siren blared, signalling the end of break, forcing them back to their classrooms, many of us were left in tears. Ashamed of crying, something I should have left in primary school, I put my head on my desk covering my face with my arms, pretending to sleep. Peering up, I saw a much bigger boy at the next desk raise his own tear-stained face to look round. Our eyes met, first with embarrassment and then in warm mutual recognition of our shared predicament, and we exchanged bashful smiles. That was Chinedu.

Six years on, we are the senior boys, moving about school with languid ease. As boarders, even senior boys can generally not leave the school compound, outside the monthly general exeat days. The Boarding House Masters sparingly dole out their signatures on the special exeat forms that allow this privilege; usually only after we have made a carefully constructed and eloquently argued justification for being allowed to go out. Today, merely saying we want to buy JAMB forms swiftly earns us the precious pink slips. We show them to the gruff gateman in his blue uniform, who peers suspiciously at the signature before he pushes the gates ajar.

Free, we walk into the busy Lagos street, lined by the towering ‘fruit’ trees from which hundreds of bats emerge at dusk in a screeching cacophony, darkening the sky. The General Post Office is a short walk between gaps in the stream of cars, motorcycles and buses barrelling through Lagos Island. Outside the imposing concrete block, an elegant metal figure curves forward, the famous statue of the Igbo Sun God, Anyanwu, by the artist, Ben Enwonwu. We walk into the cavernous hall, grimy with dirt that seems to date from independence in 1960 when the building was erected. Clutching our bundles of naira notes, probably more money than we have ever handled in our lives, we join a queue in front of the counters. Many others have also come to get postal orders for the JAMB forms. In our blue King’s College blazers, school crest on the pockets, and our white shirts and trousers, we stand out. We notice the usual admiring and envious glances, and involuntarily stand a little straighter, lifting our shoulders.

At the counter, the plump woman perched on a stool behind the grille pauses from animated conversation in Yoruba with her neighbour to bark, ‘Yes?’

Hands clasped in supplication, heads lowered, in the prudent approach to authority, we explain that we want to buy postal orders.

‘Is it for JAMB?’ She pulls out a booklet and flicks deftly through the sheets, counting them out.

‘Yes, ma.’

In a seamless practised motion, she tears out and puts aside a bundle of postal orders, reaching out to take the money we offer through the small space under the grille.

The postal orders are crisp and new, and I tuck mine carefully into the inside pocket of my blazer as we head for CMS. The bus stop is alive with the discordant bustle of yellow taxis, danfo buses and molues, the conductors and drivers yelling out their destinations. We find a bus heading for the JAMB offices in sedate leafy Ikoyi, a short ride away.

‘JAMB! JAMB!’ the teenage conductor shouts from his precarious position, crouched by the open door of the bus.

‘O wa!’ we shout in unison with the other passengers alighting here.

The bus swerves sharply, pulling into the verge on Hawksworth Road, just outside the large gated compound lined by trees, shielding an imposing mansion. A churning mass of people press against the gates and we join them, taking care to secure our postal orders away from the prying fingers of pickpockets. This is Lagos after all.

When we get to the front of the disorderly queue, we hand over our postal orders and receive large brown envelopes in exchange. These contain a large booklet, half the size of a telephone book, listing all the universities, the courses they offer and the entry requirements. They also contain various information leaflets and the prized entry forms that have brought us here.

Back at school, at night prep, instead of studying or doing homework, I carefully fill the form, using the specified 2B pencil, to shade in the code for the University of Nigeria in Nsukka. I have grown up on the university campus, my father is a professor there. A recent visit to Ibadan, Nigeria’s oldest university, where my father studied, is fresh in my mind. Enchanted by its serene scholarly campus, and the nostalgia evoked by my father taking me round his old haunts, I want to go and study there. I had intended to shade in its code as my first choice. But my classmates convince me that is a silly gamble. If my marks are not quite good enough, at Nsukka I can take advantage of the concessionary entry options for children of university staff, so why risk Ibadan? A few people urge me to follow my instincts and apply to Ibadan, arguing that as a top student in a top school like ours, my JAMB scores are virtually guaranteed to be good.

I am conscious of the many cautionary tales of star students ending up with less than stellar JAMB scores, so my instinct for caution wins. I return the forms with first choice: medicine and surgery at the University of Nigeria, Nsukka.










Nsukka: The JAMBite Year

The Margaret Ekpo Refectory at the University of Nigeria is named after one of Nigeria’s few prominent female pre-independence nationalists. It sits at one side of Freedom Square, the gathering point for innumerable student demonstrations since my childhood, and is a fifteen-minute walk from our house on a tree-lined avenue where many professors live.

Since the early eighties, when privatisation swept through the Nigerian public sector, the university refectories have taken on a desolate air, as small-scale private caterers try to utilise the vast spaces and industrial equipment created in another era, when universities employed an army of catering managers, cooks, cleaners and other refectory staff.

It is October, and the first stirrings of the harmattan are blowing through Nsukka’s dusty streets. As I approach Ekpo Ref, green taxis scurry to and from it, ferrying in new students from the motor park in town. A large crowd of JAMBites, first years like me, mill about. We try to look purposeful, to disguise our uncertainty about what we should be doing. Having grown up on campus, I at least have my geographical bearings and so hopefully do not look as unmoored as some. Inside the sprawling refectory, there is the air of a church bazaar or trade fair as a crowd swarms round several tables with hand-lettered signs for different faculties. I find the Faculty of Biological Sciences table where medical students are to register and join the rapidly lengthening queue.

I look around at my new classmates, searching for familiar faces. Some have dressed as if approaching the job interview of their lives, in three-piece English suits or flamboyant brocade kaftans. Others are more casual, in jeans and T-shirts, although the jeans range from outlandishly brightly coloured pairs embellished lavishly with leather patches, to ragged versions and some more sedate straight blue jeans. Many are in simple long-sleeved collared shirts, open-necked over trousers; a few add ties. The female students mostly wear blouses and skirts or plain dresses, but a few have taken a leaf out of the Hollywood / Motown style book, with large ringletted hair, denim jackets and dresses with sequins.

The Faculty Officer, wispy-bearded, slight and flanked by the two clerks assisting him, seems frazzled by the whole process. He clears his throat and announces, his reedy voice cutting through the hubbub, the registration requirements. There are several forms to be completed, we must present our original School Certificate results, no photocopies, plus a vast number of passport photographs to be stapled to the forms. Some of these will need to be attested by an upstanding member of society: a doctor, a lawyer, a banker or a priest.

‘It’s a pity we haven’t qualified,’ quips a burly man in a bright red and black jacket. ‘We could have endorsed each other’s photos.’

His lame joke cuts through the awkwardness, and roaring with laughter, we begin to chat to each other, introducing ourselves.

Nsukka is a small town, nestled in a cluster of green hills rising out of the flat savannah as you move from Northern Nigeria southwards and eastwards towards the rainforest. The University of Nigeria’s main campus looms large over the town and it is where we spend our first undergraduate year. Next year, we will move to Enugu, the state capital, forty-five minutes’ drive away, where a handful of faculties, including the medical school, are based.

For our first year, we take sixteen courses, more than any other first years, who take between nine and twelve. This is a source of pride and a burden: while we revel in our uniqueness, we struggle with the workload. Most are in physics, chemistry and biology, shared with students in other departments. Genetics and parasitology are unique to medical students. All first years must take two general studies courses. Science students take Use of English and Social Science. Arts, humanities and social science students take Use of English and Natural Science. Our university was first, controversially at its founding, to introduce these, aimed at producing well-rounded graduates. Although we enjoy that distinction, we bristle at the apparent distraction from our core subjects. Conversely, many arts and humanities students are petrified by the prospect of science, and some are desperate enough to pay science students to sit the examinations for them.

Our larger lectures are held in the New Science Lecture Theatre, a prefabricated wooden block. There are many like it, temporary structures put up rapidly during the university’s reconstruction after the Biafran War ended nearly twenty years ago. Its wooden window frames once held glass louvres but are now gaping spaces that allow students to slip in and out of lectures at the back, with the lecturer oblivious at the front of the theatre.

It isn’t always easy to hear the lecturers or to see the blackboard, especially if you come late and have to scramble for a seat at the back. Occasionally quarrels and fights precede a lecture, provoked by seat ‘colonisation’. Some students arrive very early, drop books on a seat in the front row and then go off to breakfast. When other students arrive, frustrated to find all the front seats thus colonised, they occasionally snap, send the colonisers’ books hurtling through the air and set the stage for a confrontation.

Handouts play a big role in our studies that first year. Several pages of cyclostyled paper stapled together, they contain the rudiments of each course, and perhaps, some exercises to work through. Rumour has it that lecturers keep careful tabs on who has purchased their course handouts and who has not; and that these reflect in our final results. The lecturers drop heavy hints that the exams will be based on the exercises in the handouts. One particularly enterprising lecturer turns his handout into a proper printed booklet and is able to charge a higher price for it.

Our days begin early, jostling at the water tanks outside our hostels to fill buckets for our baths. Others, better prepared, fetch their water the day before, or send one of the many umu Nsukka, the young boys from nearby villages who roam the corridors of our hostels looking for errands to run for a few naira. After queuing in the bathrooms to use a cubicle, we return to our rooms for a quick breakfast of okpa, the Bambara nut steamed savoury puddings that the Nsukka area is famous for. Like the more common moimoi, okpa is cheap and, crucially, very filling. We joke that one okpa with a large glass of water is all a student needs to get through the day.

Mornings begin with lectures, then a short break shortly after noon. Afterwards, languid with lunch, under the afternoon sun, white coats in hand, we walk to the laboratories for practicals. In the biology labs we open our newly acquired dissecting sets, revealing rows of gleaming silver instruments. The functions of many still a mystery, they are neatly laid out on blue velvet, emitting a musty, camphor smell, like a grandmother’s box of wrappers. We learn to use them to tease out and examine the internal organs of the toads and mice liberally supplied at each session, in imitation of the demonstrators leading us, who are often postgraduate students. On other afternoons, in chemistry, we set up delicate glass burettes, pipettes and conical flasks to conduct titration. We watch carefully, gently twisting the taps to let acid drip, drop by drop from burette into carefully measured out alkali in flasks. We watch for the first flash change of colour, easily missed, indicating that the end point has been reached. Linger a moment too long before turning off the tap, and too much acid is used, turning our calculations awry. In physics, we place heavy glass blocks and prisms, rainbow-hued at the edges at the prescribed points, measuring the distances carefully. We move the steel needles behind them, to measure the distance, calculating the transmission of light.

Late afternoon, our practicals over, we disperse in chattering groups, beginning the long walks back to our halls of residence. A brief siesta follows, doors and windows thrown open to let the cooling breeze waft into our stifling overcrowded rooms, the corridors alive with the blaring of radios. Then as the reddening sun dips behind the Nsukka hills, we get up, wash again and dress up. Applying liberal quantities of deodorant and aftershave, we head up campus to the female halls of residence and the nightlife of the bars and suya spots. The more dedicated students head for the library or the now-empty classrooms to study, others to an empty classroom or the tennis and basketball courts to clap, sing and pray in Christian fellowship meetings. For the vast majority, serious study is postponed till the few weeks before examinations each term. Up campus, we visit classmates, make new friends and enjoy blossoming romances. Squeezed into tiny rooms, we throw parties to celebrate birthdays, bodies thronging in a moving mass to the loud music blaring contemporary American hits like ‘Roses are Red’ and ‘Should I Say Yes, Should I Say No’. As JAMBites, some receive approaches to join one exclusive social fraternity or another. Others join a confraternity, often the only sign of their new status their bruised faces the day after the brutal initiation, or a newfound swagger or bravado in their steps. For yet others, solace and belonging are found in one of the many Christian fellowships, some stringent in their rules, their members dressed as simply as possible, the women forbidden to wear make-up or jewellery. Other groups modelled on the American evangelical churches are more liberal; even their music and prayers are delivered with American accents.

As we walk to the classrooms for study one evening, the sounds of drumming and singing float through the campus. Male voices rise and soar upwards, sonorous in depth and rhythm, throwing out chants. They are echoed by the fluting voices of women, in chorused response. We soon come upon the group of dancing young men and women, dressed in jeans, strips of cloth tied round their heads and arms. Handing out flyers as they dance, they are Theatre Arts students, advertising their latest production. It is a play written by a lecturer, the young and fiery Esiaba Irobi.

On the day that it opens, I go with a group of friends to the Arts Theatre, a short walk from Freedom Square. Hangmen Also Die is set in the Niger Delta and illustrates the terrible effects of Nigeria’s exploitation of oil on the environment and the people of the region. At its heart are the recent attempts by inhabitants of the area to drive out the government and the oil companies through a campaign of attacks on oilfields and equipment. Captivated, I watch as the first scene opens. The darkened stage lights up dimly to reveal a masked and hooded hangman full centre stage declaring: ‘I no go hang those boys. I no fit hang those boys.’ As the play unfolds, we learn he has been asked to carry out the sentence of death by hanging, handed to a group of young militants from the Niger Delta caught blowing up the oil installations that have wreaked havoc on their homes.

In a chilling scene, the boys march out on stage, the lights dimmed, to the sound of a single female voice, singing softly, dirge-like, a song we all learned in primary school. Back then, we sang it with gusto, marching to the Independence Day celebrations at the Government Field every 1st of October. We have never heard it sung so sorrowfully, so full of pathos, and it is as if in the tune, the many tragedies of our young country are mourned:


‘Nigeria, is a great country

Africa is a large continent

We are marching on, to take our place

Among all the nations of the world …’



When the play ends, the theatre erupts in applause, and the actors take their bows, joined by the playwright, Esiaba, his head gleaming under the lights, shaved in solidarity with the stars of the play, the shaven-headed young men playing the Niger Delta militants.










Protest

Towards the end of the first year, as we prepare for our final examinations, food prices shoot up, propelled, everyone says, by the government’s Structural Adjustment Programme (SAP) endorsed by the World Bank. In between lectures, we angrily discuss the rising cost of food, soap, toothpaste, transport. Rumours spread about the wealth that our military leaders are secreting in bank accounts in Switzerland, the mansions they are buying in London, New York and Paris. In the small canteens where we go for our meals, more and more students ask for smaller portions of food. The common phrase is ‘Madam, give me fifty-naira rice “without”’. ‘Without’ is a euphemism – the student cannot afford the small pieces of meat and fish that ordinarily enliven our stodgy starch meals of garri and rice. Pocket money from our parents, who are mostly on fixed salaries, dwindles, as the cost of living soars.

One night, a rumour spreads: our militant student union leaders have returned from a national meeting with leaders from other universities. They have resolved to embark on a series of demonstrations to protest the economic policies of SAP.

The next morning, we wake to the loud noise of banging on plastic buckets and on the metal railings that run around the walls of our halls of residence. The demonstration is on. Pulling on our oldest clothes, we dash into the corridors, joining the shouting, chanting mass of angry students, heading for the centre of the campus, where the female student halls of residence and the administrative buildings are.

Homemade cardboard placards, bearing slogans like SAP is SAPPING US and IBB MUST GO, are waved high. There is a sense of carnival mingled with outrage, especially for us since this is our first demonstration. At the female hostels, we run through the corridors, banging on doors, co-opting residents to join us. Some female students come out to join; others barricade themselves behind closed doors. A group of shouting students head for the lecture theatres to drive out any students there, forcing them to join. Any lecturers, university staff or taxi drivers foolhardy enough to venture out in their cars are made to attach green leaves to the grilles and bonnets as a sign of solidarity. We head to Freedom Square and, once there, cheer loudly as student leader after student leader, lifted high on the shoulders of other students, denounces the government and the harsh economic reforms impoverishing so many. Word comes that the Vice Chancellor wishes to address us, and we stream towards his office, a short distance away.

Standing on the lawn outside the Vice Chancellor’s office, a peculiarly shaped building, its design characteristic of the sixties, we watch as he emerges on to the balcony. A few students try to heckle but are quickly hushed – he has a fairly good relationship with the student population. He implores us to return to classes, acknowledging our anger but pointing out that everyone is suffering, not just students. His calm advice is met by shouts of No, No, No, and a small group burst into a chant declaring their refusal to acquiesce to the current situation: ‘We no go gree o! We no go gree! Too much suffering, we no go gree.’ We won’t agree. Realising he is getting nowhere, he retreats behind the closed doors of his office. We return to Freedom Square, continuing our chanting and sloganeering, and we are still there when the news comes to us a few hours later: the university has been shut down on the orders of the military government. We are given twenty-four hours to leave the campus, so we retreat to our hostels to pack up and head home, unsure of what will happen next.

It is another three months before the university reopens and we return to sit our final examinations. They pass in a blur, and then we anxiously wait for the results, although it is virtually unheard of for anyone to fail this, the pre-clinical year.

One afternoon, I go with friends to see our Use of English tutor to check our results. Strictly speaking, we are supposed to wait till the results go up on the noticeboards, but some lecturers yield to our incessant badgering and let us in one by one to show us our results. We join the small group waiting in the corridor outside her office as she calls us in individually. When it is my turn, inside her sparsely decorated office, books and papers piled haphazardly all over the room, I give her my name.

‘Anya, Anya, are you the son of Professor Anya?’ she asks, flicking back the permed hair threatening to obstruct her vision. When I say that I am, her face crumples in worry: ‘You mean you have been in my class all this year and you never said? This is how you people can get someone into trouble! What if your father had asked me how you were doing on the course?’

I nearly laugh out loud at the thought of my preternaturally laid-back father taking such a degree of interest in my studies, but I maintain a neutral look. With a sigh, she runs her finger down the page of results, exhaling audibly when she sees an AB, one of the highest marks in the class beside my name.

Exam results secured, we move to the Enugu Campus for our second year of pre-clinical studies: anatomy, physiology and biochemistry, in preparation for the dreaded dividing exam, 2nd MB, which will separate those truly destined to become doctors from the rest. We also take a second general studies course, this time in humanities.

At some point between the time that we finish our examinations and our starting pre-clinical studies, Mma Abiriba, my maternal grandmother comes to visit. Every few months, she comes to stay with us ahead of her regular appointments with Professor Chuke, her neurologist, at the teaching hospital in Enugu. It is the same hospital where I, 2nd MB permitting will be starting my clinical studies soon. Mma however has been an outpatient there for over a decade, ever since the now venerated Professor Chuke finally identified the mysterious constellation of symptoms that had plagued her since I was about six years old, as a mini-stroke. Under his care, she has flourished and a pattern is established where her visits to stay with us are woven in around her clinic appointments.

We are close, my grandmother and I, perhaps because my Abiriba name is Oji, in honour of her husband, my maternal grandfather, Oji Boko. This is why my meetings with my grandmother as far back as I can remember begin with her embracing me warmly first from the front, and then from the back. As we execute this ritual, she chants my grandfather’s praise names, the way she would chant them to him when he was particularly well dressed, or had achieved something significant:


‘Ome o ga nde m!

Oke osisi ka umu wa ewhuru!

Oguzo o kaa ngwo!

A ma gh e mee ngori a cho

Nwa okoro e ji je e rue ru

Ngori si o ngo ha ri iwo aka ya a kwuo ri iwo …

A maghi ta o kari mma e ntoroza’



As a child I found it all embarrassing, to be called ‘my husband’ by my grandmother or indeed by anyone, to have to stand sheepishly while she recited the seemingly unending litany of praise names. Now, with the self consciousness of childhood and early teenage years receding, I enjoy the ritual, revel in it even, strutting model-like to the rhythm of her chant.

Another new feature of our relationship in these my late teenage years is her penchant for calling me aside conspiratorially to impart a piece of advice or to ask a question about something in the contemporary world that puzzles her.

She has always dispensed advice, most memorably on the occasion, when, aged about eight, I had under her watchful gaze hurriedly gulped down my lunch of garri and egusi soup. At several points, she had to stop me and ask me to slow down. Finally, I swallowed the last ball of garri and then savoured the small piece of beef I had saved, like any well-brought up child, to the last. Meat gone, I made to spring up from my chair.

Mma was having none of it.

Wearing an uncharacteristically stern look, she shuffled over to my side, bringing with her a whiff of the clean, fresh smell of laundered cotton that always seemed to enshroud her. Then she nudged the green glass water jug towards me.

‘Nuru mini.’

I poured a glass in silent acquiescence, and quickly took a large gulp. Then, half-full glass still in one hand, I lifted my empty plate with the other, ready to dash to the kitchen and wash the crockery I had used. Mma had other ideas.

‘Nu sa gbuo ya.’ Drink it all.

As I obey, she explains that we must always drink a lot of water at the end of every meal, especially heavy food like garri, to aid digestion.

‘A nyi zo tu kwa.’

I promise never to forget, never to neglect this act.

By the time I become an undergraduate, a JAMBite, the charge to drink water has been joined through the years by other lessons for life from Mma. There is the one about being careful about the friendships I cultivate: enyi ojoo da a kpa uka; and another about remaining humble regardless of whatever status my parents or I attain: E buli tukwa onwo gh elu, ma nna gh o bu oke mmadu ma o bu gh.

On that afternoon, in the time between the end of the preclinical year in Nsukka and starting in Enugu, Mma shuffles, humming one of her many favourite Igbo Christian hymns, into the living room of our house in Nsukka.

I leap off the carpeted floor where I am sprawled with my chemistry texts and notebooks scattered round me, to settle Mma into her favourite armchair in a corner of the room. I turn down the volume on the amplifier and stop the Bob Marley record, Exodus, which is spinning on the record player. Slipping it back into its gold-coloured sleeve, I ask Mma if she would like me to play one of her favourite records. The first is the recording by the university chapel choir of the popular classical Igbo Christian hymns composed by Ikoli Harcourt Whyte, a resident of the Uzuakoli Leprosy Colony in the 1930s. The others are records by contemporary singer Onyeka Onwenu with modern interpretations of classic Igbo folksongs and Christian hymns. Often, when I play Onyeka, Mma is persuaded to hoist herself from the armchair and begun to dance with a stately swaying of her arms and hips.

This afternoon, Mma waves the albums away, her face serious. Her voice dropping to a whisper, she asks how my studies are going. She reminds me of the pact we made when she first learned I had been admitted to medical school, that I was going to be a doctor. That day, standing on the verandah of my grandfather’s bungalow in Abiriba, we both leaned against the pillared panel of stonework that separated the front corridor from the bustle of the town’s main street. She whispered ‘On the day that they give you the big gown of a doctor, I will put on my best wrapper and take a photograph with you, do you hear?’

I smile, nod then say, ‘Mma, o ka di enya, afa esaa.’ Mma, It is still a long time away.

She chuckles, face creasing, her wrinkles deepening, her expression warm as she reassures me that it is one step at a time. ’Oo nwa nke nta nwa nke nta.’

This time in Nsukka, she asks, ‘Is it true that you have exams soon?’

I confirm that I have.

She is praying for me, she says, and she knows I will do well. Do I not remember her family name? Chinegwundoh! God has indeed always made shelter for them.

I nod meekly as she continues. Is it true that when I pass I will start studying at the same hospital where she goes for treatment, where her revered Professor Chuke restored her to health?

Not quite, I protest, explaining that I am just at the end of my first year and have to pass the first year exams first. If I do, then I can go to Enugu where I have to study for another eighteen months before another big exam. It is only when I pass that big exam I explain, that I will be able to start going to the teaching hospital. And then there are five more years of study and many more exams before I finally become a doctor. Laying it out for her like that is sobering and she senses it, so responds with her often repeated slogan, ‘Okwa m da ezi unu, ife du m bu nkenta nke nta.’

Indeed she always does tell us that everything worthwhile is achieved little by little, in small incremental steps. Then she continues in Abiriba, ‘Okwa unu ndee osu bekee da si “smallu by smallu”.’

Mischief glints, lighting up her rheumy eyes, as she repeats the last part again in her imitation of a refined English accent: ‘Small by small’.

I roar with laughter, getting a glimpse of the woman who taught my mother and her sister quasi-Victorian rules of etiquette such as responding promptly and primly to someone who says ‘excuse me’ with ‘quite excused’.

So it is with humour that the phrase “small by small” is added to the treasury of nuggets I inherit from Mma, and provides welcome succour at many points along the bumpy road.










Enugu

Arriving in Enugu in 1989, we formally become the 1994 Class, based on our presumed year of graduation.

In Enugu, everyone has an opinion about 2nd MB, the major exam that we face in eighteen months. The advice comes thick and fast:

‘Never miss a single lecture. Once you attend all the lectures, if you listen and take careful notes, you are fine, you will pass.’

‘Select only the most important lectures, you don’t need to waste your time attending all of them. Just prepare your personal reading schedule, mapped out over eighteen months, that’s what I did.’

‘My sister who passed last year said you can skip all the lectures, as long as you get notes later from your classmates, but you must not miss any of the dissections and practicals.’

Day, after day, in small groups, we discuss this cacophony of confusing advice, seeking definitive answers. Adding to our confusion are the challenges of settling into a new campus, learning our way around it and starting lectures in completely new subjects – anatomy, physiology and biochemistry. This is unlike the first year, where the physics, chemistry and biology courses built on familiar themes from secondary school science, only in greater detail. Each evening, lying on my bed in my new room, under the weak yellow light of the naked bulb, I flick through my textbooks, trying to make sense of all the new information. Physiology does not look too bad as many of the processes – digestion, respiration, reproduction – are familiar from biology, even if the text goes into far more detail than before. Biochemistry, all complex formulas, and diagrams of complicated organic structures, goes much further than any of our previous organic chemistry classes, while the anatomy atlas with its detailed pictures of the human body, its muscles, veins, arteries and nerves, appears impenetrable. The prospect of learning all this in just eighteen months seems bleak.

Underscoring the importance of the challenge ahead, we are shown students from previous years, reduced to nervous wrecks by the 2nd MB exams.

‘Look,’ someone murmurs discreetly as we walk around the campus. ‘See that boy on the other side of the road? He had the highest score in JAMB in his year, he was first on the list of those admitted for medicine. He even had straight As in his School Certificate, but he has now attempted 2nd MB twice. He has panic attacks each time he goes into the examination hall. Next year when you do the exams with him, it will be his final chance.’

We look at the handsome, well-groomed young man, shuffling along, head bent towards the ground and wonder if this is to be our fate too.










Anatomy

The lecturer, in her forties, wearing a boldly coloured dress accentuating her imposing frame, strides purposefully to the podium. Her lips, outlined in bright glossy red, part in a smile as she welcomes us. The only female consultant surgeon at the teaching hospital, she has taken on some of the anatomy teaching because of a shortage of anatomists.

Earlier, streaming up from our halls of residence, distinct from other students in our white coats, we emerge on to the rough dusty path leading to the Anatomy Department. The path is flanked by waist-high grass, stalks waving in the morning breeze. While most students head south to the central area of the campus, where most university buildings are clustered, we walk north to Anatomy. A small cluster of low-slung buildings, nestled in a cleft in the landscape in an isolated area of the campus. It is sited there, we think, because people do not want to work or live close to its tank full of cadavers.

In the first week of our second year, we meet the cadavers for the first time. Chattering nervously, we share lame jokes reflecting our excitement, anticipation and fear. Anatomy is the class we have looked forward to most. It is real medicine, unlike physiology and biochemistry, mere extensions of secondary school subjects. We wonder if we will be able to cope with our first sight of the cadavers. What will they look like? What will they smell like? What will they feel like?

To prepare, we read the first few pages in Cunningham’s Manual of Practical Anatomy, which comes in three volumes. Published in the United Kingdom, its price is set in British pounds, which makes it very expensive because of the weakening naira. Not everyone can afford it and some of us clutch tattered, well-used copies borrowed or bought cheaply from students in the class above. The downside is that these are often earlier editions.

The opening chapter is filled with new words that come more easily to our tongues as our studies progress. We try them out, these words that map the location of different parts of the body, and their relation to each other. Some we already know but encounter in a new context. Others are completely foreign.

We learn that in anatomy, proximal and distal indicate the distance from the main body, or as we are learning to call it, the thorax and abdomen. Medial refers to structures closer to the median plane, the middle of the body, and lateral to structures further away from the median. Then there is cranial (towards the head); caudal (towards the base of the spine); dorsal (towards the back) and ventral (towards the front) of the body. As we learn each set of twinned words, we acquire a new way of describing how the different parts of the body, the muscles, bones, veins, arteries and nerves are arrayed in space and relate to each other. In time, dissecting our cadavers, seeing two veins lying side by side, we will without thinking, recognise one as a medial vein, the other, lateral.

Cunningham’s also gives us new words for movements of parts of the body. We learn that turning our palms outwards, facing forward, is a supination of our wrists; turning them inwards, showing the backs of our hands, is pronation. Lifting our arms away from our trunks, like nursery school children imitating an aeroplane’s wings, is abduction. The opposite movement, returning our arms to our sides, is adduction. Spreading our legs, standing feet apart, we are abducting our lower limbs; putting them back together, our knees touching on the insides, is adduction. In the days preceding our first anatomy class, and for days afterwards, we keep pronating and supinating, abducting and adducting. Going from our hostel rooms to the canteen, to the library, to the shops, we whisper pronate … supinate … abduct … adduct… flex… extend to ourselves, making the relevant movements with our arms and legs. We work the words into everyday conversation, trying out their texture, engraving them on our minds.

Arriving at Anatomy on the day of our first lecture, we squeeze into the single classroom of the department, lined on both sides by louvred windows that let in a stream of light. Rows of bench stools ranged around solid laboratory benches face a podium where our female surgeon lecturer stands, leaning on a lectern. It is a large room, but with nearly three hundred of us, it is clear it was built in days when classes were much smaller. Setting our Cunningham’s Manuals and black-boxed dissecting sets on the benches, we extract our notebooks and pens, ready for our first anatomy lecture.

The lecturer clears her throat and our chatter subsides; our eyes focused on her.

She is entertaining and brusque, to the point.

‘How many of you want to be surgeons?’

Half the class raise their hands.

Her lips curl in a wry smile. ‘If you are serious and really want to be surgeons, you will need to take your anatomy very seriously. Very seriously. As a surgeon, you really, really need to understand the structures of the body.’

She starts to talk about the different tissues that make up the body, explaining that histology, understanding how the body is formed at cellular level, will be just as important as gross anatomy, the dissection of the large body parts that we are looking forward to.

‘At the end of the course, you should be able to identify different kinds of normal tissue under the microscope, so that by the time you get to pathology, you will be able to see the changes that disease causes to the tissues.’

Someone asks a question about the changes that high levels of cholesterol make to the blood vessels, and after she has answered, she sneers, ‘Nigerians will tell you that they are cutting down on eating eggs because they are worried about cholesterol, because they have read it in one American magazine. Look, let me tell you! In England and America, where people talk about those things and go on those sorts of diets, they eat a lot of eggs.’ Her kohl-lined eyes widen in emphasis. ‘When you go to a restaurant there, ten or twelve whole eggs can go into a soufflé that one person will eat. And some people can eat meals like that two or three times a week. So, to hear a Nigerian who eats maybe one hardboiled egg every other day say that he is cutting down because he is worried about his cholesterol is ridiculous. Ridiculous!’

The class roars with laughter, impressed by her wit and the fact that she has lived abroad and dined in places where exotic-sounding things like soufflés are served.

Later, as she introduces the muscles and blood vessels we will encounter in the first dissection session, she laments that we will find anatomy more difficult because we haven’t studied Latin at school.

‘Many of the names of these muscles, arteries and veins that you people are struggling to memorise are simply Latin descriptions of their locations or functions. Latissimus dorsi is the great muscle of the back; biceps the two-headed muscle at the front of the upper arm. These things are very easy to remember if you know Latin.’

Then she offers us an opportunity to show off our newly acquired words, as she performs various movements, asking us to call out what they are. ‘Pronation’, we roar, as she turns her palms inwards; ‘Abduction’, we shout as she lifts her arms upwards, away from her body. I am transported fleetingly back to nursery school, and the teacher pointing to her nose and asking: ‘Class, what is this?’ and our class of four-year-olds yelling back, ‘Nose!’, exuberant at our new knowledge. Years later, here, in Anatomy, we laugh again, easily, showing off our new words; exhilarated by the sense of joining a secret cult with a secret language, secret rituals.

Lecture over, we put on white coats and proceed to the cadaver room, a short distance away. It is stark, harshly lit overhead with fluorescent lighting, with metal trolleys in rows around the room, dark cadavers lying silent on them. A stinging chemical smell pervades the room making our eyes water, and an underlying sweet smell of decay can just be discerned. A few people cover their faces with their coats.

Another lecturer, a short, soft-spoken bespectacled man, welcomes us. Wearing a white coat so absent of wrinkles it betrays careful ironing, he asks us to assemble in groups of ten around each cadaver.

I am with a group of friends; we sat together in the lecture, walked down to dissection together. Taking our places around the trolley closest to us, we find it carries the only female cadaver. For days now, we have placed bets on which female classmates will be the first to faint, or to flee the cadaver room, retching. We have not considered the possibility of male students fainting, but today, many of us, male and female look distinctly queasy. However, no one leaves.

We stand awkwardly around the trolley, as the lecturer gives instructions, preceded by a warning to treat the cadavers with respect. Once he is done, alone with the cadaver, we try to bury our discomfort in awkward humour.

Ifeoma suggests we should name our cadaver, since, she says, ‘We are going to be working together for the next eighteen months.’

‘Let’s call her Queeneth,’ someone else suggests.

Queeneth she becomes, for the next eighteen months.

There is a deep unhealed wound, grey and dark with clotted blood, on her forehead and we wonder if it is the cause of death. We speculate about who she is, where she is from and how she has ended up here, unburied. Our knowledge of how important the burial of intact bodies is in our culture, and of how families and communities go to great lengths and expense to repatriate the bodies of relatives who die abroad for burial at home, makes her presence here more puzzling.

When a taciturn, gruff-voiced attendant ambles towards us, we ask him in Igbo, ‘Oga, kedu ebe nwanyi a si? Sir, where did this woman come from?’

He responds in fractured English.

‘I think, they pick her body near railway line. Maybe she fall from train. Or maybe she jump, to kill herself. As nobody come to claim her body from mortuary, after some time, they bring her here.’

His words cast a chill, and we are temporarily silent.

I imagine a family in a small village somewhere, endlessly waiting for news of a mother, embarked on a train journey years ago. Perhaps they think she has run away, perhaps they guess she has met an untimely end somewhere, but do not know. Echoes of our many family members and friends not dead but ‘lost’ in the Biafran War come back to me. And I am struck by the thought that at the end of our eighteen months with Queeneth, we will have made sure, by destroying the little left of her, that they will never know.

The lecturer asks us to gather round for a demonstration. Selecting a scalpel from an open dissecting box, he slices through the top layer of grey-black skin, cutting deftly through bright yellow subcutaneous fat emerging in globules, to the muscle. We are to begin our dissection with the armpit, which in anatomy, is called the axilla.

As he cuts into the skin, I am surprised by how much effort he exerts. It seems the skin is tough and leathery, the process not like I had imagined, a knife slicing into butter. The first thing we see is an unexpected brightly yellow layer, the subcutaneous fat, bright like Bird’s Eye custard. Then the first muscles emerge, fibres disconcertingly like prime pieces of boiled meat, grey-brown in colour. The lecturer carefully teases out the nerve bundles, slender creamy brown fibres and the blood vessels, a darker brown and more substantial. We are surprised to see how closely their alignment matches the diagrams in our manuals. Finally, the lecturer leaves us to get on with our dissection, and we return to Queeneth.

Some of us are keen to start, quickly huddling over the cadaver, carefully following instructions in the manual. Others stand around in twos and threes chatting, discussing football, politics or parties, only bending towards the cadaver when the lecturer hovers into view, or when a particular vein or muscle is identified. When this happens, the more diligent alert the others, voices filled with pride. ‘Come and see, we have found the axillary artery.’

I oscillate between the two groups, frustrated by the difficulty in seeing anything, jostling for position with all the others huddled around the cadaver. However, I’m keen not to miss a thing, with the cacophony of advice for 2nd MB ringing in my ears.

An hour or two later, the attendants announce our time is up. They ask us to leave the fibres and tissues we have cut out, strewn across the trolleys and on the floor. They will clean the room and return the cadavers to the tanks of formaldehyde where they are stored, until our next session.

It’s lunchtime and we emerge into the afternoon heat, the sun blazing overhead. Although our hands are sticky, there is no running water in the dissection room and the attendants insist they cannot share the little stored in plastic containers with us. We walk to one of many small restaurants just outside the university gates. Opened after the campus refectories closed, after university budgets were cut in one of many rounds of austerity we have witnessed, many are run by former staff of the refectories. At the restaurant, we ostentatiously demand water and soap to wash our hands, announcing that we have just finished dissection. We scrub our hands vigorously and obviously, washing and rinsing, again and again, before attacking the cheap but tasty food: jollof rice, garri and a variety of soups – egusi, okro, ora.

Later, the novelty of dissection wears off and we will sometimes need to make extra effort even to remember to wash our hands after dissection, before lunch.

Months into the course, I find myself alone in the cadaver room one afternoon, with one of the attendants, a short well-muscled man, bushy-haired and full-moustached. Those muscles must be put to good use, I muse, manoeuvring the surprisingly heavy cadavers in and out of the formaldehyde tanks where they are stored between dissection sessions. He does not usually say much, but I have often caught his disapproving gaze when instead of concentrating on dissection, we fool around.

Myths surround the attendants, given the job they do, their long days spent every day with dead bodies. Some say they need strong spells and potions to cope. The anatomy laboratory, set as it is, in a secluded part of the university campus, is renowned for frequent ghost sightings and unexplained movements and noises.

On this afternoon, perhaps because it is so hot and the air so still or because it is just the two of us in the vast white space, he exudes a bit more warmth than usual. I seize the advantage to ask some of the questions we have had since starting anatomy. Where do the cadavers come from? What is it like working with them, every day, doing the job that he does? How long has he been doing this job?

I do not really expect him to answer but he does, becoming uncharacteristically voluble.

‘Many of them are criminals, maybe they execute them after court sentence them to death, or police kill them in shoot-out.’

Often, he explains, because of the shame attached to having a criminal relative, their families shun them even in death, and they end up unclaimed in the hospital mortuary, and then come to Anatomy. Others, like our Queeneth, are more of a mystery, perhaps victims of accidents, far from home, dying at the scene or in hospital and also lying unclaimed in the mortuary until someone decides they are running out of space and turfs them out.

‘What is it like, working with them?’ I persist.

He scratches his throat, then says, ‘Is a normal job, you get used to it.’ Then adds: ‘You need to be strong o! These bodies are heavy.’

‘Is it true what everyone says, that the lab is haunted by the spirits of the many that have ended up here?’

‘Oh no,’ he says, ‘people like to talk nonsense, but there is nothing like that.’ Then he pauses and adds, almost as an aside, ‘We had a very troublesome group one time.’

His tone is gruff, matter of fact, almost like a schoolteacher saying, ‘I had a really difficult class once.’

‘Very notorious gang of armed robbers, they terrorise the whole of Enugu and Onitsha, and they give police real tough time before they catch them. People say they have very powerful medicine that make their body bulletproof, that is why police cannot catch them for long time. I think it is that medicine that cause the things that happen when they are coming here. Every night, that year, we will be hearing swimming noise inside the tank. The noise continue inside this lab, every day, every night, until they finish dissecting that bodies and then peace come back.’

It is the longest speech I have heard him make, but after that, for the rest of our year in anatomy, he remains his brusque, taciturn self.










Pre-clinicals – Enugu Campus Life

A typical day begins with going down to the water tanks at the foot of each hall of residence, queuing to fill our buckets and jerry cans with water, then hauling them to our rooms. Grabbing towels and soap, we head for the communal bathrooms where we take great care to avoid contact with the walls, the tiles sometimes covered in green slime. Bathed, we head back to our rooms, towels wrapped round our waists, if we have large enough towels. Those who don’t, go to the bathrooms in shorts, their tiny scraps of towel thrown over one shoulder.

Fetching water is often a source of morning discord. If the water tankers that fill up the tanks have not been in a while, the water slows to a trickle, queues lengthen and tempers fray. The gathering at the water tank is often a microcosm of humanity. There are the quiet ones who just drop their containers at the end of the queue and wait patiently for their turn; the brash types who on arrival immediately begin to seek opportunities to jump the queue, either by brute force or through golden-tongued charm; and the self-appointed judges and policemen, there to enforce discipline and order, and stop the chancers taking advantage.

On days when the taps do not run at all, it is worse. We walk further and further away in search of water to wash with. Rumours of which tanks at which hostel are full, which taps in which far-flung area of the campus are running, swirl around and the information is carefully hoarded, whispered into friends’ ears. Often those with the precious information take decoy routes to the water source, to throw off people speculatively following them. Several times, there are false alarms and there is no water or, by the time we get there, word has already spread, and a long queue has formed. Sometimes, friends who have managed to secure a full bucket of water are generous and share with less fortunate friends, but on other days, there is simply no water to be had anywhere on campus. On days like this, there are curses for the Director of Works, the Deputy Vice Chancellor, the military government, for anyone in authority – the people whose negligence mean that we cannot focus on our studies but spend precious time searching for water.

Occasionally, when the water shortage has lasted a few days, our anger erupts into a student demonstration. Someone begins the cry of ‘Soli… soli… soli, solidarity forever…’. If the timing is right, hundreds of angry answering voices join in the signature protest song that begins all our demonstrations and protests. Banging on plastic buckets and jerry cans, we stream down the stairs, heading towards the Deputy Vice Chancellor’s office, singing.

‘Solidarity forever, solidarity foreeeeeever

Solidarity forever

We shall always fight for our rights.’

On normal days when there is water, after washing, we dress and head for lectures. Only the better off students tend to have breakfast, most choose to adopt the 0-1-0 or 0-1-1 or 0-0-1 pattern of meals, where each 0 stands for a skipped meal. Only a privileged few can afford a 1-1-1 pattern.

In the evenings, after siestas punctuated by the blaring of loud music from radios all tuned to the new Enugu FM radio station, a few hardy souls choose to study in our rooms. It is a challenging experience. With four, sometimes five people crammed into rooms originally designed for two and the constant hubbub engulfing the hostels, our rooms are not ideal for study.

Finding an alternative study place is tough, especially towards exam time. At this time, every classroom, every seminar room and every lecture theatre, night after night is crammed full with students bent in fervent concentration over their books. This is the time of year when you can easily spend an hour or more wandering the campus, in fruitless search of a place to sit and study. Once in a while, we are forced to leave the campus entirely and tread, torchlights in hand, through the bush paths cutting through the thick, overgrown fields separating our campus from the Enugu State University of Technology. Sometimes study space can be found there in a crowded fluorescent-bright classroom.

Supper is at a conglomeration of small shacks with wooden benches on the edge of the university campus. Families of the university staff living in the nearby Junior Staff Quarters run this area, which we call Nkpor, after the busy commercial junction near Onitsha. These drivers, cleaners and junior clerical staff supplement their income by running stalls at the nightly food market at Nkpor. The area is dimly lit, the air alive with the mingled smells of the kerosene powering the lamps and stoves and the fried yams, fried sweet potatoes, beans, stewed meat and moimoi sold at each stall. Most people order a combination of sweet potatoes and beans, seen as the most filling, staving hunger pangs off the longest. Our tight budgets set us a never-ending task of finding ways to fill our stomachs as full as we can, at the cheapest possible price. For some reason, perhaps because it is poorly lit, rather rough and ready, very few female students patronise Nkpor. Most prefer to cook for themselves on small stoves set in the corridors of their hostels, ignoring the potential fire hazards. Cooking in hostels is, strictly speaking, against the rules, but the university staff, understanding how difficult things are for students, turn a blind eye. Other female students unwilling or unable to cook depend on the more conventional small restaurants just outside the university gates.

In Nsukka, male students freely enter and leave female halls of residence until the doors shut just before midnight. In Enugu, male students can only enter the single female hall of residence if accompanied by a female student. No similar restrictions are imposed on female students visiting male hostels, but few do, perhaps put off by the vigorous catcalling that the rowdier male students initiate whenever they spot a female visitor.

Lady Ibiam Hall is the only female hostel on Enugu Campus, named after the prominent social activist of early post-colonial Nigeria. Everyone calls it Baby-lon, or Babs, apparently because it is full of ‘babes’. The open unpaved space just outside its doors seethes at night with desperate beaus begging girls going into the hostel to call down their love interests.

‘Please can you call me Ifeoma in Room 301? Tell her Emeka is outside, waiting.’

‘Please can you call Patricia in Room 217?’

The shouted pleas ring out from the crowd of men, and it is often unclear whether the errand has been accepted or not. Sometimes, it takes several attempts before the message is carried in. The female porters just out of sight of this crowd sit in their cubicles in the entry hall of the hostel and ignore them, only roused to action when a particularly daring gentleman tries to sneak in. Apart from the male students in the crowd, many expensive-looking cars are also parked in front of the hostel. These bring wealthier suitors from outside the university coming to pay court, or wealthier sugar daddies looking for momentary diversions. The male students call these outside suitors ndi ogo, our in-laws.

The front of Baby-lon and its adjoining suya stall, hawking grilled meat to men seeking to indulge their lovers, also serves as impromptu theatre. The inevitable lovers’ tiffs and rebuffed advances sometimes provide light entertainment to strolling couples and wooing men.

One night, standing in front of the hostel, we hear raised voices from one of the cars parked nearby. It is not unusual for couples to linger in their cars, for a final few private moments at the end of visits.

‘After all, I slept with you, I slept with you!’ a male voice rings out loudly, the young man obviously intending to draw the attention of the crowd to shame and humiliate the female student occupant of his car. Perhaps he expects her to beg him to lower his voice, expects she will not want to wash their dirty linen in public. If so, he has misjudged his partner. She raises her voice an octave above his and screams: ‘So what if you fucked me, so what, ehn?’

As curious bystanders draw nearer to the car parked in the shadows, it falls to the man to plead that she lower her voice.

She is having none of it.

‘So, you think fucking me makes you some kind of superstar? Ehn?’

With a parting salvo of ‘Small-pricked idiot!’ she emerges from the car and marches, head held high, into the hall of residence, to rousing applause from the watching crowd.










Days of Reckoning

The dates for the 2nd MB exams draw near and panic sets in. It does not appear humanly possible to cover and retain all the knowledge in the vast syllabus. Our thoughts turn to strategies for passing the exams and just as when we arrived in Enugu, eighteen months before, various ideas are proffered:

‘See ehn, in anatomy, just concentrate on making very good marks on the histology slides, and then also on embryology, enough to get a very good mark in the MCQ, then you don’t worry too much about covering the whole gross anatomy – histology and embryology will carry you over.’

‘My guy, for physio, just concentrate seriously on digestion, respiration, circulation and reproduction, and skim the rest, man.’

‘Don’t read textbooks again, no more time for that, just keep solving past question papers, especially MCQs, they often recycle old questions.’

‘My room-mate in final year said they use negative marking in the MCQ, so leave the ones you are unsure of blank.’

‘Ah no, that’s not true, I heard you should attempt all the MCQs, that you shouldn’t leave any blank, you should just guess if you don’t know, that they don’t use negative marking.’

‘I know they use closed marking in the essay section, so always make sure you write one or two sentences, even if you know nothing about the topic, don’t leave it blank, write at least one sentence, so you earn the minimum mark.’

Though we are forbidden access to previous question papers, perhaps because the questions are indeed recycled, somehow, a few, usually five to ten years old, emerge and circulate. Traded in arcane rituals of exchanged favours, they are photocopied and re-photocopied, until grey, faint and barely legible.

Access to previous years’ question papers is far less of a concern than the rumours that a few wealthy students are plotting to buy question papers for the current exam beforehand. The College of Medicine, knowing how high the stakes are for this make-or-break exam, use tight security processes to prevent leakages. The final questions are allegedly set just a day before the exam and printed under the watchful eyes of the department heads, directly supervising their clerical staff. They are kept in the custody of the heads until the examination day.

A few years before, Enugu was stunned when a group of students from powerful, wealthy families passed. Their cruising around town in flashy cars and their hectic social lives seemed to leave little room for sufficient preparations for the gruelling 2nd MB, but when results were published, they had all passed. Now, each morning, state-of-the-art stethoscopes in hand, they jump into their cars, and drive in ostentatious convoy to the teaching hospital for clinicals.

It is whispered they bribed staff members for access to the question papers before the exams. Scandalously, it is believed a member of the teaching staff was involved. A poorly paid, lowly clerical member of staff accepting bribes would not raise many eyebrows, but the suggestion a lecturer could be involved is shocking. I am uncertain why, given the deterioration in lecturers’ pay and conditions and the prevailing economic climate.

Some wealthy parents approach lecturers offering to pay for additional coaching for their wards. Word circulates of classmates seen going discreetly to lecturers’ offices or homes for extra lessons. Those of us without such access, mutter suspiciously about unfair advantages gained from these arrangements.

Our cadavers are now reduced almost completely to skeletons, their work done. Amid the fever of preparation, I pause to wonder what happens to their remains when we leave. I know the bones are soaked in chemicals to strip them of any remaining flesh, and then used to replenish the osteology collection, used to teach successive classes of medical students about the bones of the human skeleton, but I wonder about the other tissues. One day, leaving anatomy revision, we emerge into a cloud of smoke and a strong smell of burning flesh, and my question is answered.

A frequent sight at this time, sometimes scary at night, are classmates clutching their revision textbooks and notebooks in one hand and a human skull, femur or tibia in the other. The bones aid our revision, as we struggle to remember the origin and insertion points of different muscles on the bones. The bones are precious: we only have access to skulls and bones in osteology sessions once a week, and there, several people must share. In the run-up to the exams, these ‘privately owned’ bones of unknown origin circulate among our class. Those who have them, guard them jealously, only lending them to close friends. It seems they are passed on, from 2nd MB class to 2nd MB class each year, in a peculiar legacy.

In the weeks before the exam, some Christian fellowships organise revision sessions for members, often led by students from upper classes sharing tips and strategies they found useful in their time. Some are open to all who wish to attend, others are exclusive, for members of the fellowships only. Some lecturers generously offer informal revision sessions, where they try to summarise eighteen months work in a couple of hours, while highlighting key points and helpful examination techniques.

I am comfortable with the progress of my revision in physiology and biochemistry, but anatomy is troubling. Working my way again through the first two volumes of Cunningham’s, the anatomy manual, is taking much longer than I had planned. Even though I spend all my waking hours, virtually all day and most of each night studying, I am running out of time. Rather than skim through all three and retain little, I take the drastic decision to thoroughly revise the first two volumes covering the limbs, thorax and abdomen and skip the entire third volume, which covers the complex head and neck region. I hope that a thorough knowledge of the first two volumes will suffice.

Each morning, I carry my books to the Law Library on the upper floor of the main library building. The rest of the university is on holiday, leaving just us medical students, whose breaks tend to be much shorter, on campus. The virtually empty compound is conducive to study, the halls and corridors unusually silent as the few medical students rattle around its vast space. I avoid the main library where most classmates read, wary of distractions from friends; and because watching some classmates take copious notes from a vast array of textbooks, some of which I have never seen, can be demoralising.

Using the Law Library has an added advantage: when I tire of memorising the origin and insertion of muscle groups, of tracing and retracing the courses of different arteries or veins, or reviewing the chemical formula for DNA, I turn to the law reports for relief. I discover a wealth of stories within them, and reading them, it dawns on me, for the first time, that justice is not always served in a court of law. Some of the case summaries overwhelmingly suggest the guilt or innocence of one party, but when I reach the judgement at the end, an opposite verdict, based on a technicality or point of law, is delivered. The different styles and distinctive voices in which the judges write their judgements is a source of entertainment too.

The Law Library also has a beautifully bound archive of Time magazines, going back to 1960, and I immerse myself in these in short breaks between studying. And so, between law reports, and ageing copies of Time magazine, I fit in my 2nd MB preparations.

The written anatomy paper presents a challenge: a compulsory question demands a short essay on the spinal cord. Having skipped the third volume of Cunningham’s, I am blank. Marshalling everything I have ever learned about the spinal cord even from secondary school biology, I only manage to write a few lines. I hope my performance on other questions makes up for it.

Physiology and biochemistry go well, but the vivas are disconcerting. Waiting outside in hallways for what feels like hours, one by one, we go before a panel of examiners, ranged in a phalanx opposite, like an inquisition. The terror is enhanced by knowing they can ask questions from even the most obscure part of the vast syllabus, flooring even the best prepared.

Thankfully, conventional wisdom is that the viva only matters for candidates on the cusp: either between failure and passing or, at the other end of the spectrum, between a pass and the rarely awarded distinctions. These two groups of candidates face a gruelling grilling, the panel focused on securing evidence for a definitive final grade. My vivas do not seem particularly long or hard, suggesting my fate has already been sealed in the written exams and practicals.

A scary moment occurs in the anatomy viva. It is held in the cadaver room, air thick with formalin fumes, the tables unfamiliarly empty without the cadavers. The examiners sit on the metal stools we use for dissection, the dissection table before them holding various human organs and bones. I confidently answer the external examiner’s questions on the humerus bone he presents me with, and then he gestures to the steel receptacle in front of him. A preserved human brain lies in it.

‘Use that to point out to me the different parts of the brain.’

Again, the revenge of the spurned third volume of Cunningham’s strikes as I struggle to remember which end is anterior and which posterior. As I dither, brain in hand, I wave a pointer vaguely and mumble, ‘This is the… terior…’. As my palms flood with sweat, waiting for the inevitable command to speak up, the bell sounds and he says, ‘That’s okay, you can go.’

I leave convinced I have failed anatomy and walk slowly back to the hostel. There I swap viva stories with friends, as we begin the long wait for results. The custom is that lecturers mark the written papers as we take them, collating those marks, so that by the time the last vivas are held, they are ready to hold their examiners’ meeting to add up all the marks, review and sign off the results. Once the classmates with surnames beginning with the letter U and beyond start strolling back to the hostels, rumours about the venue of the examiners’ meeting begin to emerge. We wander around the campus, in a strange mixture of relief that the exams are over, and anxiety about the results. We hang around any office buildings where we sight a cluster of our lecturers’ cars, and each time a door opens, we start.










Starting Clinicals

Our first lecture when we return following our short break after passing 2nd MB is pathology. Pathology, made up of immunology, morbid anatomy, haematology, medical microbiology and chemical pathology, forms one pillar of our core study for the next year; the other is pharmacology. Interleaved between the lectures and practical sessions in pathology and pharmacology are block postings in medicine and surgery. During these, we will join a medical or surgical team led by a consultant; taking part in outpatient clinics, ward rounds and theatre sessions, learning like apprentices in a garage by observing, being taught by the senior doctors and under their supervision trying simple clinical tasks.

We are dismayed to discover that the pathology lecture theatre which will be our main base in the hospital is tucked away in a far corner of the compound, away from the real clinical action of the clinics, wards and theatres. As we approach it, a familiar smell assaults our noses, explaining its obscure location – it is right by the mortuary. In the hospital, as with the main campus and Anatomy, the dead are kept as far away from the living as possible, and we shuttle between the two worlds.

Given this location, the lecture theatre windows look out on the car park from which funeral cortèges depart. Fridays are particularly busy; most funerals take place at weekends, to allow more friends and family to attend. Each Friday, buses full of mourners pull up, preceded by a cacophony of ambulances, sirens wailing, hired to bear the bodies home. The buses and hospital walls are plastered with obituary posters with photographs of the various deceased, their names and details of the funeral arrangements. Often the mourners, dressed in matching ankara, waiting for the mortuary bills to be paid and the bodies released, break into a dirge. It is not unusual for a lecturer to begin, ‘The primary signs of inflammation in the lung are…’ only to be drowned out by a chorus of Peace, perfect peace, in this dark world of sin … wafting in through the windows. The buses and ambulance-hearses usually bear omu, a single palm frond attached to the grille in front, indicating that this is a mourning party. Occasionally, bereaved relatives in search of the mortuary stumble into our class and have to be redirected.

For that first pathology lecture, the middle-aged male lecturer appears in a pristine white lab coat, its material thick and smooth, cut elegant, his name embroidered in blue over the breast. A hand-tied coloured silk bow tie swirls out from behind the sharp collars of his formal shirt. Spectacles dangle on a glittering gold chain round his neck, and from time to time, he leans forward, tipping them on to the bridge of his nose, peering searchingly at our faces. He speaks in a cut-glass English accent, although obviously Nigerian, and begins by telling us what lies ahead in morbid anatomy.

‘You have learned in your 2nd MB gross anatomy classes what the normal…’ he pauses, long fingers circumscribing quotation marks in the air around normal, ‘undiseased body looks like. Now here, in morbid anatomy you are going to learn what the diseased body looks like, to understand the processes by which disease takes root, and how the body attempts to fight back.’ He strides back and forth as he speaks, hands clasped behind his back, occasionally pausing to ask a question.

At one such point, from the many hands raised, he gestures to a female classmate, the statuesque, striking Philomena, resplendent in her new clinical dress. As she stands and begins to answer his question, his voice drops an octave, cutting in. ‘Young lady,’ he drawls, ‘what is your name?’

‘Philomena, sir,’ she says shyly, evidently unnerved by this attention.

‘Phi-lo-me-na …’ he repeats, murmuring the name softly, drawing it out, each syllable distinct. He shuts his eyes, falling silent as if transported in a trance, away from the lecture theatre.

Then he purrs, ‘Philomena. What a beautiful name … not like all the Ngozis, Ifeomas and Chinyeres that one finds all over the place.’

Her discomfort is obvious, and the rest of the class watches bemused. A moment later, he opens his eyes. She answers his question, and he invites her to sit down.

A younger bespectacled lecturer wearing a tie over his flowered shirt and straight grey trousers, belted high on his waist, appears another day, introducing himself as a senior registrar in Morbid Anatomy. It is unusual to be taught formally by registrars, still completing specialist training, but the exodus of professors to the US, the UK and the Gulf States has hit morbid anatomy particularly hard.

His lecture is on the diseased lung, and he takes much delight in repeatedly using the phrase ‘is not uncommon’. So, he tells us, eyes twinkling with mischief, ‘A caseation of the middle lobe of the lung in such cases is not uncommon.’ Again, and again, with a sly grin, he reminds us that not uncommon does not mean common.

Before our year in pathology is out, our young, not-uncommon lecturer disappears, also leaving, it is rumoured, for the United States.










140-Bedded: Real Medicine

The medical wards are in the block everyone calls 140-bedded, a tall, nondescript white and brown modern building, at one end of the sprawling hospital compound. Hovering over a wide valley, at the edge of the road that comes downhill from Coal Camp, it is here we meet our supervising consultant, on the first day of our first medicine block posting. It is our first time on the wards, and the first time, after almost four years at medical school, that we encounter patients.

For eight weeks, in small groups of ten, we are attached to a consultant and their team of resident doctors. We follow them, shadowing everything they do, learning by watching, by discussing clinical cases, and occasionally by performing simple clinical procedures, under supervision. Now that we are to interact with patients, we can learn how to use everything in the shiny new clinical kit we acquired on passing 2nd MB – stethoscopes, reflex hammers, pen torches – and for those who have gone the extra mile, the otoscopes, ophthalmoscopes and tuning forks.

I am assigned with some others whose surnames begin with A, to cardiology, to a team led by a young, fearsomely bright, bushy-haired cardiologist. He has taken us in some classes in pharmacology, where we have crowned him king of mnemonics, for his endless supply of handy tips for remembering drug treatments for different disease conditions. For instance, in gout, where the treatments are colchicine, indomethacin, allopurinol and a class of drugs known as uricosuric agents, he gives us the handy ‘CIA& US agents’.

That first morning, we meet on the ground floor of the relatively new and somewhat notorious 140-bedded. As so many people die there, it has acquired a negative image outside the hospital, many firmly believing that admission there is one step closer to the mortuary. The more prosaic explanation is that the physicians who are the only specialists who admit patients there, manage serious and often terminal conditions like strokes, diabetes, liver, kidney and heart failure, compared to the other main specialties of surgery, paediatrics and obstetrics and gynaecology with a broader disease mix. Many of these patients are often referred late from other smaller hospitals, when complications have already set in, which may contribute to a plausible higher mortality rate in 140-bedded than the other wards.

Perversely, it has also acquired a certain cachet, namechecked in the obituary announcements played on television and radio or published in newspapers. Specifying that the elderly relative died not just at our teaching hospital, but in 140-bedded, serves to indicate the family have given them the absolute best in medical care. In my childhood, these obituary announcements were ubiquitous on television, aired in between programmes. 140-bedded had not been built, and the fashionable places to die were different: Menax, Apex, Park Lane.

The obituaries begin with haunting solemn music, a photograph of the deceased floating on to the screen as the announcer mournfully begins:

‘With heavy hearts, but with gratitude to God for a life well spent, the Okwulu family of Egbedu village, regret to announce the death of their wife, mother, sister, grandmother and aunt… whose sad event occurred on the 15th of December 1992, at the 140-bedded unit, University of Nigeria Teaching Hospital, Enugu. Funeral arrangements are as follows: Body leaves UNTH mortuary at 12 noon on Friday the 20th of July’ etc. etc.

The announcement often ends with: ‘She is survived by Chief Francis Okwulu (Husband); Mr Albert Okwulu (Son, London); Dr (Mrs) Bertha Amallu (Daughter, USA); Miss Ifeoma Okwulu (Daughter, Teacher, Lagos).’

Obituary announcements in the same format appear in newspapers, taking up a full page or more, if the family is wealthy. Sometimes, the children abroad do not have a profession mentioned: being abroad, it seems is an occupation in itself.

On that first morning, we carry carefully pressed white coats to the hospital, anxious not to ruffle them in the crush to get on and off the bus from the university campus. At the hospital gates, we ostentatiously put them on, ensuring our new stethoscopes dangle carelessly out of one pocket. Later, we note senior doctors hang their stethoscopes round their necks, one end on either side and we start to imitate them. But on that first day, they dangle from our pockets, under the reverent gaze of patients, their relatives and passers-by. We hope they cannot tell that we are just students.

We walk upstairs to the third floor of the unit, where patients lie in beds ranked on both sides of each ward. Some look very ill, barely conscious, groaning. Others are awake but emaciated, or have heavily swollen abdomens, deeply jaundiced eyes, or an ashy grey pallor that we soon learn indicates severe anaemia. Then there are those who have recently had strokes, their breathing laboured, faces distorted, mouths and eyes pulled to one side.

It is early, and the only staff present are the nurses and the house officers, the doctors at the bottom of the medical hierarchy, only recently qualified. The house officers are carrying out an early ward round, going from bed to bed, performing various small tasks before the seniors arrive. The nurses on night shift are preparing to hand over to the morning shift, just beginning to come in. At the far end, in an open room, patients’ relatives roll up the mats they have slept on. They stream to the bathrooms for a quick wash, carrying buckets and toiletries in one hand, supporting relatives on the other arm.

We wait uncertain at the ward entrance, sitting gingerly at a long unoccupied table there, flicking through our Hutchison’s Clinical Methods. The harried young house officer for our unit spots us and waves us over. Confirming we are assigned to his consultant, he asks us to follow as he puts new test results into folders, takes blood samples, takes patients’ blood pressures. As we walk, he drops hints about our consultant. ‘He’s not too bad, not like those really scary consultants who terrorise the nurses and everybody.’

Soon he assigns us to help take patients’ blood pressures, familiar territory, learned and practised in physiology. And yet we find it is one thing to do it in a lab, on a cooperative classmate, and another to balance the bulky sphygmomanometer on a seriously ill patient’s bed and take the measurement. My mind wanders back to the first time we took blood pressure in the lab, when a sphygmomanometer was accidentally broken. I remember the silvery dots of mercury from it darting across the concrete floor, in globules that seemed neither liquid, solid nor gel, defying the attempts of some classmates to try and scoop them up.

This morning, we are careful in carrying the sphygmomanometer. Not having been formally introduced to the patients, we say ‘Good morning’ before explaining we are to take their blood pressure. None of them asks who we are or questions our authority, an early lesson in the power of the white coat.

Stethoscope to the ready, I open the sphygmomanometer’s heavy metal casing, extract the canvas cuff, with its whiff of sweaty human body. I wrap it tightly around the patient’s arm, rhythmically squeezing the ovoid rubber ball. The cuff tightens, and with my new stethoscope, I listen carefully at the elbow for the knocking, the Korotkoff sounds indicating blood flowing back into the arm. I watch the silver mercury column fiercely as it drops under my measured control, noting when the knocking appears and disappears, indicating the systolic and diastolic blood pressure.

Engrossed, giddy at touching living breathing patients, at doing something clinical, we hardly notice the sequential arrivals of the registrars and then senior registrars. As their specialist training is nearly complete, senior registrars are the revered acolytes of the even more exalted consultants. The men wear ties and formal shirts, white coats over them. The women wear simple dresses under white coats, and often smell of sweet perfume.

They bark questions at the house officer.

‘Was the 24-hour urine for Mr Y collected?’

‘Did you get the full blood count for Mrs G?’

‘Have the relatives of Mr N paid for the echo?’

Answering, the house officer introduces us as the new M1 posting students. They tell us to work hard, to clerk as many patients as we can and to prepare carefully for each ward round. We nod meekly as the consultant’s arrival is heralded by a sudden flurry of activity at the entrance to the ward. Dressed like the male senior registrars in shirt, tie, white coat, we soon learn he is unusual in this. Most consultants wear suits, without a white coat, and there is an unspoken rule among the male doctors and medical students that only the consultants can wear suits.

The nurses shoo the relatives from the patients’ bedsides into the large room at the far end. The house officer lifts the bundle of our patient folders picked out from the nursing station shelf. As he arranges them in order of beds, the consultant growls a curt ‘Good morning’ to the assembled group and we begin our first ward round.

It is remarkable theatre. The consultant leads, followed by senior registrar, registrars, house officers, medical students, a nurse and a student nurse, each group a few footsteps behind the one before, in strict pecking order. As our train sweeps up to the first patient’s bedside, the house officer reels out latest test results, blood pressure readings, new complaints. The consultant greets the patient, if they are conscious, usually in Igbo, or on the rare occasion when the patient is not Igbo, in pidgin.

He asks how they are feeling today, then steps close to examine them. Head close to theirs, he asks them to stick out their tongues, then gently pulls down their lower eyelids to check if the inner tissue is healthily pink-red or if it is pale, indicating anaemia. As he continues his examination, without pausing, he throws questions; gives orders.

‘What was the result of the last full blood count?’

‘When did we last do a urea and electrolytes? Let’s get another one done today.’

‘Medical students, what’s the normal level for a full blood count?’

‘Dr O [the house officer], why are we keeping a close eye on the urea and electrolytes in this patient?’

As we stammer out answers, he commends or berates the speaker. It is humiliating, this searchlight turned on our meagre knowledge, in full view of patients and staff, and worse is the accompanying mocking laughter when our answers are wrong.

His examination complete, the consultant dictates to the house officer, standing, pen ready, patient folder open to a new page. At the top he writes CWR, Consultant Ward Round.

Patient seen lying comfortably in cardiac position. (We learn this means the head of the bed is raised at an angle of 45 degrees). Has had quiet night. No longer coughing as much as before. o/e (on examination), anaemic +. Pedal oedema (swelling of the feet, checked by pressing hard over the shin bone, which if present, indicates fluid retention, usually due to cardiac or renal failure) somewhat reduced. BP-140 / 90 mmHg. RR (respiratory rate) 32. Temperature 36.7. Latest FBC (full blood count) PCV 32, neutrophils 41 per cent, lymphocytes 50 per cent, Basophils 5 per cent, eosinophils 5 per cent.

He pauses to ask the medical students what the normal range for eosinophils is, and why these type of blood cells might be elevated in this patient.

Finally, he dictates his plan:


Increase frusemide (a diuretic drug) to 10 mg t.d.s (three times a day)

Repeat FBC in 2 days

Repeat Urea and electrolytes today

Continue to nurse in cardiac position

Consider for echocardiography next week



We continue in the same way until we have seen all fifteen patients belonging to our unit. As we move, we occasionally pass other teams on their rounds. The consultants pause and exchange banter, echoed by the registrars. Too lowly to speak, we sheepishly exchange glances of silent solidarity with the other team’s medical students. Resuming our march, we mimic the consultant – if he comes to an abrupt halt, so does the whole train.

Occasionally, a patient may need a more effective, usually more expensive drug than the one they are currently on. The consultant asks the senior registrar softly, ‘Can they afford it?’ If the answer is yes, or the registrars and nurses are unsure, the patient’s relative is summoned from the ward waiting room. The consultant carefully explains that the patient needs a special new drug. He stresses it may be difficult to find, requiring visits to several pharmacies, but urges the family to try hard to secure it. The reactions to this exhortation differ. Some faces visibly fall, lowered by thoughts of the additional costs; for others, there is a stoic acquiescence, a determination to do whatever it takes, expressed in a deferential nod. Always there is a calm acceptance of the consultant’s wisdom. If the big doctor, who appears only rarely, evidently revered by all, says the drug is needed, then the drug must be needed.

After seeing the last patient, the consultant leaves the rest of the team to remain on the ward, carrying out his orders.

Sometimes the ward round extends to the private rooms on the ground floor, where wealthier patients are nursed in single rooms. Here, little touches like flowers lighten the space, and there are no frowns at an expensive new prescription. Yet, in a democratisation of distress and suffering, the diseases are the same as on the open ward and patients and relatives here are equally despondent. Sometimes we visit non-medical wards, invited by other specialists. A surgeon worried about his patient’s blood pressure or chest infection might invite the medical team to review the patient. Occasionally we go to ICU, the intensive care unit, to see a patient with a newly inserted pacemaker.

Today our house officer is excited: a patient requires a lumbar puncture, the insertion of a needle into the spinal column to extract cerebrospinal fluid for tests, and the consultant has asked him to do it, his first, under the senior registrar’s supervision. The senior registrar agrees to meet in an hour for the lumbar puncture, giving time for the other ward tasks to be done. Before leaving, he checks with Matron that a lumbar puncture pack has been ordered from CSSD, the Central Sterile Supplies Department, which provides sterile packs for surgical operations and similar procedures.

We follow the house officer, lamb-like, carrying kidney dishes with the cotton wool, methylated spirit, syringes, and sample bottles needed to take blood for the newly ordered tests. He retrieves a length of thin rubber tubing from his coat pocket, recognisable as having been cut from a used infusion-giving set and approaches the first patient.

‘She has good veins; this should be straightforward.’

He ties the tubing in a makeshift tourniquet firmly around the patient’s upper arm and the veins in the elbow area stand out. ‘Nice and juicy,’ he murmurs, tapping them as he pulls on rubber gloves, again taken from his coat pocket. Picking a cotton wool swab from the kidney dish one of us proffers like a temple offering, he cleans the skin above the vein, pops open an unused syringe and removes the plastic needle cover while murmuring soothing words.

Blood taken and in bottles, we fill in the laboratory test request forms to accompany the samples. Another minor new task, making us feel useful, and perhaps providing the lowly house officer a rare taste of power over subordinates. We must learn which of the hospital labs process which tests and the correct form to use. The bottles and forms are colour-coded for different labs: yellow for chemical pathology, pink for haematology and green for microbiology. Sometimes we cannot find the right bottle or form in the cupboard and our house officer dips into the seemingly bottomless pocket of his white coat to come up with one. We learn another valuable lesson: a house officer’s white coat pocket must be a warehouse, containing everything needed to do the job efficiently.

We leave the labelled bottles and forms out for a porter to take to the labs and then prepare to witness our first lumbar puncture. The senior registrar leads us to the bedside. Pulling a chair forward, he asks the house officer to put on a gown from the sterile pack, the green bundle a nurse has brought from the nurses’ station. While the house officer gowns, the senior registrar uses a pen torch to examine the patient’s pupils, explaining that he is checking for signs of raised intracranial pressure. ‘You must never, never, ever perform a lumbar puncture in a patient with signs of raised intracranial pressure. Always check the pupils are not dilated or unresponsive to light before you start. Medical students, why is that?’

He looks expectantly at us. I have no idea but adopt a look suggesting I am thinking hard.

Chude, star student, pipes up, his gentle stutter delaying his words:

‘It’s b-because of the risk of c-coning, Chief, the brain tissue moving under pressure into the spinal column.’

He has already acquired the habit of calling senior doctors, Chief.

Taking care not to touch the inside of the pack, the house officer unties the bundle, extracts a gown, and puts it on, back to front. He asks one of us to carefully secure the gown with the straps dangling at the back without touching and contaminating the gown itself. He puts on a surgical mask, pulls rubber gloves on, fresh from new packs, taking care not to touch the inside of the pack or the gloves. Gloved hands clasped as in prayer, he takes his place in the chair by the bedside. The senior registrar asks us to observe, reiterating that a lumbar puncture is a sterile procedure.

My eyes flick briefly to the houseflies buzzing around the ward then back to the action unfolding at the bedside.

The senior registrar asks two of us medical students to lift the patient to the edge of the bed and bend him into a C shape, presenting his arched, exposed bare back to the seated house officer. With a pair of sterile forceps from the pack, the house officer grasps a cotton swab, dips it in pink liquid. The liquid, he says, is Hibiscrub, a solution of hibitane, a disinfectant. With the Hibiscrub-sodden swab, he cleans the area of the patient’s lower spine carefully, repeating it two or three times. Then, following the senior registrar’s directions, he runs gloved fingers, dripping pink liquid, along the patient’s hipbones to the spine, using bony landmarks to identify the space between the third and fourth lumbar vertebrae. Now we see the practical application of long nights spent memorising the anatomy of the bones, muscles, vessels and nerves in and around the spine.

From the sterile kidney dish, the house officer takes a long thin needle in a stylet, a tap attached to it. This is a spinal needle, the senior registrar announces, repeating his exhortation that we watch carefully. In medicine, he reminds us, the principle is See one, do one, teach one; it is how he has learned. Now it is the house officer’s turn and one day soon it will be ours.

The house officer’s gloved thumb clearly delineates the space between two spinal bones and gently begins to insert the spinal needle through the dark skin, pushing towards the belly button. The patient winces but cannot flinch, held firmly in the grip of two of my classmates. The registrar, gloved and at the ready, puts first one bottle, then another to the end of the needle as a clear pale-yellow fluid begins to drip from it. Bottles filled to the senior registrar’s satisfaction, the house officer withdraws the needle, swiftly, in one movement, also applying a white gauzy dressing to the puncture, securing it with a broad band of pink plaster. The rough surfaced pink plaster stands out against the smooth brown skin of the patient’s back.

The classmates holding him in position release him, and he is advised to lie flat on his back for twenty-four hours. The senior registrar explains that he may experience a headache for a day or two, asking the nurse for his drug chart, where he adds paracetamol prn (prn, we learn, stands for the Latin pro re nata, meaning ‘as necessary’).

The seniors congratulate the house officer on his technique. He throws his arms up in victory and his stride is slightly jauntier as we complete the other tasks for the day, mostly replacing tissued [blocked] intravenous infusion lines.

Through the eight weeks of our posting, all the doctors randomly fire questions at us. We learn to read up on the illnesses of patients admitted by our consultant, in an only partly successful strategy to anticipate the questions. Wrong answers often elicit barbed retorts, sometimes raw insults. One day, on another unit’s ward round, eyes lowered in shame, I admit to not knowing the answer to the consultant’s question. His lips curling into a sneer, he appraises me slowly from my head, haircut overdue, to my scuffed shoes, then asks: ‘Where are you from?’

‘Abiriba,’ I murmur, mortified, as everyone turns to look at me.

The consultant’s thin lips curl even further.

‘What on earth is an Abiriba man doing studying medicine? You are just taking up a place that should be occupied by someone who is actually going to practise medicine. All you Abiriba men, once you get your degree, you will just head for Aba, to open a market stall selling textiles or Okrika clothing.’

I smile sheepishly, suppressing inward seething, as the whole ward echoes with laughter.

Another day, a hulking six-foot-tall classmate, fails to answer a question correctly and is asked:

‘What field of medicine would you like to specialise in?’

‘Internal medicine.’

‘No! You can’t do medicine. With your huge size and small brain, you should specialise in orthopaedic surgery, pure carpentry, where your muscles will be most useful.’

The physicians often dismiss the surgeons as tradesmen, crude butchers who only know how to cut; unlike they who are refined, deductive, intellectual, delicately gathering and piecing information together to reach a diagnosis. Their work, they say, requires a sharp intellect to discern the invisible, unlike the surgeons who merely cut open to see the problem and then fix it.

When we begin surgery, the surgeons are just as scathing towards the physicians, who they say spend endless hours pondering clinical decisions, instead of just doing something, as they do, being men of action. They sometimes only half-jokingly say, ‘When in doubt, we open up and see.’ They are mostly men, unlike medicine, which has a fair proportion of female doctors.

With time, we learn to carefully pick where to stand during ward rounds. Best is in the middle of the throng, not at the front where the consultant’s eye falls easily; but not right at the back where the consultants correctly surmise the less prepared students are likely to hide. We also learn to meet the consultant’s searching gaze with a bold look of simulated confidence deceiving him into passing you over, to alight on weaker prey.

Occasionally, we join other units’ ward rounds after we have finished ours, to see as wide a range of patients and illnesses as possible, beyond our unit’s specialist area of cardiology.

Neurology is particularly popular, often admitting patients with interesting, unusual conditions. The round is led one day by a consultant neurologist, whose round glasses, sharp nose and oddly sticking-up hair give him a vaguely owl-like look. Smart in a pale blue safari suit over a white open-collared shirt, he refers loftily to his time in London, training at the famed National Hospital for Neurology in Queen Square, Bloomsbury. We listen raptly as he smoothly segues from reminiscing about London to querying his registrars, to examining patients.

At one bedside, he beckons us closer, towards the patient, an elderly man peering at us with interest.

‘Medical students, this gentleman has a rare symptom, indicating semantic aphasia, sometimes seen after head injuries or, as we suspect in his case, following a stroke. Now, pay attention as I demonstrate.’

Plucking a pen from his breast pocket, he holds it before the patient: ‘Papa, efe a o gini, what is this?’

‘Mma, knife,’ he responds.

The consultant picks up a comb from the bedside locker, and again asks what it is. Razor, the man confidently answers. We stare in wide-eyed wonder, like enchanted audience members at a magician’s show.

The consultant moves in for his pièce de résistance. Pulling a single crisp naira note from his pocket with a flourish, he waves it before the patient, and asks, yet again, ‘Efe a o gini?’

We are primed for the by now inevitable misnaming, almost ready to break into applause, when the patient surprises us all by saying, ‘Ego, money’, to the consultant’s obvious chagrin and our stifled amusement.

Recovering quickly, the consultant looks round and asks, ‘How many of you here are not Igbo?’

A couple of medical students and one student nurse raise their hands.

‘If I hear this story repeated outside this ward …’

He pulls on his earlobe for emphasis.

‘You will all be in trouble!’

His eyes twinkle.

A common stereotypical attribute assigned to our Igbo people is that we are money-loving. The patient appears to have just confirmed it.

Once a week, instead of ward rounds, our consultant’s team runs its outpatient clinic. The Outpatients Department is a sprawling open hall, packed with benches for waiting patients and relatives. Called in singly, they are seen by doctors in little wood-panelled cubicles, dotted round the edges of the hall. The consultants’ cubicles are larger, some with air-conditioners that often do not work. There is a swivel chair and table for the consultant, and a chair placed to the side of the table for the patient. Lining the walls are low wooden benches, the vantage point from which, like the audience in a theatre, we watch the drama of the consultations unfold.

It can be an arduous journey to the clinics for the patients, often travelling long distances to the premier tertiary hospital in the region. The women often wear their best matching ankara blouse and wrapper, as they would to church; the men wear loose native up-and-down in ankara or cotton brocade, or shirts and trousers. Occasionally, they swelter in two-or even three-piece suits. A few younger women dress in skirt suits, and at each clinic there are almost always a few veiled Catholic nuns and robed priests of various denominations, attending either as patients or accompanying patients on missions of charity. Then there are the chiefs, in their stately robes and coral beads, sometimes staffs in hand, looking incongruous when squeezed in with commoners on the benches.

The patients start arriving from 6am, shadowy figures shuffling into the still dark outpatient space. The Records Department does not officially open till 7.30am and its staff might not turn up till 8am or later. When they do, their aloof, detached expressions signal that the patients should be happy to wait, privileged to be there at all. We are, after all, a major teaching hospital, one of the oldest and largest in the country.

Patients who are not new to the clinic, those for follow-up appointments, hand the hospital cards issued on their first visits to the Records clerks at one window. Their case notes should already be in clinic, retrieved from the Records Library, given that they have a booked appointment for that day. Not infrequently, however, the case notes cannot be found in clinic, and patients must wait while a clerk is despatched to retrieve them. It is not uncommon to see patients meekly and persistently pleading with the clerks, reminding them to send for their notes.

At a separate window, new patients register and are issued with hospital cards and case notes. As our hospital is a tertiary centre, patients should only be attending if referred from a secondary care hospital or clinic with a detailed letter to a specific specialist here. In reality, many arrive clutching flimsy pieces of paper with hurriedly scribbled phrases and little useful information. These are often from doctors in private practice and our consultants and registrars lament these shoddy referral letters, evidence, they say, of the sloppy standards of many in private practice.

The Records clerks hand the new patients’ folders to the nurses, who allocate them to the different doctors in the team. Many consultants insist that they personally see all patients attending for the first time, allowing their teams to focus on patients on follow-up visits. Presumably, this is to establish a solid foundation for their future clinical management. This also allows the consultants to fulfil their teaching responsibilities to us. At the start of each clinic, the consultant asks, ‘Any new patients?’

The nurses offer a pile of thin folders, not yet bulked up with test results, records of previous consultations, perhaps even records of past admissions. The consultant hands them out to us medical students for clerking. Clerking is a core part of medical training. From our undergraduate clinical exams at the most basic level, to the lofty final phases of the Fellowship examinations our registrars take to qualify as consultants, all involve taking a history and conducting a basic examination before presenting your findings. By clerking the new patients, we try out our fledgling clinical skills, while in theory making the senior doctor’s job easier when they finally see the patient by collecting some baseline information. When the patient is called in, once the consultant notices it is one of the new patients, the question comes: ‘Who clerked this patient?’ As the relevant culprit steps forward to present their findings, the consultant fills in the things we have missed, combining his teaching with reviewing the patient.

Some patients complain about talking to a student first and insist on only seeing a real doctor. Our consultant sharply replies that this is a teaching hospital: ‘We are not only here to treat patients, we also must train students. This is how we all learned, so if you come here to be seen, you must cooperate and contribute to the process. If not, you can go home.’

One afternoon, in the orthopaedic surgery outpatient clinic, our house officer is a young Asian woman recently qualified at our university. As we stream into the clinic, the doctors taking their places in different consulting rooms, I notice patients approaching the nurses sorting the case notes into piles for each doctor. Watching and listening carefully, I hear patient after patient make a whispered request to see the ‘white’ doctor. The nurses explain that she is the most junior doctor in the team, that they are better off seeing the Nigerian senior consultant who leads the team, who actually taught the ‘white’ doctor who is still ‘learning work’. Undeterred, most are adamant, loudly insisting on seeing the ‘white’ doctor, rather than a Nigerian one, no matter how highly qualified.

That evening, I replay the scene in my head. I see again the persistence of the patients, the embarrassment of the house officer, and the sad look in the eyes of the consultant when he worked out what was happening. Ruefully, I marvel at how three decades after colonial rule ended with Nigeria’s independence, the attitudes it fostered still linger.

Given the vast number of patients each day, all the doctors from house officer to consultant must see patients, but a degree of sorting is applied to ensure patient safety. The consultant sees all new patients, the senior registrar new patients and complex follow-ups, the registrars see the less complex follow-ups, and the house officer the most routine follow-ups. At each level, if unsure, they consult their immediate senior.

Some patients come intent on seeing a specific doctor, perhaps because they know that the doctor runs a private clinic and want to continue seeing him or her there subsequently. Others want a male or female doctor, or a doctor whose reputation they are aware of. Yet others, as with the patients demanding a ‘white’ Asian doctor, reach a decision based on external physical characteristics and assumptions.










Surgery, a Setting Apart

Stepping on to the sloped walkway, angled to ease the paths of trolleys moving patients in and out of theatre, we clutch our scrubs carried in cheap plastic shopping bags. Approaching the massive swing doors at the theatre entrance we check that our rubber slippers, squeaky in their newness, the only footwear we are allowed in the sterile theatre, are still there. We chatter nervously to mask our anxiety. There are maybe six or seven of us. One person pushes the doors open into a corridor with several rooms leading off it. Ahead, we see a thick red line painted on the floor, demarcating the sterile area of the theatre from the non-sterile.

We walk into the corridor, following signs for the students’ changing room – there is only one – for men. Our female classmates have to change in the nurses’ room across the corridor. We enter the room, filled with men in various states of undress as they change into scrubs. The steel lockers lining the walls cram us in, framing the scene.

The crowded room is not all medical students, there are also student nurse anaesthetists from all over the country. Our teaching hospital is one of few to run a special programme to train nurse anaesthetists, given the national shortage of doctors specialising in anaesthesia.

The room is thick with the scent of male sweat; the cheap cologne many of us wear does not mask it.

A couple of tattered armchairs sit in a corner. A student anaesthetist sprawls in one, head thrown back, mouth open, catching a quick nap. On another, two medical students sit, squeezed in, heads bent over a textbook, doing some quick revision before theatre, to prepare for the inevitable barrage of questions. The surgeons often relieve the tedium while operating, it seems, by barking difficult questions at the medical students and resident doctors.

We squeeze our way through to the centre of the room. I secure a rare spot in front of a locker, hang my scrubs on the corner of the door and take off my outdoor clothes, standing for a moment, shy in my boxer shorts. I am glad there are no holes in them. I pull on the trousers – gathering together the ends of cloth dangling in front, tying them firmly in a knot, securing the trousers snugly round my waist. Then I pull the tunic-like top over my head.

It is the first time we have worn scrubs, and our heads swell with giddy pride. In this universal uniform, we feel like real surgeons-to-be, our theatre debut offering a thrilling change from the crowded lectures, the hours hunched over textbooks in class. It does not matter that we are here simply to observe, that we will not actually touch any instruments or do any procedures. What matters is that we are here, in our green scrubs, part of the team, in the hallowed theatre, indistinguishable to an untrained eye from the real surgeons and the rest of the theatre team.

All changed, we walk out, turn left, and just before the double red line, stop at the matrons’ office to collect the paper head coverings and masks that we must wear inside the operating theatres, completing our uniform. The door to the matrons’ office is ajar, and we see the duty matron at a desk, her hair covered in what looks like a pale blue paper shower cap, a few strands of grey escaping at the front. The cap matches the pale blue-green gown she wears, similar to, but distinct from, the deeper green of our scrubs. She exudes an air of competent, efficient weariness, with her expertly red-lipsticked mouth, her gold-rimmed spectacles, the gold hoops in her ears. It is as if running the theatre is something she has learned to do, does well, but is faintly bored by.

She lifts a box of paper masks, blue and white, and another box of surgical caps, meeting us at the door. Handing them out like party favours at a child’s birthday, she says, ‘Medical students, this is the last time I am going to give these out. Take good care of them, don’t come back next week and ask me for new ones.’ We look at the boxes, clearly labelled ‘Disposable surgical caps’, and begin to learn the difference between what happens in places like London and New York and our own reality.

In theatre, it takes us a while to recognise our registrars. In green scrubs, heavy white surgical clogs on their feet, capped and masked, they look remarkably different. There is much walking to and fro and hanging around in the corridors of theatre, as we wait for patients to be wheeled in from the ward. We meet the anaesthetists for the first time. They have an interesting relationship with the surgeons, constantly teasing them, imploring them to work fast so they can get home at a decent time. The surgeons are unusually meek in accepting their taunts. It is as if the anaesthetists are the only ones who wield any power over the swaggering, domineering surgeons.

We learn the complex logistics of the operating theatre, the many key steps that must align for all to go smoothly. Each week, the consultant, in discussion with the senior registrar, agrees the patients to be operated on in the following week. He dictates the theatre list – the names, ages and hospital numbers of each patient, with their wards, diagnoses and the operation they are scheduled to have. The house officer gets it typed up by a departmental secretary, who sends copies to theatre, anaesthetists, blood bank, wards and sterilising unit. This ensures they have sufficient notice and are all prepared to deliver what is required of them for each operation.

Several teams operate in the different theatres simultaneously each day. The duty theatre matron assigns theatres to different teams, ensuring they are equipped with everything needed, including scrub nurses who handle the instruments. She (they are all women) also despatches porters to bring patients from ward to theatre. This requires fine judgement on timing. Too early and patients are left lying on trolleys in cold theatre corridors for extended periods; too late and the surgeons are left twiddling their thumbs between operations, which they hate.

‘Where is the next patient?’ is a cry that often echoes through the corridors, bellowed by short-tempered surgeons, as nurses and porters scramble to get them there.

Then the anaesthetists. They can easily halt the smooth flow of an operating day by saying, ‘Hmmm, I don’t like the sound of that cough, I’m not going to intubate that.’ Or ‘Ah, I don’t like the look of that blood pressure, I’m not putting that one to sleep.’

No intubation, no sleep, no anaesthesia, no surgery. Over time, we observe how some of the anaesthetists are more helpful, more willing to reach a compromise with the surgeons than others. The latter, we suspect take secret delight in thwarting the plans of the many alpha male surgeons, who think they rule the world and order the universe. Some surgeons resort to hiding borderline pre-operative test results from the anaesthetists, presenting older, more favourable ones.

The blood bank must provide, or hold ready for the patient, in case of heavy blood loss, a certain requested number of units of blood. Without confirmation that these are secured, there can be no surgery. Some surgeons and anaesthetists insist on having the blood physically with them in theatre, before starting an operation, unwilling to trust the blood bank’s assurances. For each operation, there is usually a universally agreed requirement of how many units of blood are needed, depending on how much blood is likely to be lost. But our blood banks struggle and sometimes cannot meet demand. Occasionally there is an opportunity for compromise and the surgeon and anaesthetist, if feeling brave, might agree to go ahead with two units of blood rather than the three originally requested. Getting blood is the responsibility of the patient’s relatives, who must produce donors for as many units as their relative requires. The donors’ blood is not specifically used for their patients, but it ensures the blood bank stocks are constantly replenished. Many relatives do not understand and argue when told that surgery is delayed because the blood bank has run out of B+ blood: ‘But I am B+, and I donated for my sister’s surgery last week.’

It often falls to the hapless house officer to explain the system and its rationale to irate relatives. The requirement for relatives to procure blood donors also fosters a thriving but illicit market, with ‘professionals’ who, for a fee, donate on behalf of patients.

The Central Sterilising and Supplies Department (CSSD) ensures that each operation has packs of the specific specialised instruments required for it, to be made up, sterilised and sent to theatre ahead of the surgery. If the CSSD gets this wrong, or send the wrong pack, surgery cannot go ahead. On occasion, the right packs are sent, but wrongly made up, with an important instrument missing, throwing the surgeons into confusion, mid-operation. If it is a minor procedure, like male infant circumcision or incision and drainage of a small abscess, the surgeons and theatre nurses happily improvise. On major operations, less so.

The ward sister’s role is to ensure that patients adhere to all the pre-operative requirements, in the hours on the ward before the operation. The most important is often scrawled on the patient chart: Nil by mouth after 8pm.

We begin to tot up the number of times when, with everything in place – blood, packs, theatre, surgeons – the porter returns from the ward, trolley empty, to utter the four dreaded words: ‘The patient has eaten.’

Enraged surgeons shout down the phone at the ward sisters. ‘What bit of “nil per mouth after 8pm” did you not understand?’

The anaesthetists will not risk putting a patient with a full stomach under anaesthesia lest they choke and die.

It is often not the nurses’ fault; sometimes an ill-starred house officer forgets to specify in case notes that a patient is due for surgery tomorrow. Some nurses take the initiative to clarify, or unilaterally withhold the patient’s evening meal until they confirm. Others, particularly on busy nursing shifts, simply stick rigidly to what is in the notes. Sometimes, a patient, unable to bear the hunger, or a relative unable to bear their cries, takes matters into their own hands and breaks the food ban. Doing this, they sabotage the admission fees they have paid, their slot on the waiting list and the possibility of having the surgery as quickly as they’d hoped.

In theatre, we are invited to the scrub area to watch the scrub procedure and learn how surgeons prepare to go into the operating room.

‘Sister, can we have the gowns?’ the registrar asks. Sister opens a large shiny stainless-steel drum, the size of three or four biscuit tins stacked high, and using a pair of long forceps extracts two large bundles, which she unties, still using the forceps.

While she does this, the consultant and registrar are at the taps in the sink at one end of the room. Opening the taps, with elbows, not hands, they squirt pink liquid soap from a dispenser affixed to the sinks into cupped hands and rub up a foamy lather over hands and forearms up to the elbows. Picking up nailbrushes, they scrub hands and forearms, paying particular attention to the nails, then drop the sullied brushes in the sink. They rinse their hands and arms, then turn off the taps, again using elbows, the tap’s long steel levers perfectly designed and placed for this manoeuvre.

Drying their arms with cloths in the bundle, the surgeons ask us to move back, as they unroll their gowns, putting them on, back to front.

‘Sister, please come and tie me.’

‘Ah, Doctor, you want sister to tie you, eh? Is that how you like it?’ one nurse interjects to salacious laughter.

This type of banter is a running soundtrack in most of the theatres.

Sister obliges, securing the gowns at the back using the dangling cloth straps, taking care not to touch the gowns. Tied in, the surgeons approach the table where Sister opens a pack of gloves on to a sterile cloth, letting the packs containing the gloves fall on to the cloth without the outside pack touching. Before this, she has asked what size glove they take, teasing the male registrar who asks for a size 7, unlike the 8.5 the consultant with his large hands asks for.

The surgeons open the inner glove packaging and put on the gloves, pulling them tight in a puff of white powder. Clasping gloved hands together, as if in prayer, they ask us to push open the swing doors, so they do not contaminate themselves, and we head into the operating theatre. Inside, the patient, a boy of about twelve lies on the table asleep, naked except for a green surgical cloth covering him. Using a laryngoscope, an instrument that looks a bit like a pen torch with a blade-like structure attached to it, the anaesthetist puts a tube down his throat. Connecting the tube to the gas cylinders at the head of the table, the anaesthetist begins to pump the small black bag attached to the tubing, and the boy’s chest begins to rise and fall.

We watch fascinated, as the surgeons approach the table where the boy lies, taking up position on either side. A registrar is performing the surgery, a hernia repair, or herniorrhaphy as it is listed on the paper tacked on the board outside the theatre. He asks the nurse to remove the green cloth covering the boy’s body, exposing the boy’s abdomen, slowly rising and falling, in time with the anaesthetist’s pumping motions. Asking the nurse standing beside him for a drape, he proceeds, working in concert with the consultant, like two maids making a bed, to lay the cloth in a way that exposes the lower abdominal area.

The consultant, who is assisting, secures the drapes with a series of steel scissor-like clamps, and then taking a pair of long forceps, grasps a piece of gauze from the array laid out in front of the nurse, dips it in a bowl of antiseptic liquid and begins to scrub the area where an incision is to be made. Using the same antiseptic, he cleanses the skin at the incision site, using white cotton swab after white cotton swab, like a woman cleansing her face before applying make-up. Each time, he discards the used swab in a bin under the table, and proceeds to dry the area, using a fresh dry swab. He continues until the swabs are no longer dirtied by the patient’s skin, the alcohol-based scrub loosening deep-seated grime untouched by bathing on the ward. Then, picking another fresh swab, he dips it in a bowl of deep yellow-brown liquid and paints the planned incision area in broad strokes. While he does this, the registrar selects a scalpel and attaches the blade the nurse has opened and let fall, without touching, on to the sterile tray where the instruments are laid out.

I am expecting the smell of blood, its rich, metallic odour. I am not surprised by the lemony smell of the pink chlorhexidine antiseptic fluid that the surgeons used to scrub their hands and arms, and I am not surprised by the clean paper-like smell of the iodine used to paint the incision site.

But burning flesh?

I’ve been prepared for what to expect in theatre through my great hunger for books, the many novels about hospitals and surgeons that I have read. From the acutely realistic The Surgeon set in an American hospital in the fifties, to Erich Segal’s Doctors, set in Harvard Medical School in the sixties, and the engaging Dr Amadi’s Postings, by eminent writer and dermatologist, Prof. Anezi Okoro. Recounting the adventures of a young Nigerian doctor in the sixties, I have devoured them all. So I think I am reasonably familiar with what goes on in theatre, and what to expect. There, as in the novels, is the green-gowned surgeon and his assistant, there the scrub nurse with her tray of instruments laid neatly before her, slapping the right instrument into the hand of the surgeon as he works. The expected smells of blood and antiseptic suffuse the theatre, together with the starchy smell of freshly laundered cotton from the drapes and surgical gowns.

But after the registrar has made his incision with a scalpel, the consultant’s assisting hands darting forward with a white swab to dab and staunch the blood oozing from the wound, he barks, his voice muffled through the mask that covers his lower face, a phrase I have not heard or read before: ‘Diathermy at 8!’. I watch in fascination as the scrub nurse hands him a wand with a tapering point, connected to an electric wire. He applies the tip of the wand to the edges of the wound, red with oozing blood, stark against the yellow of the fat globules exposed just under the skin. A smell of burning flesh, not unlike the smell that comes from the mai suya, the grilled meat hawker’s stall, fills the theatre.

I am for a few minutes overwhelmed, so strong is the smell, and I step out into the corridor to compose myself.

I am leaning against a trolley, just outside the operating theatre, probably the one that conveyed our patient from the ward when I sense again a familiar rich fruity scent. I look up; it is one of the student nurses. She is walking briskly, a set of case notes clasped to her breast, waves of Poison wafting from her. I am briefly transported, away from the theatre, back to that King’s College classroom in Lagos, from years before, listening to Mrs Amobi talk about cells and tissues and organs.

Stepping back into theatre, I see that having made an opening, the registrar has put aside the diathermy wand. Using gloved fingers, slipping them under the edges of the wound and opening and spreading them, running them beneath the flap of tissue, in the manner of one opening an envelope, he expands the opening. He informs us, voice muffled by his mask, that this process is called blunt dissection. ‘It is best for separating connective tissue,’ he says, ‘avoids cutting them … lets them cleave along the lines of natural direction.’ Soon, the shiny, translucent material of the peritoneum, inner covering of the abdominal organs, appears and the surgeon, picking his scalpel again, makes a small nick, exposes the hernia. He reduces it, his fingers pushing the glossy pink coils of intestine back, showing us the hernia sac he is going to excise. He describes how he will sew tight the gap in the abdominal wall, preventing loops of gut from slipping through (herniating) in future.

‘Chromic 2/0!’ he orders. A pair of forceps clasping a curved needle trailing a brown threadlike length is slapped into his waiting palm. As he begins to close the wound, he tells us about the different kinds of sutures.

Chromic catgut, used for suturing, is made not from the intestine of cats but of sheep. It is the commonest suture used in our theatre, completely absorbed in the body over time, and so can be used for internal tissues and organs. It differs from plain catgut having been strengthened through treatment with chromium salts. 2/0 refers to the fineness of the suture. The higher the number, the finer the catgut.

The hernia sac, excised, just a bit of pink tissue, is dropped in a pathology pot, a small glass jar filled with clear liquid. The registrar begins to close the outer layers of the incision. Deftly stitching, moving fast, with practised movements, he brings the wound edges together, tying knots and pulling them tight. After each knot, raising the thread, he asks the scissors-wielding consultant assisting, to cut. Their fingers move in a dextrous whirling dance, manoeuvring forceps, tying knots, proffering scissors, cutting. In rhythm layer after layer is closed until the abdomen is almost completely whole, but for a gash in the skin. To close the skin, the surgeon asks for nylon 3 / 0. He explains that he will use a continuous running suture, to minimise scarring, instead of closing stitch by stitch.

With time, some of us students are invited to scrub and assist at routine operations, and one day my friend Chinedu is even invited to close the skin after a hernia repair. The registrar compliments him on his neat stitches, and for days after, we hear nothing else.

Outside the university and the medical school, the political scene heats up. Babangida, wily military president, nicknamed Maradona by the Nigerian press for his deft political manoeuvres, is up to interesting things again. Having initially lifted a ban on politics and allowing parties to form, he announces that none of the many parties have met the threshold for registration. Powerful interests, he says, have hijacked all the emerging parties. We listen raptly to his broadcast, watching his gap-toothed bespectacled face as he announces two new ‘grassroots’ political parties to be set up by fiat. One, ‘a little to the left’ will be the Social Democratic Party; and one ‘a little to the right’ will be the National Republican Convention. According to him, as both parties have been set up from scratch, all new members who join will be equal. It is a strange approach, we think, but we are just keen for the military to hand over to civilians. I am twenty-two and have only known civilian government for a brief four-year interlude that began when I was nine. Everyone agrees Babangida is merely trying to delay a return to civilian government and prolong his grasp on power.

Student demonstrations against the Structural Adjustment Programme and its biting economic effects have continued since our Nsukka days. The latest political developments are heatedly debated at water taps, over dinner at Nkpor, and waiting for kabukabus. Rumours spread suggesting government security agents have infiltrated our Student Union and the National Association of Nigerian Students, traditional vocal critics of the military. Others say some student union officials have been ‘settled’, paid off by the government. The atmosphere on campus is febrile.

Apart from student demonstrations and the resulting university closures, our studies are also often disrupted by staff strikes. Some are local, affecting just our university; on other occasions, the national academic staff union goes on strike to demand better pay and conditions, or to force the government to implement agreements from previous strikes. When successful, these often lead to strikes by the non-academic staff who fear a widening of the gap between academic and non-academic terms and conditions. And the cycle continues.

During these strikes, our medical school lecturers often make special pleadings to be allowed to continue teaching or hold exams. They argue, sometimes successfully, that the massive medical curriculum, with little or no holiday time built in, means that any time lost is more difficult to make up, far more than in other departments.

On one occasion when their pleas fail, we return home on an enforced holiday. We are still at home on the 12th of June 1993 when the presidential elections are finally held. Everyone says Babangida wants us off campuses to avert potential student protests if he manipulates the elections, as is widely feared.

With the university closed, I head to Lagos to visit my father who is working on a project there. I take my textbooks, but do little studying, instead taking long walks on the Bar Beach, not far from our guesthouse, wolfing down novels bought on forays to the second-hand book dealers in bustling Tinubu Square. I visit old school friends, some of whom are in other medical schools and we compare notes on our experiences. Those from Ibadan have also experienced the brutality of the 2nd MB cull, but in Lagos virtually all the students have sailed through, in what seems a much gentler process.

In the weeks before the election, excitement builds as the campaigns heat up and the date draws nearer without new obstacles. We begin to dare to imagine that perhaps Babangida will really keep his word: hold elections and return us to civilian government. The radio and television airwaves ring with the catchy jingles of the SDP presidential candidate, MKO Abiola. A wealthy populist businessman, his rags-to-riches background and generosity as a philanthropist over many years has won him support across the country. His rival, another wealthy businessman, Bashir Tofa is little known outside his home of Kano, and so it is Abiola’s tune on everybody’s lips:


Nigeria, on the march again, on the march again

Looking for Mr President, on the march again

MKO is our man o

Na im go make our economy better, he is our man o

For progress and a better tomorrow, he’s our man o

Make una vote for am my broda

Make una vote for am o my sista

Na im be our only hope o

MKO is our man o!



On buses, taxis and in the streets, children sing along.

A few days to the election, full-page advertisements appear in most popular newspapers calling for Babangida to cancel the elections and continue in office for four more years. Issued by an Association for a Better Nigeria, which nobody has ever heard of, it is signed by an unknown Dr Keith Atkins and an eccentric maverick former arms dealer Arthur Nzeribe. No one takes them seriously, assuming it is a last-ditch manoeuvre sponsored by Babangida surreptitiously.

My father insists we return to Nsukka where he is registered, so he can vote. I am registered on campus in Enugu, and with the university shut cannot vote. We leave Lagos a few days to the election, arriving in Nsukka, late in the evening, just as the sun is falling behind the pillowy green hills surrounding the university.

The morning of the election dawns bright and clear, the feared rain does not materialise. I wake up late, to blue skies and sunlight streaming through the windows of the bedroom I share with my brothers. I hear my parents leave for their polling station, our old primary school, a short distance from our house. Looking out of the window, I can see our neighbours heading in the same direction.

By the time I have dressed, just after my late breakfast, my parents reappear at the front door. Smiling, animated, eyes gleaming, they remark how smoothly the election has gone. Abiola’s Social Democratic Party has won resoundingly at their polling station. They know this because in an innovation to counter electoral fraud, a fixed couple of hours has been set for voting at each polling station nationwide. At the end of the two hours, all the votes are counted immediately in full view of all the voters. The ballot boxes are made of clear plastic so people can see that they are empty when voting begins. All voters arrive at a prescribed time, receive their ballot papers and vote within a short period. They wait to see the ballot papers counted in front of all the voters at each polling station, leaving little room for manipulation. The results are then sent to the state office of the electoral commission for collation, but every voter already has the results from their polling station.

Watching television that afternoon, it is evident that everywhere the elections have gone smoothly. The new method seems to have curbed the fraud and violence that used to mark every election. Soon results begin to be called in. Abiola is indeed in the lead.

Late that Saturday, my mother picks out her clothes for church the next day – thick damask head-tie, lace blouse, double George wrapper. Handing them over, she asks me to iron them. I take my time, carefully manoeuvring the nose of the iron, easing out the creases and folds, only pausing to ask my younger brother, who is glued to the television, for election result updates.

Sunday morning dawns, and as is usual, there is our last-minute rush to grab breakfast and prepare for church. My father, always first to get ready, paces the living room impatiently as the rest of us rush to and fro. About five minutes to nine o’clock, finally, we all – brother, mother, and cousin who lives with us – pile into my father’s Toyota for the five-minute ride to church.

As my father parks and we make our way out, we smile and wave at other families arriving. Everyone is upbeat and cheerful, buoyed by the peaceful, open elections. Obi, my friend and classmate in medical school joins me in my pew. The church is only half-full, as it is whenever the university students are away. The thanksgiving offering, when our mothers dance, and we march solemnly to place offerings in the large plastic bowls placed in front of the altar, is particularly boisterous this Sunday, reflecting the collective joy. It seems our country has turned a significant corner on our journey to democracy and civilian rule.

By Monday, unofficial results from all but two states are in, and it is clear Abiola has won unequivocally. We wait for the official announcement and when it does not immediately come, assume the electoral commission is just tidying up the collated results. Later in the week, however, members of the rival party begin to appear on NTA, the government television service, charging that Abiola broke the rules by wearing a flamboyant green gown embroidered with a horse, symbol of his party, to the polling station. This, they say, breaches the rules on no campaigning or party symbols in the vicinity of polling stations, and they demand that the elections be cancelled on this basis. Initial amusement at this feeble excuse begins to dissipate, turning to concern, as the week drags on, and the last few results remain unannounced. One afternoon, we hear on the radio that an Abuja court has granted a petition from the clandestine Association for a Better Nigeria stopping the electoral commission from announcing further results. This judgement cites an earlier court ruling issued in the dead of night the day before the election by a Justice Bassey Ikpeme. No one seems to have heard of this judgement until now, but it apparently ordered that the elections not go ahead.

The new developments are puzzling, and we interpret them as attempts by Babangida to cling to power. By the end of the week, a Lagos High Court judge issues an order compelling the electoral commission to announce the results, ‘even if the heavens fall’.

A deafening silence from the president and his officials increases the sense of uncertainty. Each day, what the media now call the ‘impasse’ is all that is discussed, in offices, streets and beer parlours. Finally, two weeks after the election, a press release from the presidency announces an annulment of the election and the suspension of the electoral commission.

A few days later, the National Defence and Security Council, the country’s highest ruling body, meets, but nothing significant changes. We watch, silent and depressed, as the president, waylaid by reporters outside the meeting, weaves and bobs, like a man under the influence, as he promises the transition is still on track. ‘We will give you a president on the 27th of August,’ he insists. It is the date set for the inauguration, a mere month away.

Abiola calls a news conference, proclaims himself president-elect and insists he will defend his sacred mandate. It becomes clear that we are descending into an abyss. The prospects of a speedy return to medical school are not bright. Nevertheless, we feel it is a small price to pay, if it means that our nation’s often-murky future is finally settled.










This is Not the Teaching Hospital

One morning during our enforced break, Chinyere, a classmate from medical school who also lives in Nsukka, comes up with a plan to revive and refresh our fledgling clinical skills, withering after weeks without ward rounds or clinics. He suggests we go to the small hospital in the centre of Nsukka town, close to bustling Ahia Ogige, the main market. Bishop Shanahan is a landmark in Nsukka, run by the Catholic Church and named after an Irish Holy Ghost Father, first Catholic bishop of Southern Nigeria. I have never been inside its gates in all my years living in Nsukka; the University Medical Centre has looked after us.

The next day, with Chinyere, my old friend Obi and a couple of other classmates who live locally, we walk through its wrought-iron gates, following a stream of village women. Dressed in ragged ankara wrappers, baskets on their heads, babies on their backs, their worn rubber slippers slap-slap between the soles of their feet and the red Nsukka earth. As we approach the low-eaved hospital buildings, we can see the corridors lined with packed benches of women and children. Further ahead into the courtyard are the wards, windows open, the groans of patients cutting through the morning air. A room ahead of us bears a rough hand-lettered sign Admin above the threadbare green curtain stirring in the breeze.

There is no door to knock on, so we clap hands sharply together. A sonorous voice responds: ‘Ọ onye? Who is it?’

We chorus ‘Good morning’, crowding into the sparsely furnished room with its wooden table, chair, statuette of the Virgin Mary and piles of files on the table and shelves lining the small space. A bespectacled middle-aged woman in a blue long-sleeved blouse and skirt, white veil and pectoral crucifix, raises her eyes from the page she is writing on. Seeing us in white coats, stethoscopes in hand, her initially neutral voice warms, and she asks how she can help. We explain that as fourth-year medical students from the teaching hospital in Enugu, forced home by the university closures, we want to join the hospital as observers, to keep our knowledge and skills fresh.

Beaming in welcome, she says that as hospital administrator, she would be delighted if we joined the lone doctor looking after the hundred-bed hospital. She starts to summon a messenger to take us to him, then decides to do so herself. Her evident awe at our status is a refreshing change from Enugu where we are used to being at the bottom of the pecking order. At Shanahan, people scurry out of our way, and everyone, nursing sisters, ward maids, porters and patients, treat us with a silent awed respect. We enjoy this guiltily, knowing it is undeserved, given how little real medicine we actually know.

The gangly Medical Officer, young, with silver-rimmed glasses and bushy Afro, cheerily welcomes us. Introducing himself as Dr Mbakwe, he asks a porter to bring us a bench to sit on. We sense he is pleased we are here, as ‘real’ professional colleagues, that he feels marooned from proper academic medicine. Our arrival allows him revisit with nostalgia his student days at our teaching hospital.

Between patients, he asks after different lecturers.

‘Is Professor Omala still there? Still terrorising people? Ah, he showed me pepper in my surgery finals, that man. What of Oduko in pharmacology?’ He winks. ‘Is he still harassing female students?’ He switches between English for us and Igbo for the patients as he turns to a mother dandling a crying toddler on her knee, asking when the child’s fever began: ‘Madam, kedu mgbe aru ọkụ a bido?’

We watch him barrel through patients at a far swifter pace than at the teaching hospital. He puts us to work drafting prescriptions on the flimsy brown printed forms on his desk. We notice he does not order many tests, often prescribing treatment based on just history and examination.

‘Why?’ Chinyere ventures to ask, the third time he prescribes malaria tablets without ordering any of the tests drummed into us in Enugu as essential.

‘This is not teaching hospital o. These patients cannot afford all those tests you people write anyhow in Enugu. And many of those tests you people do, we don’t even have the equipment for them here.’

We begin to see a different side to medical practice in Nigeria, reflecting for the first time on the many patients, the majority of our citizens, who never even make it to teaching hospitals. Many patients here suffer from easily preventable infectious diseases: respiratory infections, malaria, gastrointestinal infections – but we also see some of the more chronic conditions like hypertension, stroke, diabetes, kidney failure and various cancers, common at our teaching hospital in Enugu.

Over the next few days, in clinic, we see several patients who tell us they have fled home to Nsukka, their ancestral hometown, from Lagos. The exodus is beginning to be called ‘oso Abiola’: the Abiola flight. Millions of Igbos in Lagos head east, fearing the annulled elections will result in violent upheaval and that they will bear the brunt. For my parents’ generation, the flight stirs up dark memories of the exodus from Northern Nigeria after the bloody massacres of Igbos which preceded the Biafran War.

One morning, outside clinic, a little girl, perhaps six years old, is lecturing the other children. Her heavily braided, beribboned, beaded hairdo marks her out as a city child, and in rapid chatter she holds forth on the wonders of Lagos, holding the wide-eyed local children entranced with stories of Lagos’s big roads and flyovers, its innumerable large yellow buses, its streetlights. Her mother, with matching hairdo, face heavily painted, watches indulgently, with the superiority of the urban sophisticate. Later, when they see the doctor, I am shocked when the girl is diagnosed with moderate malnutrition.

The next day, we join the ward round, through the spotlessly clean but sparsely furnished wards. Unlike Enugu, it is just the doctor and an accompanying nurse, so the arrival of four medical students significantly swells the train. Approaching one bed, curtained off from the ward, we hear an irregular moaning noise. The doctor beckons us closer to observe. Behind the screen, a young man of about eighteen writhes on the bed, arms and legs bound with dirty gauze bandages to the bed’s four corners. Saliva drools from his twisted open mouth, his dark skin is covered in a slick sheen of sweat and there is a foetid smell. In one corner, a middle-aged woman, presumably his mother, stands fearful, anxiously wringing her hands.

Throwing back the shabby faded ankara cloth covering his lower torso, the doctor reveals a dressed wound on his right shin. Apparently, he was bitten by a dog about a week ago in his village, an hour’s drive from Nsukka. He did not pay much attention to it for a few days until he started to run a high fever. His mother, thinking of malaria, asked the village chemist to ‘mix’ some medicine for him, probably chloroquine and some analgesics. However, it has become obvious he is suffering from something far more serious than malaria, so has been brought here, to hospital.

The doctor asks about the dog that bit him, but no one seems to know much about it. It appears he was bitten while fetching firewood in the bush, so no one was nearby to identify the dog. The doctor fears it is rabies, already well established, given how long ago the bite occurred. Nevertheless, he sends the patient’s father, a farmer, to go and try to secure some immunoglobulin and anti-rabies vaccine. He points out the characteristic symptoms to us – the agitation, confusion and muscle spasms – and murmurs reassuring words to the patient’s mother. Then we move to the next patient’s bed.

Ward round over, we walk to the outpatient clinic, the usual crowd of patients gathered there. On our way, we bump into the Reverend Sister hospital administrator, and she asks for a word with the doctor. We cannot make out what she says but her tone is calm, sharp and she speaks rapidly. The doctor responds curtly, abruptly, and then swivelling round on his heels, rejoins us, muttering under his breath. As we continue to outpatients, he warns us against working for mission hospitals when we qualify.

‘They pay well, but their wahala is too much.’

He does not elaborate but settles in to start seeing patients, so we never learn what he means.

A day later, returning to the ward, the screen around the bed has been removed. Two ward assistants in blue coats are making the bed with fresh sheets. The young man with rabies died in the night; the immunoglobulin his father procured from Enugu arrived too late to save him.










Interlude: Uneasy Peace

The end of August arrives with a nationwide petrol shortage, queues of cars snaking out of every filling station, the major trade unions threatening a national strike. Our feeble legislatures remain in place, toothless, and the air of uncertainty persists. On the 27th, exactly eight years after seizing power in a coup, Babangida finally, in his words, ‘steps aside in an act of great personal sacrifice’.

Like most Nigerians, now wise to his wiles, we find his use of the ambiguous ‘step aside’ deliberate, to leave space for the possibility of his stepping back in at some point.

‘Tufiakwa,’ we say, snapping our fingers to ward off the possibility of such evil.

We watch on television as he hands over to Chief Ernest Shonekan, civilian head of a hastily cobbled together Interim National Government, in a hollow, tense ceremony. Shonekan is a former head of the United African Company behemoth, a subsidiary of Unilever, and descendant of the Royal Niger Company, which first led the colonisation of the area that became Nigeria. A Yoruba, from Abiola’s hometown, he is seen as a figurehead, to be manipulated by the military officers who still hold the real power. Most people see his accepting the role as treacherous. He heads a council of civilians plus the new military chiefs of staff of the army, navy and air force. Word on the street is that Babangida, angered by his military chiefs insisting he must step down as promised on the 27th of August, has spitefully forced them all to retire with him. Mysteriously, General Sani Abacha, Chief of Defence Staff, is the only one of the chiefs who retains his post, joining the new government.

As the Interim National Government totters along, uncertainty persists but with Babangida’s disappearance from the scene, an uneasy calm begins to creep in. Although still unclear how everything will be resolved, the new shaky stability allows universities to reopen and we return to school.










The Rise of Abacha

I am lying on the mattress on the floor in my room. It is an afternoon in November, a day after my twenty-third birthday. The room is hot despite the table fan switched to 4, the highest setting, so I leave the door ajar, the thick damask curtain remaining in place for privacy. Despite the heat, I am trying to study. The thick blue volume, Muir’s Textbook of Pathology, our morbid anatomy text, lies next to me, propped open. I am reading about the pathology of pneumonia, the changes that occur in the lung as an infection sets in. I roll the words ‘caseation’ and ‘cavitation’ round my mouth, savouring their new sounds, but the dry heat of the harmattan afternoon is enervating and I drift off to sleep.

I wake up startled, unclear what has aroused me. The blaring radio, permanently on in our room, as in most others in the hostel, is playing the closing bars of the national anthem, unusual for a weekday afternoon. I sit up on the mattress, wipe the drool off the side of my face, then stagger to the radio, turning up the volume. A familiar voice, the voice of General Sani Abacha, dark goggle-wearing Chief of Defence Staff, rings tinnily over the airwaves.

I rub my eyes as his broadcast progresses, aghast. Up till now, Abacha has been regarded as one of the military good guys in the chaos since the election. Most think he was key in thwarting Babangida’s ambitions of staying in office, forcing him to leave in August. It is a prelude, we hear, to his orchestrating a handover of power to Abiola, our president-elect. It is whispered that this is the reason he is the only one of Babangida’s military chiefs who did not retire with him in August. The newspapers have carried stories of secret meetings between Abiola and Abacha, allegedly, to agree the handover terms, which we expect to happen soon.

So, it is with horror that I listen to a decisively stern Abacha announce that Shonekan, civilian head of the interim government has resigned, and that he, Abacha, has been appointed Head of State and Commander-in-Chief of the Armed Forces of Nigeria. He dissolves the Interim National Government and the legislature, sacks all the elected governors and local government chairmen and bans all political activity and the two political parties. In this way, he dismantles the remaining feeble vestiges of a democratic civilian government, leaving little doubt of his intent. Then, warning the international community to stay away, he asserts that it is for Nigerians to solve their own problems. Offering olive branches to the trade unions, he invites them to dialogue, lifting the ban on some proscribed independent newspapers. Any remaining ambiguity about his intent disappears towards the end of his broadcast, when he chillingly pronounces words that I will remember for many years: ‘Any attempt to test our will, will be decisively dealt with.’ At his closing ‘Long live the Federal Republic of Nigeria’, I am engulfed with a wave of despair, so deep and visceral it feels like nothing I have felt before. It is as if all the hopes and fears of the past few months have crystallised in this pulse of feeling threatening to overwhelm me. I feel I cannot stay in the room any longer, and from neighbouring rooms I hear my feelings echoed in groans and shouts of anger and despair. Retrieving my rubber slippers from the foot of the bed, I head out, slamming the door behind me. I do not know where I am going but feel I will explode if I stay in the room.

Running down the stairs, I see other students gathering, their small groups coalescing in the courtyard between the water tanks and the entrance to our hall. Soon, we are a crowd of perhaps two or three hundred, all cursing, shouting, muttering expletives. One boy, almost in tears, shouts, his voice choking, ‘Oh God! How long will this nonsense go on, how long? How long will we continue to suffer in this country like this?’

I am moved to angry tears myself.

Someone raises a protest song, to the tune of a popular Christian chorus, its new words tinged with ethnic prejudice, and we take up the refrain:


‘Sani Abacha na goat, eh

Na goat eh

Sani Abacha na goat, eh

Ewu Hausa’



‘Sani Abacha is a goat, a Hausa goat.’

As we sing, clapping, drumming on plastic buckets, bits of wood, knocking stones together, more and more students pour out of the hostels and from the classrooms to join us.

In my four years at university, it is the first completely spontaneous, unorchestrated student demonstration I have witnessed. We move in a crowd, along the bare earth road, across the open field, to the female hostels, where many female students are also emerging, their anger equally palpable. They join our march as we form one mass heading towards the university gates, about fifteen minutes’ walk from the centre of campus. The mood is a mixture of mourning and anger, and as we sing and march, many students scramble up the trees lining the driveway into the campus. Breaking off branches, they hold them aloft, signifying our protest. A few passing cars slow down because the crowd fills the road. We hold out branches to them. They toot their horns in solidarity.

At the university gates, the crowd stops, suspended.

Since the tragic student protest at the Ahmadu Bello University years before, a tacit agreement that the Nigeria Police are not allowed on to university campuses has existed. At ABU the police invaded the campus, shooting at protesting students. They left four students dead and wounded many others. One recommendation from the panel of inquiry into the tragedy was that the police must stay off university campuses unless explicitly invited by the Vice Chancellor. In previous demonstrations, we have taken advantage of this, ranging ourselves against the school gates to taunt the helpless police watching only from outside, shouting warnings through a loudspeaker. Occasionally, they lob canisters of tear gas at us, and a few brave students run forward, picking these up with handkerchiefs. Still trailing stinging smoke, they lob the canisters back, sailing over the gates to land outside, causing pandemonium in the police ranks.

Ordinarily, there is an almost good-natured aspect to these protest rituals and the insults we trade with the police, but on this November evening, we know it is different. Our anger is more real, rawer than at any time past.

The implied flip side of the tacit agreement is that any students who carry a protest beyond the university gates become fair game for the police and the military. So we linger at the gates, mulling over taking that irrevocable step. We continue singing lustily, but are unsure what to do next.

One student, lifted high on the shoulders of his friends, urges us on, to breach the gates, to march to Government House, seat of the Governor of the State, symbolic local seat of power. These are unusual times, he says, and if we are not willing to risk our lives, how can we ever demand a better Nigeria? The crowd cheers and applauds his fiery speech, and as he bursts into the Christian chorus often sung at student protests, we join him, the women’s soft sopranos in stirring contrast to the deeper male voices:


‘Today, today, tomorrow no more

If I die today, I will die no more’



Our singing is loud, lively and heartfelt, and the crowd is stirred again, moving slightly towards the gates, but pulling back as we see the police vans begin to gather, filled with unsmiling men in full combat gear.

Another student mounts a concrete pillar by the gate, his voice ringing out. He is a mature law student, perhaps in his late thirties or early forties. He urges us to put down our branches and go back quietly to the hostels, reminding us of the carnage in Lagos when Abacha as Chief of Defence unleashed armoured tanks on civilian protesters.

‘The man is ruthless,’ he says. He tells us he is a final-year student with only a few weeks to his final exams. The exams have already been put back more than once because of all the previous strikes and enforced breaks, he reminds us, then pleads: ‘Our lecturers are working tirelessly to make sure we make up for lost time, graduate on time. Let us not sabotage their efforts.’

The next voice I hear is a surprise. It is my charismatic classmate, room-mate and friend Tony, recently elected to the student union executive. He has ripped his shirt off, exposing his muscled torso, wearing just denim shorts, sweat pouring off his brow. Addressing the crowd, he counters the law student’s arguments.

‘Look, I am a medical student, in my fourth year, I too have spent more than four years in school, so I should be just as eager to get on with my exams and graduate as soon as possible.’ He pauses for dramatic effect, then continues: ‘But there is a bigger question than just graduating. What sort of society are we graduating into? Where are the jobs we are going to do when we graduate? What sort of lives do those who have already graduated have? What kind of country will we live in with our degrees? No,’ he urges, ‘let us not be short-sighted, let us press on with our protest, into the streets of Enugu to mobilise the ordinary citizens and show Abacha that the people of Nigeria are not pawns in his chess game. He cannot kill all of us.’

It is a rousing speech, but the hesitation at the gate, the gathering police and the pauses for debate have planted seeds of doubt and fear, puncturing the sense of urgent defiance with which the march started. Many begin to reconsider, and small groups, resigned, break off, beginning a slow, silent march back to the hostels.

I walk with Tony, feeling utterly powerless, and as we ascend the steps to our room, we sigh, shake our heads and exchange a hug of despair, solidarity and brotherly love.

The next day, despite our restraint at the gates, the university, like all others across the country, is closed anyway.










Short Postings

A couple of months later, as the country returns to an uneasy calm, now firmly under the grip of a dictatorial Abacha, we return to the university. The rhythms of clinicals, now familiar, continue. Between eight-week blocks of medicine, surgery, obstetrics and paediatrics, we undertake Short Postings, three weeks each in radiology, dermatology, ophthalmology, otorhinolaryngology (ENT), orthopaedic surgery, accident and emergency and psychiatry.

Radiology sessions are held every morning in a dimly lit set of rooms off the long corridor running through the heart of the hospital, not far from theatre. The subdued lighting in the Radiology Department is perhaps to enhance the illuminated X-ray films clipped to lightboxes around the room, like an exhibition of abstract paintings in an art gallery. Here, we begin to make sense of X-rays, to identify what is normal and abnormal in the grey shadows of the characteristic X-ray film familiar to most people. We find, with childlike wonder, that after just a few lessons, we can pick out abnormalities. ‘I think there is a cavity, there,’ one of us will say tentatively, pointing at a darkened oval shadow on a chest X-ray. ‘I think the patient may have tuberculosis.’

Again, that sense of an initiation returns. Eyes opened, we now discern meaning in shadowy details on these flat sheets of grey and white, details that mean nothing to the uninitiated.

Many of the radiologists are women. My female classmates note approvingly how family-friendly the working patterns are. It is rare for a consultant radiologist to be called in at night. The long, tedious on-call hours spent on hospital premises are rare, too; radiologists often answer on-call queries from the comfort of home, even the most junior registrars.

Apart from X-rays, we also spend time in the ultra-sound room, becoming familiar with the machines, and more importantly, learning to read the scans. We learn a little about CT scans and how to read them, but only glancingly, as our hospital has no CT scanner.

Doctors managing patients with head injury must depend mostly on clinical signs to reach a diagnosis as skull X-rays are limited in their usefulness, we learn. Our lack of a CT scanner throws into relief again the mismatch between our reality and the British and American textbooks we use. They refer frequently, casually, to CT scans, in a way that assumes that one exists and is used routinely.

Our psychiatry lectures are held in the small Rotary Theatre, next to the College of Medicine office. Donated by the Rotary Club of Enugu, it is where we become familiar with the work of Freud and Jung. These lectures are the only time in our clinical years when we are taught by a professor who is not also a medical doctor. Ebullient and extravagant in his gestures, the bearded professor is a German trained clinical psychologist, prominent outside the hospital for the pioneering charity for children with mental disability he has established with his wife.

He first alerts us to the cultural context underpinning psychiatry theory and clinical practice with an anecdote of returning to Nigeria with his German wife and their baby, and the resulting conflict in child-rearing practices. His Igbo family members and friends could not understand how he and his wife could heartlessly ignore the crying baby without picking it up, standard Igbo practice. In Germany, where they had been living, the practice was to leave the child to cry it out.

The class gasps in horror when he describes the German way, and a classmate near me whispers under his breath, ‘That explains the Nazis, no wonder they were so cold-hearted.’

For psychiatry clinical sessions, we attend the Psychiatric Hospital, thirty minutes by bus from the teaching hospital, in the suburb of New Haven. As in other postings, we join the residents and consultants on ward rounds and outpatient clinics.

One afternoon, we stand round the outpatient consulting room, watching a registrar review a patient discharged from the hospital a few months ago, following admission and treatment for schizophrenia. She is back for her first follow-up check. In her forties, wearing an abada blouse and wrapper and rubber flipflops, she sits beside a man of about the same age, a relative, it seems. He wears a worried look.

The registrar greets her by name and asks how she is doing.

She says, ‘I feel fine, very fine…’ but is cut off by a sudden gust of wind slamming the consulting room door shut. It had been propped open to allow some air to circulate in the still, warm afternoon.

Breaking off her answer, she abruptly demands in an exaggeratedly refined English accent, ‘Who shut that door?’ With a finger, she stabs the air, pointing towards the door.

The registrar tentatively proposes that no one shut the door, that the wind is responsible.

‘No,’ she asserts. ‘Someone shut it. I saw them.’

Her relative rolls his eyes, stares upward, but the registrar is unfazed.

‘Why do you think the person shut the door?’ he asks softly, reasonably.

She lifts her shoulders in a dismissive shrug. ‘Best known to them.’

Another day, on a ward round, a patient we later name ‘Mystery Man’ says to my classmate, Chinedu, urgently grasping the sleeve of his white coat, ‘In a ward full of grown men, they send this small girl’ (pointing to one of the nurses) ‘to give out drugs to us, is it not a mystery?’

‘It is a mystery,’ Chinedu hastily agrees, to the suppressed tittering of our classmates.

One night, I walk to Moorehouse, a street not far from the teaching hospital, where there are a few drinking joints. They are not bars or restaurants, just groups of chairs, benches and tables strewn on the front yard of a few houses in a quiet residential street.

I go there occasionally to unwind over a bottle of beer and a bowl of spicy chicken pepper soup, listening to the street music of the local boys. Not unlike rap artists, they improvise witty chants and songs in Igbo, accompanied by a melodic ogene. The songs refer to contemporary events, or even incorporate things happening right then, perhaps teasing a passing waitress. As their music draws applause and tips from drinking customers, they make up praise songs in gratitude.

Moorehouse is a favourite haunt of medical students and house officers; it’s conveniently just a half-hour walk or five-minute drive from the hospital. We usually go in a classmate’s car, but this evening, seeking solitude, I walk all the way from the hostel and am now walking back. The route passes through the dark, deserted market and Old Motor Park opposite the prisons, all eerily silent at this time of day. This heightens my sensitivity to unusual noise or movement, especially as I am alone.

There is a bright full moon, which helps light my way, and approaching the grand Catholic cathedral adjacent to the market, I sense someone walking ahead of me. His matted hair and torn clothes suggest he is one of the mentally ill men and women who roam the precincts of the market during the day scavenging for what they can.

As I approach, he lurches ahead, oblivious to my presence, apparently in a deep conversation in Igbo with someone I cannot see.

‘It is enough,’ he says. ‘All this walking is enough. You said I should walk from Garki to Obiagu, I have. Now I am tired, and you still want me to continue … I say it is enough …’

It is a moving, forceful, seemingly heartfelt plea, exposing his helplessness in the face of the forces driving him to keep on walking. As I listen, our recent lectures on schizophrenia come to mind, and I wish, standing out there outside the market that night, that there was something I could do to help this tortured man.










Casualty

The consultant in charge of Casualty, as the Accident and Emergency Department is called here, is tall, muscular, and has a luxuriant bristling moustache. A Russian trained surgeon, beneficiary of a Cold War scholarship, his strong Igbo-accented English booms through the cubicles of Casualty whenever he is present. Calm and efficient, often in sharply cut double-breasted suits, he directs his team of doctors and nurses with confidence, unflappable, even in the centre of the chaos that often erupts in Casualty.

Work here seems to ebb and flow without any discernible pattern. One minute it is quiet, with only one or two patients in the cubicles. The next minute it kicks off, with all the action of running feet, shouted orders and speeding trolleys of the film and television emergency room dramas. The loud wailing of patients and their relatives add something not often heard in the English and American dramas.

One day, about noon, a young man lying in a wheelbarrow is wheeled through the small gates in front of Casualty. A man dressed in the white woven shorts and loose top uniform of convicted prisoners pushes the barrow. The occupant of the wheelbarrow, similarly dressed, is dreadfully emaciated; the shiny steel handcuffs round his wrists seem in danger of sliding off. He slumps languidly in the bowl of the wheelbarrow. It is not clear if he is conscious. From time to time, his fragile frame is wracked by a hacking cough. Two prison officers in quasi military uniform accompany the men. It appears they have come from the nearby prison. We pass its ominously looming high walls each day on our way to the hospital.

The consultant approaches, trailed by a train of medical students. ‘What is the matter?’

‘He collapse this afternoon, sir, is like he fainted,’ the warden replies.

‘I am not surprised he collapsed, just look at him, look how thin he is. Unu a na e nye ya nni? Do you feed him at all?’

The prison officers exchange a fearful glance, then the prisoner who has wheeled him in pipes up.

‘E no dey chop.’

Apparently, the patient refuses food and insists on only smoking cigarettes. When he has no cigarettes left, he cuts up pieces of his foam mattress, rolls them in paper and smokes those.

The consultant dips his hand in his suit pocket, extracts a note from a sleek wallet and asks a porter to go and buy a bottle of malt for the patient. He asks the other prisoner to wheel him into Casualty. As he does this, there is a gurgling sound and the patient slumps lower.

The consultant bends to examine him. He shouts for an ambubag, but we can tell from his face there is no hope. We are shocked by the suddenness of the death, but the prison officers and the other prisoner do not miss a beat. Immediately, they thank the consultant for his time and effort, swing around, wheelbarrow and its occupant making a 180-degree turn and head back to the prison.

The makeshift wheelbarrow ambulance has become a hearse.

The consultant calls them back, asking if they do not require a death certificate. The officers pause to confer in whispers and then, in unison, affirm that a death certificate will indeed be needed. As the patient has not even been registered, one of them is despatched to go and register and secure a case note folder for the now deceased patient. When he returns, the consultant inserts a single sheet recording his brief interaction with the man.

Bearing their sad burden, the party of three head back to the prison. Not long after they leave, the porter returns panting, a sweating bottle of Maltex in one hand, change for the consultant in another.

We are on a ward round in Casualty, the consultant leading two or three medical students. It is quicker and much less elaborate than in medicine, until a staff nurse, peeking through one side of the curtained off cubicle, interrupts our steady progress. A young man has just been admitted, and Sister thinks the consultant should come and review immediately.

‘What’s the case?’

Her voice drops, forcing the consultant to lean forward. She whispers urgently, and the consultant booms, striding after the staff nurse, ‘Me-cal students!’ He has a way of eliding the second syllable in medical. ‘How many of you have come across a case of priapism before?’

The new patient, in his early thirties, neatly trimmed beard, well groomed, lies on the bed, a pile of cloths heaped above his middle. At the consultant’s urging, with eyes averted, he explains his predicament. Anticipating a new girlfriend’s first visit, his friend recommended he buy from the mai suya on his street, a sachet of bura ntashi, the legendary ‘manpower’ stimulant from Northern Nigeria. Taking it shortly before her agreed arrival time, he has waited and waited but she never arrives, leaving him with this implacable erection. Having tried masturbation, ice blocks, everything he can think of, he has become desperate and called a taxi to take him to Casualty.

The consultant despatches an urgent referral to the Urology team and the ward round continues.

Later we watch, wincing, as the Urology registrar inserts a wide-bore needle into the penis, syringing copious amounts of blood out. It looks excruciatingly painful, even though generous amounts of local anaesthetic are used. Process complete, the offending member is trussed up in white bandages, and covered with a sheet.










Infertility, Miracles and Catching Babies

On a hot afternoon in the wood-panelled prefabricated Physiology theatre, we wait for an obstetrics and gynaecology lecture. Most lectures in this, our fifth year, are held at the hospital in the morning before ward rounds or clinics. For some reason – the professor’s convenience, perhaps – we meet today in the late afternoon on the university campus.

The professor, tall, dark-complexioned, in a simple ankara shirt over trousers, picks a piece of chalk from the lectern, walks over to the blackboard behind him, and writes a single word:

Infertility

He underlines it, then, says it out loud, his strong Anambra Igbo accent rendering it ‘Infer-ti-ri-ti’.

The class titters.

He pauses until silence is restored and with our eager pens poised over our notebooks, continues.

‘In England and the USA, a couple meet, fall in love and get married. In the process, they may or may not decide to have children.’

He pauses for effect. We wonder where he is going.

‘In Africa,’ he continues, ‘couples marry to have children. In the process, they may or may not fall in love.’

As the theatre erupts with laughter, his face turns stern, serious. ‘Don’t laugh! This is the truth. Therefore, for you, as doctors working in Africa, infertiriti is a vely vely important issue.’

His assertion rings true.

We all know women in our families and communities whose marriages fall apart under the pressure of trying to have children. There are numerous plays on this theme on television, many novels, many short stories. They tell of the anxious desperation that drives many of these women, even the most accomplished, to dirty side-street herbalist shacks, downing unknown, disgusting concoctions, or to prophets and prayer houses, seeking a child to secure their marriages, their places in society.

And it is the women, always the women; because among our people, it seems, the inability to have children is always the woman’s problem.

As the professor elaborates, highlighting the different kinds of infertility-primary, where conception has never taken place and secondary where a previous pregnancy has taken place, an empathetic hush falls across the class. The professor emphasises the delicate nature of the tests conducted when investigating infertility. He talks of the challenge his patients face persuading their husbands to accompany them to the fertility clinics. He discusses the psychological trauma infertility inflicts and enjoins us to always be patient and sensitive when seeing these patients.

A few days later, we are in a consulting room in the Gynaecology Outpatient Clinic. The consultant, dapper, fatherly, like a suave older uncle, wears an elegant dark suit, white shirt and dark tie. We observe the consultations as he sees patients. As each leaves, he briefly sums up learning points from her case.

The last patient enters, a young woman, about thirty-five years old. She is plump, well groomed, in an ankara up-and-down. Simple gold earrings glitter at her ears and a slender gold chain encircles her throat. Beaming, she clutches a sheaf of laboratory test reports, wedged against her shiny black leather handbag. Her familiar warm greeting and the bulging tattered file containing her case notes indicate that she is obviously an old patient, a repeat customer.

The consultant ushers her to sit, reviews her lab results, and passes them round to us, as he congratulates the woman. The reports include a positive pregnancy test, and a barrage of other general blood tests to assess her health. Everything is within normal limits, the consultant gives her a cursory general examination, then sends her to register for the antenatal clinics.

She leaves and he passes her case notes round. A skim read reveals her story. Married ten years without a child, she first came to our consultant three or four years ago, after trying a variety of doctors, midwives, herbalists and prayer houses. About six months after her first visit, her husband finally, grudgingly, accompanies her to see our consultant. The consultant has insisted he attend, having found nothing significant in her tests. His sperm count test results are recorded in the folder: the single word ‘azoospermia’ written in capital letters at the end. Unusually, he has had additional tests, including a testicular biopsy. They all indicate that he will never be able to have children.

However, there is an old antenatal card stuck at the back of her case notes, and the consultant had asked after her husband and son. The case notes confirm that she successfully delivered a healthy baby boy at our hospital two years ago. We are puzzled and look to the consultant for answers. Has she remarried, had some pioneering treatment?

‘Miracle! This is wonderful,’ exclaims one classmate, a very active member of an evangelical student fellowship.

Our consultant smiles wryly, reaches for the woman’s case notes, and with care, isolates the pages with the husband’s results. Ripping them out, he tears them into small pieces, tucks them into his trouser pocket, and addresses us:

‘As obstetricians, you will see many sensitive, delicate and complex issues. You people will need to think very carefully about the consequences of whatever you choose to do.’

He describes the woman at her first visit, almost delusional with the trauma of her infertility, and the ecstasy she and her husband displayed when she first got pregnant and then when she had her first baby. Now a second baby is on the way, making the happy family complete.

‘Perhaps it is indeed a miracle,’ he concludes, ‘but if it is not, who am I to pour sand in their garri?’

We leave the clinic stunned, and over the next few days we engage in furious debates over the rights and wrongs of the case.

History-taking in obstetrics and gynaecology is fraught with the sudden revelations of sensitive information like this. Asking about the frequency of sexual intercourse, previous pregnancies, previous terminations of pregnancy are all difficult. The difficulty is complicated often by secrets – secrets husbands withhold from their wives, or wives from their husbands. Stories of secret children by girlfriends or mistresses, of earlier pregnancies terminated, earlier warnings following accidents or illnesses that they may be unable to have children.

We begin to understand why the bond between our patients and their obstetricians and gynaecologists appears so strong.

The obstetricians seem materially better off than the other doctors, especially the physicians. Better dressed, driving sleeker cars, a whiff of expensive designer cologne often wafts through their consulting rooms. The key, it is said, is their lucrative private practice.

They also, generally, seem more cultured, milder-mannered than the surgeons. They regularly perform operations in theatre – gynaecological procedures and Caesarean sections – so the surgeons cannot as easily dismiss them as effete as they do the physicians. With its material benefits, close bonds with patients and a pleasant work culture, obstetrics seems like a good specialty and it becomes a popular potential career option for many.










Labour Ward

It is late at night, and the low-slung buildings of the hospital are enveloped in the eerie stillness that sometimes descends on it. Most patients are asleep, or at least settled for the night. The corridors have settled into a quiet emptiness. An hour or two before, they hummed with trundling meal carts carrying supper to patients, porters wheeling patients to and from theatre, nurses going to pharmacy, junior doctors chasing laboratory results and X-rays. Now, only the footsteps of an occasional lone junior nurse or doctor hurrying on a last-minute errand for an urgent prescription or blood sample disturbs the peace.

I am sitting in the Labour Ward, with a couple of other medical students and the duty midwives. We are on our obstetrics posting, to observe the application of the theories and methods from our lectures. We are learning how to assess the stages of labour, and compete for the chance to do hourly checks on the women in labour. Here, we learn to listen with the horn-shaped foetal stethoscopes to the baby’s heartbeat. Here, we learn to take the kidney dish and pile of swabs into the cubicle, to pull on gloves, then appeal to a woman in distress to spread her legs. Then, searching with our gloved fingers for the mouth to the cervix, the cervical os, we try to gauge how wide the opening is, using our fingers, to determine if labour is progressing smoothly. We watch the midwives do it, describing what they are doing, and then in true ‘see one, do one, teach one’ tradition, do it ourselves. Some of the women are stoic, grunting. Others more vocal. We have not yet come across the mythical potty-mouthed woman raining curses on her husband for putting her here, although the midwives swear it happens often. It is a quiet night.

I watch the senior midwife on duty, fair complexioned, smooth skinned, full-figured, as she carefully tucks a loose braid back beneath her blue surgical cap. Her cap is crisp, fairly new, befitting her status, while ours are ragged.

The midwives teasingly remark how green and naïve we are, as they do with each set of medical students. It is difficult to imagine that in barely a year, they will defer to us as new house officers, will seek our advice on how to manage a patient, asking us to prescribe, will invite us to come and stitch up episiotomies, take instructions from us.

Tonight, there is only one patient in the Labour Ward and the midwives pray that it stays quiet. We do not. We must each watch fifteen deliveries and ‘catch’ five before our final obstetrics examinations. All must be signed off in our grey posting books or we will not be allowed to take the O&G 4th MB exam, only a few months away. The loud ticking of the Labour Ward clock seems to emphasise how little time we have left. One midwife asks how far we have each gone, and as we chorus answers of two and three, she reassures us we will meet our quotas before the month is out. ‘Sister Ifeoma will come back next week – she has been off duty, after her nights. She always attracts patients.’ Apparently, her shifts are always busy, many women inexplicably going into labour whenever she is on duty. It is a theme we encounter again and again, from obstetrics to accident and emergency, from paediatrics to medicine. The conviction that certain doctors, certain nurses, ‘attract’ patients. Nurses looking at newly published rotas, will frown seeing they are going to be on duty with one of these blessed (or perhaps, cursed) individuals.

I notice the huge leather-bound book on the table in front of us, The Delivery Book. After each delivery we meticulously record the mother’s name, time of delivery and the baby’s weight in it. The book looks ancient, its earliest pages fraying. To pass the time, I begin to flick through it, scanning the pages for anything unusual – a particularly large baby, an unusual name, an especially young mother. I read out interesting bits.

‘Look, this must be that young woman who reads the news on television, can you imagine she only weighed 2.5 kilogrammes at birth?’

‘Wow, this woman had a 4.9 kilogramme baby by normal delivery!’

The midwives interject with personal stories, asides, about famous people they have delivered or the biggest normal delivery babies they have encountered.

Soon it is time for the next check on our lone patient, and we follow the midwife into the cubicle. The young woman lies on the couch, softly moaning, an intravenous infusion running into one hand. Before we go in, we glance at her card, confirming that she is gravida 3, para 1 plus one or (G3 P1+1) as on her chart. This is obstetrics for saying she is currently pregnant (third time: gravida 3), that she has carried a previous pregnancy to term (para 1) and has had one previous pregnancy that ended before twenty weeks (+1). The midwife speaks softly, her tone soothing, as she examines the woman and we catch the frown darting across her face as she withdraws her hand, pulls off her glove and drops it in the bin. Rearranging the wax-print cloth covering the woman’s lower body, she reassures her that she is making good progress. Then she beckons to us to leave the cubicle with her.

Back at the table, the midwives’ station, she frowns, scribbling on the chart. Looking up, she explains she is not happy with the woman’s progress. Despite the oxytocin infusion prescribed a few hours ago, not much has changed in the cervical dilation or the frequency of contractions. ‘Who is her consultant?’ she asks, flipping the chart over. It is Dr Omako, one of the younger consultant obstetricians, with a reputation as something of an enfant terrible. Irreverent, blazingly bright, his patients fiercely adore him, as is common in obstetrics. The consultant-patient relationships in obstetrics are unlike anything we have encountered in other specialties. In medicine, surgery and paediatrics some warmth develops over time between doctor and patient, but this is nothing compared to the intense bond between the obstetrician and his (always his, none of the consultants are women) patients. With the older consultants, it is fatherly, the obstetrician gently chiding the patient when she has not followed his injunction to take more rest, eat more healthily, lose some weight. With the younger consultants, it tends towards a more complex, almost flirtatious relationship.

We hear a car pulling up outside the Labour Ward. A door slams, and we watch, eyes widening, as a casually dressed Dr Omako grips the railing in front of the Labour Ward and vaults over, rejecting the longer route up the steps and along the corridor. Appearing in the ward, enveloped in a fug of alcohol and cigarette smoke, he asks how the night is going.

One of the reasons his patients love him, people say, is that he guarantees them a rapid, relatively painless labour. He also often pops in at night to check on his patients, even when not on call.

The senior midwife explains the lack of progress with our single patient. Asking for her card, he notes what has been done so far. Signalling to us to follow, he strides into the cubicle where the softly moaning woman lies. He asks for gloves, and swiftly pulls them on. After examining the woman, he performs the cervical sweep for which he has a reputation, a single-handed quick rotation of his fingers round the cervix, alleged to stimulate and hasten labour. Then he asks the midwife to prepare an additional shot of oxytocin, which he injects into the intravenous fluid bag over the patient’s head, as he says, ‘Medical students, look away now!’

The dose of oxytocin he has just given is well beyond the maximum prescribed in Obstetrics by Ten Teachers, our Bible. Turning to us, he warns that if in the exam he asks us how to manage poor progress in labour, and we describe what he has just done, we will fail.

He says to the woman, in Igbo and English, ‘Madam, don’t worry, I ga amu nwa a kita. You’re going to have this baby now, now.’

He asks the midwife to stay with the woman, returning with us to the midwives’ station. There he fires rapid questions on obstetrics at us, giving succinct but detailed reasons why we are wrong when we answer incorrectly. In minutes, the midwife calls out that the woman is now fully dilated. Rushing back, we surround her, as with legs spread, gripping her ankles under the midwives’ direction, she begins to push. From time to time, the midwives ask her to pause and save her strength for the next contraction. From her mouth, the sour smell of her saliva-dry, fluid-deprived body fills the cubicle. One more push, a rush of blood and fluid and the baby emerges head first, covered in the whitish yellow, cheesy vernix caseosa all newborns are covered in. The senior midwife deftly clamps and cuts the umbilical cord, shouting to us to note the time. She hands the baby to a waiting colleague who receives it, together with the forceps still dangling from the umbilical cord in a clinical green cloth. She presents the baby, genitals first to the mother, asking in Igbo:

‘Kedu ihe I rita? What have you gained?’

The exhausted mother leans forward and gasps, ‘Nwoke, a boy, thank God,’ before collapsing back on to the pillows. The midwife whisks the baby away to a plastic platform laid out with the cylindrical suction bottle and tubing. As she moves, she thumps the baby gently and he lets out a wail. Putting one end of the suction tube in the baby’s mouth, another in her mouth, she sucks, drawing mucus and fluid from the baby’s airways into the small plastic bottle to which both sets of tubing are connected. As she sucks, she examines the baby rapidly, pausing just long enough to answer Dr Omako’s query: ‘What’s the Apgar score?’

‘Ten,’ she replies confidently.

We all relax, it is the maximum score. The Apgar score, devised by American anaesthetist, Virginia Apgar is used to measure a baby’s health at birth and at five minutes after birth. It is one of the first things we learn in the Labour Ward, assigning scores of between zero and two for breathing, colour, heart rate, muscle tone and reflexes. Satisfied, Dr Omako takes his leave. We hear a thud as his feet hit the ground, having again leapt over the railing, then his car starts, and he drives off.

The suctioning midwife completes the task and begins to clean the baby with cotton wool and olive oil. She pours the oil from a yellow-capped bottle retrieved from the birth bag the mother has brought with her. Then she weighs the baby in the large scales at one end of the ward, puts him in a disposable nappy from the bag, and wraps him in a shawl, again from the bag. She places him gently, with a smile, beside his mother, who thankfully has not required an episiotomy.

The proud father, starving, has gone to get something to eat, having kept vigil since early afternoon. I imagine him, in one of the corrugated iron shed bukas that line the railway line, opposite the hospital. I picture him shovelling spoonfuls of rice and a watery beef and tomato stew into his mouth, in a hurry to return to his labouring wife. He has just become a father, but he does not know it yet.

Back at the midwives’ station, I continue to flick through the leather-bound birth record book, where the midwife has just added our new arrival’s details. I notice it goes back to the seventies, and with trembling fingers, I seek the pages for November 1970. Soon enough, I excitedly exclaim to my classmates and the midwives, as I find the record of my own birth, in this same hospital.

They crowd round reading the line entry with my mother’s name, baby’s sex, weight, date and time. Someone quickly converts my birth weight recorded in pounds to kilograms and they tease me about having been a big baby.

A minute later, I leave the room and stand outside on the corridor. Watching the moon glow palely in the intense blue-grey sky, I listen to the renewed stillness of the hospital, imagining the morning of my birth in this same place, many years before.

Another night, at the midwives’ station, the hospital is quiet as usual. I sit in a corner, trying to catch up on my paediatrics revision. My classmate and friend, Nnenna, sits with the midwives at the main table, exchanging banter. A car pulls up, the guttural stutter of its engine breaking the silence. Nnenna and I perk up, looking expectantly at the door. Perhaps our vigil tonight will not be in vain.

A young couple make their way up the corridor. The man, tall and dark, moustache neatly trimmed, is fashionably dressed in jeans and polo shirt. His wife, grasping his right arm for support, clutching an overnight bag, is lighter skinned, her skin a rich smooth brown. She is pretty, even with her face twisted in a grimace, and wears a loose-flowing brightly patterned adire boubou. Her back is arched, and she drags her carefully manicured feet, purple painted nails peeking out of her leather slippers, as they make their way into the ward. The midwife and I settle her into a cubicle. Nnenna joins us a little later, from the bathroom where she has gone to ‘ease herself’.

Walking into the cubicle, she startles us with a shriek of warm recognition. The new patient, Ifeoma, is her classmate from secondary school. Nnenna holds her hand, stroking it tenderly. The midwife measures the frequency of Ifeoma’s contractions, one hand splayed on her belly, feeling for the rhythmic tensing of the mound that comes in waves. Her other hand holds her watch, using the second hand to check the frequency of contractions. Nnenna’s friend is in early labour, the midwife announces, but she isn’t happy with the strength of the contractions. She suggests Ifeoma be admitted for observation and sends the porter to ask the doctor on call to come and review her.

While we wait, Nnenna and Ifeoma catch up on old friends from school, between gasps and grimaces from Ifeoma as new contractions sweep over her belly. I chat with her husband. He is the local branch manager for one of the new banks in town. A cousin of mine works for the same bank and it emerges they are friends. With these common connections, we chat animatedly, like newly introduced guests at a drinks party, which feels odd, given the circumstances.

The harried registrar walks in from Casualty where he has been seeing a patient with a gynaecological emergency. After examining Ifeoma, he agrees that although she is in labour, it will be a while yet before delivery. He confirms he will admit her, as it is her first pregnancy, and they live far from the hospital. It is getting late, so I say goodbye and head back to the campus. Nnenna offers to stay a little longer to keep her friend company, reminding me that by leaving, I might miss one delivery for my record book.

The next morning, settling into the classroom before lectures, I walk over to ask Nnenna how her friend is doing. She has made progress but is still far from being fully dilated. We agree to meet later, after the day’s lectures and ward rounds to check on Ifeoma in the Labour Ward.

When we arrive, a new shift of midwives is on duty. Two more women in labour have arrived during the day. We walk over to Ifeoma’s curtained off cubicle where she lies, an infusion strapped to her hand. Apart from her grimace at each contraction, unlike last night, she is obviously unhappy. The consultant has just reviewed her, she explains, biting her lip between words, he says she needs an emergency Caesarean section. Her labour is progressing slowly, and while the foetal heartbeat is fine with no signs of distress, he is worried that if he does not intervene soon the foetus may tire, becoming distressed. He has asked Ifeoma and her husband to prepare for the likelihood of a Caesarean section. Nnenna silently indicates that she would like a moment alone with Ifeoma. Leaving, I hear her firmly remonstrate:

‘Ifeoma, what is it? O gini? A Caesarean is a straightforward operation.’

Minutes later, Nnenna walks outside to meet me standing with Ifeoma’s husband. He is pacing up and down the corridor, the classic caricature of the expectant father. Nnenna calls him aside. They confer briefly, her urgent words eliciting several vigorous nods. As they conclude the conversation, he plucks his car keys out of his pocket and heads for his car parked by the ward.

Nnenna walks over to explain. Ifeoma’s distress is not just about the surgery. She fears her mother-in-law, a village farmer without Western education, will disapprove of her having her baby ‘cut out of her’, that it will be one more confirmation of Ifeoma’s unsuitability for her son. She has always believed Ifeoma, daughter of two successful Lagos lawyers, is too pampered and soft to take proper care of her son and Ifeoma can imagine her sneering: ‘What kind of woman cannot even push out her own baby without help from the doctors?’

Ifeoma insists her mother-in-law give consent before the operation goes ahead. Nnenna has suggested that Ifeoma’s husband go and bring his mother to the hospital. She has arrived a day before, ready for omugwo, looking after the new mother and baby. Nnenna hopes her presence will persuade Ifeoma to go ahead.

While we wait, the consultant returns to review Ifeoma. Examining her charts, he listens to the foetal heart again, putting the foetal stethoscope on one side of her belly, leaning forward, pressing his ear against it. Raising his head sharply, he asks the house officer to go and tell the theatre to prepare for an emergency Caesarean. At this, Ifeoma bursts into loud tears, Nnenna and the midwives murmur reassuring words.

Her mother-in-law arrives, a small, wiry woman, slightly uncomfortable in her expensive abada wrapper and blouse, gait unsteady in shiny new low-heeled leather sandals. The midwives give her sidelong glances, exchanging uncomplimentary whispers, as she is led into the cubicle. Soon we hear her hoarse voice, praying loudly, insistently, in Igbo, for several minutes. When she emerges, Ifeoma’s husband asks for the consent form, they sign, and she is wheeled to theatre.

The operation is without incident, and I return the next day to see the beautiful baby boy. Noting his size, I glance at the charts and confirm he weighs over five kilogrammes. It is no surprise she needed a Caesarean section.

Later, Nnenna tells me how Ifeoma broke down, hours after surgery, after her husband left with his mother. She is convinced her mother-in-law will never respect her now. ‘Imagine’, she can hear her say to the other village women. ‘She could not even push out her own baby!’

One morning, in the small gynaecological theatre, tucked away between the Labour Ward and the Maternity Ward, we watch one of the consultants carry out a procedure to remove a cyst. As he finishes, he whistles softly to himself, the gold chain around his neck glinting against the green of his scrubs. ‘Now,’ he says, softly, his gloved fingers moving deftly, assuredly, ‘I’m just going to do a little bit more, tidy up down here a bit, to help their marital bliss along.’ The patient does not hear him, she is under anaesthesia, and so is unaware as he sculpts and remodels her vaginal opening, ostensibly to make it tighter. Putting in the final stitch, he chuckles: ‘Her husband should come and thank me with a bottle of good wine.’










Catching Babies Further Afield

Our search for babies to ‘catch’ continues. As the 4th MB exams draw near, we begin to look beyond our hospital, to others nearby, to meet our quota of deliveries. Some classmates head for the general hospitals, where patients are said to stream in so fast you can complete all fifteen observations and five catches in a few days. More futile nights at the Labour Ward convince Nnenna and me to head for the Queen Elizabeth Hospital in Umuahia, two hours’ drive from Enugu. Securing a letter of introduction from the medical school, we prepare to leave the next day.

That morning, with Eke, a third classmate who joins us, we walk past the provisions stores, restaurants and chemist shops that line the entrance to our teaching hospital. We pass the piles of plastic buckets, jerry cans and other necessities piled high for sale to patients’ relatives. Patients often come to outpatient clinics for a routine check-up, only to suddenly find that they are being admitted. The shops around the hospital gate ensure they have everything they need, from buckets and plastic containers for bathing and drinking water, to Lucozade and glucose powder, handkerchiefs, pyjamas, towels and underwear. The convenience of the shops’ location, just by the hospital gates, is reflected in the hefty marked-up prices.

Hauling travelling bags to the main road, we hail a taxi for Garki motor park, where we can board an Umuahia taxi.

Entering Garki, trying to find the Umuahia taxis, we confront the usual frenzy of jostling touts, pulling at our bags.

‘Come this way, Aba bus is leaving now now.’

‘Okigwe motor is here.’

Angrily pulling away from their grasping hands, we shout that we are neither going to Okigwe nor Aba but Umuahia. We debate whether a bus, cheap, but with a long wait before it fills, or a more expensive Peugeot 504 saloon taxi with space for just four passengers, is best. We opt for a taxi but the wait for a fourth passenger is unusually long. The drivers leave the filling of vehicles to the garrulous conductors and touts, passing the time in the many food and drink sheds around. Crates of beer and plastic bowls filled with bottles of locally brewed spirits sit outside each shop, advertising their wares.

Finally, a fourth passenger appears, and our driver, a bearded young man, emerges, chewing on a piece of kola nut. Handing a few notes to the tout who has loaded the vehicle, he lets out a belch, fumes of alcohol filling the enclosed space. No wonder he is chewing the stimulant kola nut with such concentration.

The journey in any case is uneventful and at Umuahia, we cling to the backseats as three okada motorcyclists balance our travelling bags precariously on their handlebars, as we head up the hill to the Queen Elizabeth Hospital.

Arriving simultaneously, we pay the okada riders, looking up at the imposing hospital gates. Built the year Queen Elizabeth visited Nigeria, it is one of the best-regarded general hospitals in South Eastern Nigeria. When we find the Chief Medical Director’s office, his secretary welcomes us and we present our letters of introduction. Filing them, she calls for someone to take us to the rooms where we will stay. As at Bishop Shanahan in Nsukka, our status as medical students from the big teaching hospital in Enugu evokes respect, even awe. The messenger escorting us pauses often to announce to passing staff in the corridors that we are medical students from UNTH in Enugu here to do some high-powered work for a few days. We do not correct him.

He shows us into what looks like an abandoned private ward. It has two rooms and an adjoining bathroom. The bath is stained a uniform rust brown, having been used to store the iron-rich water flowing intermittently from the taps. Eke and I take one room, leaving Nnenna the second. We thank the messenger who, handing keys over, gives us directions to the Maternity Ward.

Once we’re settled, we walk to the Maternity Ward following the low-eaved open corridors, apparently standard design for hospitals of a certain age in South Eastern Nigeria. The ward is long, open, airy, light-filled, with beds lining both sides, and halfway along its length, there is a table with benches round it, for the midwives. We introduce ourselves to the three midwives, calling them all Matron as we have learned to do in Enugu. It is a tip from a senior registrar, early in our first clinical posting, when we were struggling to match the nurses’ uniforms and caps to their status: staff nurse and nursing sister, nursing sister and matron.

‘Look,’ he had said, ‘instead of trying to learn all the different ranks, uniforms and badges, just call all of them Matron. If she is a staff nurse or nursing sister, she will be flattered, if she is actually a matron, she will be happy you recognise her, you can’t go wrong.’

Far better, he warns, than to commit the mortal sin of calling Sister ‘Staff’ or Matron ‘Sister’.

Bitter experience confirms his wisdom.

At Umuahia, the midwives are friendly and welcoming, showing us round, introducing us to the new mothers nursing their babies. They also show us the labour room at one end of the ward, empty at the moment.

Later that evening, a commotion at the ward entrance announces a young woman, small-boned, light-skinned, projecting an unsophisticated beauty. She shuffles in, groaning loudly. A loose robe of rich brocade is stretched over her full round belly; her hair is elaborately braided. An older woman, her mother, judging from their striking resemblance, accompanies her. The younger woman, fingers snapping, shouts and sighs her way into the ward.

The midwives quickly move into action, one settling her into a bed, the other asking for booking details to retrieve her case notes. Another sends for the doctor on call.

There is something different about the new arrival, but I struggle to identify it. True, she is not wearing a wedding ring, but many expectant mothers remove them as their fingers swell in late pregnancy. It is something about her appearance – the inappropriate court shoes, the carefully made-up face, the elaborate braided hairstyle – all making her look incongruous, like a university student called straight out of a party to the Labour Ward.

She also seems rather needy, even by the low standards of the Labour Ward. She curtly barks demand after demand at her mother: readjust the pillows, change the position of the table fan, change the speed of the fan, massage my feet, massage my back. The midwives exchange glances at this litany of orders, rolling their eyes. One midwife pointedly asks if the father will be arriving soon. In the same moment the mother says yes, her daughter says no. They look embarrassed and the midwives exchange knowing looks. It appears there is a complicated social situation here.

The midwives examine her, just as the doctor, tall, bespectacled, young, only a few years older than us, casual in jeans and striped shirt, arrives. The midwife announces with surprise that she is almost fully dilated, and the doctor asks for gloves, repeating the examination to confirm. Rapidly removing his gloves, he asks for the immediate removal of the patient to the delivery room.

We rush to follow, Nnenna asking the doctor if she can ‘catch’ this baby. He agrees, Eke and I wishing we had had the presence of mind to ask first. We help move the patient, wheeling her bed up the slight incline to the delivery room. We transfer the patient to the delivery couch, taking up positions around it. Nnenna and the doctor are at the foot, the midwife prepares an area to receive the baby on one side, and Eke and I stand on the other side.

The contractions are obviously coming faster and faster, and the doctor, Nnenna and the midwife begin to urge her to push when the contractions come.

She does not do this.

Instead, she clamps her legs shut, rolling about on the bed, wailing in pain. More than once, she nearly falls off the couch, so frenzied are her movements. The entreaties from the doctor and midwife, initially pleading, cajoling and then becoming stern and curt, do not stop her agitation.

‘Do you want to smother your child? I choro I kpa gbu nwa gi?’ the midwife screams at her.

As she continues to thrash about, a grim look comes over the doctor’s face.

‘Medical students, out,’ he orders.

We scamper out to the corridor and as we scramble to peek through the high window looking into the room, we hear the sharp thwack of a hand meeting flesh, once, then a second time. We look at each other in horror.

The patient wails again, louder than she has before and then there is a panting, straining noise. The ward maid scurries out to invite us back in, and we watch the sweating doctor, assisted by Nnenna, take delivery of a healthy baby boy who immediately lets out a loud cry.

We help the midwives clean up; the doctor pulls off his gloves. As he tosses them aside, addressing us, but his eyes not meeting ours, he gruffly says, ‘Sometimes you have to take drastic measures with these women.’

He leaves the room.

Outside the delivery room, the new grandmother dances, swaying from side to side, rubbing her palms, lifting them upward in gratitude to God. At her side, three young men also dance, dressed fashionably but casually, as if coming straight from a nightclub. We soon realise that they have indeed come from a nightclub, or its sleepy Umuahia equivalent. The men smell strongly of alcohol and cigarettes and dance with the loud exaggerated merriness of the tipsy. As they dance, they repeatedly clap one, the presumed new father, on the back.

We are intrigued, but the full story only emerges the next day, relayed wryly by a nurse in a nearby ward who knows the families well. The father is a son of a prominent local businessman who opposes the couple’s romance, believing the young woman is a gold-digger. The son wants to marry her but as his job and lavish lifestyle largely depend on his father’s largesse, he does not dare defy him. Her pregnancy has failed to sway the patriarch, but the couple hope seeing his first grandchild will reconcile him to their match.

Each day, as visiting time approaches and the new father turns up with his friends, laden with expensive gifts, the young mother looks expectantly behind them. She keeps hoping her in-laws will give in and come to visit her and the baby. The midwives place bets on whether this will happen.

By the time she leaves the ward for home, two days after delivery, they still have not come.










Imoke: Standing on the Threshold

At the end of our fifth year in medical school, we move to Imoke Hall, the final-year medical students’ hall of residence, named after one of the earliest Western-qualified physicians from the region. Imoke sits just beyond the mortuary, at the foot of the hills which tower over the outskirts of Enugu and look down on the hospital. It is the only medical student hostel on the teaching hospital site, and moving there brings an end to our perennial transport struggles shuttling between the university and the hospital. Nestled in a remote corner of the hospital site, the hostel is a cube-shaped modern block of four floors. The airy front wing faces you as you approach and encloses the entrance and staircases. The back wing of the cube contains bathrooms and toilets for each floor and the two side wings each contain twenty rooms on either side on each floor. The four wings enclose an open central courtyard, and corridors running all around creating a sense of transparency, our activities open to each other.

For the first time, our class will live together in the same building. It is also our first experience of co-educational student living. Our female classmates live on the top floor, two to a room, while we males occupy the other three floors, three to a room. Moving into Imoke is significant. Our increasingly frenetic schedules of lectures, clinics, ward rounds and theatre days already mean we spend the best part of each day together, away from everyone else. At Imoke, we are now together all day, every day.

This heightened proximity, together with Imoke’s physical remoteness, eerily, silently separate from the unceasing bustle of the hospital, seems to signal our almost monastic withdrawal from the world, the bonds between us strengthening as we stand on the threshold of becoming doctors.

I do not know if Imoke’s isolated location, at the foot of lofty hills, is by design. Perhaps the idea is to focus our minds on the scale of the challenge ahead, but moving there certainly influences us. The silent oasis nurtures introspection, creating a space for us to gather and contemplate all we have learned over the last few years. On more than one morning, I stand on the corridor at dawn, looking out to the hills, pondering the enormity of the examinations that lie ahead and what the future holds.

An effortless intimacy springs up between us, living together, toiling towards the same elusive goals, seeing more of each other than ever before, learning what we each look like first thing in the morning, strolling along the open corridors, to the bathrooms.

There is a small kiosk on the ground floor, selling provisions, toiletries, soft drinks, beer and snacks. Run by an elderly man, we call him, as successive final-year students have done, Paa-pa. His wife, Maa-ma, a vivacious, enterprising woman in her sixties, soon learns everyone’s name. A rotating cast of relatives and servants help them run the kiosk. Apparently, they are both retired middle-level civil servants whose children are doing well in the US. They have secured the kiosk concession more to keep them occupied, than for profit. Their generosity and willingness to waive payments from hungry students, their evident good grooming, and Maa-ma’s stylish designer glasses, are all evidence these stories may be true. On most evenings, sometimes even during the day, while lectures and clinics go on, a small knot of male students are semi-permanently lodged in the open reception hall by the kiosk, drinking beer and playing draughts.

Towards Christmas, in our first few months at Imoke Hall, we put on a Christmas Carol concert. It starts as a joke, one evening when the dry harmattan winds are bearing dust into the hostel. A few of us, tired of studying and seeking a break, linger, chatting, in the open space in front of Imoke.

Someone begins singing a Christmas carol. Something about the harmattan haze, the bush fires on the hills overlooking us, the kites circling the fires, soaring and swooping, evokes childhood Christmases and we join the song. Then we sing another, and another. Passing classmates stop to join, others emerge from their rooms to swell the chorus. The impromptu singalong lasts a few minutes, but leaves us exhilarated, joyful. Someone suggests we form a choir. Another suggests holding a Christmas concert in the small refectory opposite.

Half-jokingly, we start rehearsals once or twice a week, then more and more people come to join. Onyebuchi, a classmate and choirmaster for a local Catholic church, joins and takes charge of the music, together with Ndidi who directs the gospel choir of a campus evangelical Christian fellowship. It feels good to have different cliques mixing in the choir, an unusual occurrence in our five years up to now. At choir rehearsals, irreverent beer-drinking, draught-playing boys chat and joke easily with demure evangelical fellowship sisters, pious Catholic students and everyone in between.

Just before Christmas, in the forlorn refectory, we take to the makeshift stage we’ve constructed, watched by most of our classmates, by Paa-pa and Maa-ma, and by a few residents of the small settlement halfway up the hill. A lecturer who lives nearby surprises us, turning up with her two children. We perform ensemble pieces, traditional carols in English and Igbo and jazzed up gospel versions. We perform solos, duets and drama sketches. Philomena, our tall, elegant classmate from our first morbid anatomy lecture, the one with the beautiful name, delivers a particularly haunting solo of Nana Mouskouri’s ‘Old Toy Trains’. As she sings the last few bars, the audience erupts in clapping and whooping.

A few days later, we disperse for a few snatched days of Christmas holiday, still flushed with the warmth ignited by the concert.










Di Amerika

One early January evening, a typewritten notice appears on the Imoke Hall noticeboard. Usually, it is filled with exhortatory tracts and sermons from various Christian student groups and the occasional message from our class rep, or the Yearbook committee.

The notice today is different. A few people gather round it, some laughing, some shaking their heads in wonder, some discussing it. Curious, I draw closer and see a neatly typed notice.

A young US-based Igbo professional, home on holiday for Christmas is interested in meeting a final-year female medical student for marriage.

The language is terse, unambiguous, like a notice advertising an old medical textbook for sale. Some think it is a practical joke conceived by the mischievous draughts-playing set, but it is so carefully produced, the language so crisp and earnest, we are convinced it is genuine.

The debate then moves to whether this is an acceptable way to approach marriage, some wondering why he is hell-bent on marrying a doctor. Some people share cautionary tales of Nigerian American men stuck in dead-end low-paying jobs who come home to marry doctors or nurses, as a golden ticket out of their predicament.

In these final few months, marriage is an important issue, mostly for many of our female classmates. Conventional wisdom suggests it is best to secure a husband now, while still a student, as qualified female doctors are allegedly often seen as over-qualified for marriage. Conversely, the marriageability of men is enhanced after qualifying as a doctor. We have celebrated the weddings of a few female classmates during the course of our studies, while others have recently become engaged. None of the men is married or appears to be seriously contemplating it. The Imoke car park is often filled with sleek cars belonging to visiting suitors, who head straight for the fourth floor, leaving the scent of their expensive cologne wafting down to us, provoking resentment.

Some long-standing romances between classmates begin to falter, their long-term future called into question, given the asymmetry between social perception of the male and female final-year medical students. Final-year men like us are not considered ready for marriage, but the women are deemed perfect for immediate marriage. For many, within and outside the medical school, at the top of the hierarchy of husbands, is di Amerika (an American husband) with the prospect of a prized Green Card, and in the case of medical student brides, the opportunity of lucrative medical practice in the US.

Walking back to Imoke from the Paediatrics wards after an evening taking histories, I choose the road going past Pathology. Many avoid it at night when it is deserted, especially as it goes past the mortuary, but it is shorter, and I am tired. Also, I welcome the solitude after hours on the Paediatrics wards, which I find elevating and draining in equal measure. Drawing near the turn leading to Imoke, I hear a car’s drawl, its headlights illuminating the road ahead. A fairly new Japanese saloon car slows, then stops beside me. A man calls out, ‘Excuse me, please!’

I walk over, wary but unfazed, since Imoke is within shouting distance. I assume he needs directions; perhaps he is a suitor visiting the fourth floor.

He is indeed a suitor, but of a slightly different kind.

Introducing himself in English, his American accent inflected with Igbo overtones, he asks if I am a doctor or a medical student.

‘I am a final-year medical student. I’m walking back to our hostel down there.’

He offers me a lift, as he is also headed there and needs directions. He opens the passenger door scenting the air with strong cologne. He asks where I am from, and discovering his hometown is not far from mine, we switch to Igbo. I give him directions till we are in front of Imoke, and as he pulls up, I thank him, reaching for the door. He asks me to wait.

‘Nwanna, brother,’ he confides, ‘I’m really looking for a wife, a medical student, a good wife material. Do you know anyone?’

Blindsided, I bite back a sharp retort; he has, after all, just given me a lift. So I grin, nod as if weighing up options and ask him to give me a few days to think. My plan is to see what my female friends think, especially as he seems pleasant and well spoken. I offer to give him my room number, so he can check back in a few days.

‘Echi kwanu? How about tomorrow?’ he pleads.

My face must convey my surprise at his haste, so he quickly adds, ‘I’m flying back to the US next week, and I will like to at least meet someone before then.’

Too stunned to disagree, I let him fix a meeting for tomorrow.

Walking into the hostel, I go straight to the fourth floor to discuss this strange thing with Chinyelu, a close female friend in our class. Not sure how to broach it, I ask, teasingly, if she would like a di Amerika as I have one on offer. I expect her to be dismissive at his desperation, but she takes it seriously, asking what he looks like, what he does, where he lives in America, how tall he is. Lacking answers to most of these, it strikes me how little I really know about him. I voice my misgivings to Chinyelu, backtracking, but she cuts me off.

‘You say he is coming tomorrow? I think I know someone I might introduce him to.’

‘Really? You want to dump Emeka for di Amerika?’ I tease.

I’ve met her fiancé, Emeka, a rising young Lagos banker.

‘No, there’s a friend I think he might work for …’

‘Work for? Are you serious? On what basis?’ I ask, incredulous.

‘Look, Ike, forget his approach! How do you think some of these girls flaunting American husbands all over campus met them?’

Her room-mate Ada walks in just then and hears the story.

‘Hmmmm, isn’t he the kind of man who is looking for a medical student at all costs?’

Chinyelu disagrees. In her view, a man who wants a doctor bride is just like a man who wants a tall bride or a Christian bride, just one in a list of desirable attributes.

I agree to bring him to Chinyelu’s room tomorrow, so she can appraise him, and if satisfied, introduce her friend.

I am surprised at my rapid result.

The next afternoon, someone taps at my room door. It is my friend, nicely dressed in a casual short-sleeved shirt, jeans and trainers. Seeing him clearly in daylight, I conclude he is presentable. I brief him on my progress, and as I put away my books, he hands me a plastic bag.

‘Doc, just a little thank you for your help so far.’

Thanking him, I warn that Chinyelu may not agree to introduce him to her friend, and even if she does, the friend may not like him, but he is ecstatic with what I have achieved.

We go to Chinyelu’s room, I introduce them, then quickly leave.

I hear nothing more till one morning the following week, when I bump into Chinyelu at the kiosk.

‘How far with your friend? Should I start ordering my best man suit?’ I joke.

‘Idiot!’ She laughs. ‘Didn’t your friend tell you?’

‘Tell me what?’

It turns out her friend did go on a date with my friend, but they did not hit it off. She refuses to tell me who her friend is, and I hear no more from mine.

Each time I wear the grey woven linen shirt he gave me, my room-mate, Tony, knowing the whole story, says, ‘You’re wearing your pimp shirt, eh?’

‘No,’ I always retort, ‘I’m wearing my American husband brokerage shirt.’










Paediatrics and Other Tales from Clinical Examinations

Starting paediatrics is like starting clinicals afresh.

By the time we begin, we are fairly comfortable taking histories, asking the right questions, extracting information from patients, and sifting what is pertinent from what is not. More adept at examining patients, we can quickly tell if a patient is anaemic just by pulling down their lower eyelids. Unlike at the beginning of clinicals, fresh from 2nd MB, when all conjunctiva looked similar, the redness of healthy conjunctiva is now distinct to us from the pale pink, sometimes almost white, of the anaemic patient.

When our hands, palms down, slide slowly upward in measured kneading movements over a patient’s abdomen, we can now recognise a mass of different consistency emerging from under the ribcage, indicating an enlarged liver or spleen. Splaying the fingers of one hand over a patient’s abdomen, when we tap on them in the clinical ritual of percussion with one finger of the other hand, our ears now discriminate between the dull tone of the ascitic (fluid-containing) peritoneal cavity, and the sonorous ring of a normal abdomen. Applying our stethoscopes, the normal thump-thump of a healthy heart is becoming clear from the added whoosh or rasp of a heart murmur.

Paediatrics forces a re-evaluation of all this hard-won presumed knowledge.

The first adjustment paediatrics requires is learning to take a history from a third party (usually the mother). New lines of enquiry emerge – pregnancy and birth, developmental milestones and the immunisation history – are all relevant in paediatric history-taking.

Our paediatric patients are not as responsive, cooperative, or compliant as the adult patients we have become used to.

Then there is the fierce protectiveness of the paediatricians towards their patients, a recurrent phenomenon across hospitals in Nigeria. Even the worst-run hospitals seem to have slightly higher standards in the Paediatrics Department. The consultants in Paediatrics are finely balanced gender wise, with as many female consultants as male, unlike most other departments. The legendary London-trained female paediatrician founder of the department at our teaching hospital is about to retire. We only occasionally see her dipping in to the sickle cell clinic which she set up, and still oversees with passion.

We see more cases of sickle cell disease in its varied forms – painful bone crises, acute chest crises, frequent infections – in those first few weeks than I expect. In first-year genetics, we learned how two parents with the sickle cell trait have a 25 per cent chance of offspring suffering from sickle cell disease. To reduce the disease prevalence, campaigns have been launched advising couples to know their genotypes before marriage. Some churches have even made sickle cell genotype tests a pre-requisite for weddings.

A couple turns up with their infant son to the sickle cell clinic in the open-aired, pillared Outpatients Department. Chubby-cheeked, he gurgles happily, but his swollen hands and feet are a source of concern to his well-dressed, relatively prosperous, parents. I imagine, from his solid gait and self-assurance, that the father is a bank manager, or owns a successful business. The mother wears a simple wax-print skirt and blouse, her concern conspicuous on her lightly made-up face.

It is their second clinic visit: the first was with a referral from one of Enugu’s biggest private hospitals. Many of our registrars and consultants practise there privately, so we usually take their diagnoses a bit more seriously than the average private hospital’s. There is a disdain, not wholly unjustified, at our teaching hospital of the many private general medical practitioners who lack specialist qualifications.

The referring doctor thinks the child has sickle cell disorder, but the parents insist they were tested before their wedding, and that neither carries the sickle cell trait. Today, they return with a sealed envelope, results of the baby’s repeat test, ordered on their first visit. The registrar opens it, glances at the results, and looks up, face grave. They know before he says a word that their child indeed has sickle cell disorder: the screening and confirmatory tests both show a definitive SS genotype.

The mother begins to cry silently, tears trickling down her face. The baby gurgles on, oblivious. The father seems more puzzled than sad, moving his head from side to side, as if looking at the problem from different angles, before venturing, ‘But, Doctor, is it possible for this genotype thing to change?’

The registrar, voice soft with sympathy, says it is not possible, and gently begins to explain that perhaps a mistake was made on their prenuptial tests.

I remember our haematology lab sessions, where sometimes inconclusive genotyping tests have to be repeated again and again, until a clear result appears. I can see how a smaller, less well-equipped, less rigorous laboratory can get it wrong. The case vividly illustrates this, one of the many tragic consequences of the weaknesses of our health system. The couple heeded public health advice and took the trouble to get tested before their wedding but have still ended up with a child with sickle cell disorder. It strikes me that there is little point in asking people to get tested, if the laboratories that perform the tests are inadequate.

It is now clear that we will not graduate as planned in 1994. As hard as our lecturers try, completing the 4th MB in obstetrics, community medicine and paediatrics and the final 5th MB in medicine and surgery before the year ends, is impossible. And so, while still referred to officially as the 1994 class, we resign ourselves to graduating in 1995 at the very earliest. We become part of the first cohort of Nigerian undergraduates to lose an academic year, provoking much anguish for parents and relatives burdened with an unplanned additional year of fees and maintenance.

Community medicine projects handed in, obstetric record books signed off for deliveries watched and deliveries ‘caught’, we prepare for the 4th MB exams, our first set of proper clinical examinations, using real patients. The prospect is intimidating, and as with 2nd MB, advice and rumours fly around.

‘Make sure your white coat or white dress is immaculate, your shoes polished.’

‘Only use simple jewellery, dress simply, plain-coloured shirts, ties and trousers, nothing trendy.’

For the women, the contradictory: ‘Don’t wear any make-up, or only very lightly, if you must’ versus ‘Make sure you wear some make-up; some examiners are biased against over-religious girls and you don’t want to be mistaken for one.’

‘Make sure you are very visible in the wards and clinics in the weeks before the exam, so that if you get in a tight spot on the day, one of the lecturers can vouch for you.’

The focus on making a good personal impression on the examiners is because the main clinical part of the exam, the long case, is very subjective. We are allocated a patient and given time to take a history and complete a clinical examination. A bell goes, and a panel of internal and external examiners arrive at the bedside to hear and challenge our findings and plan of management. Two students with the same patient, giving exactly the same answers can get two totally different scores, depending on the panel, what time of day it is, and the examiners’ conscious and unconscious biases. Some students get asked easy, basic questions, others, the most obscure and difficult.

Stories of long cases gone wrong are legion, woven into our medical school history. There is the case of the wealthy student, known on campus for his sleek car and sharp dressing. The morning of his long case exam, he is seen wearing a striking pair of yellow lizard-skin boots. His friends beg him to change into something less conspicuous, but he insists they are his only functional shoes, all the others require repair or cleaning. Presenting to the examiners, he is thoroughly grilled, each question even more obscure than its predecessor. Only managing a few mumbled answers, he pours with sweat, which stains his white coat. As the bell goes, his time with the panel up, the lead examiner allegedly says, ‘Young man, if you spent a little more time in the wards and clinics, and a little less time in the shoe boutiques of Lagos, you would find that none of these questions we have asked are really very difficult.’

Then there was Anwu-Anwu, the undying, the immortal. His tortuous journey through medical school, taking full advantage of the maximum number of allowed resits at each stage of the clinical examinations, had earned him the name. At each point, just on the verge of exhausting his chances, just about to be asked to leave medical school, he would scrape through, moving on to the next stage. People said he ran an illicit clinic out of his room in the medical students’ hostel, and a steady stream of visitors of all ages and genders to his doors each evening seemed to support this. Some said he worked nights as doctor on call at private clinics in the less salubrious parts of town, but this was never confirmed. As he tended to mind his business and was much older than most of the other medical students, no one was inclined to investigate too closely.

Well-built and barrel-chested, his face was a dark, burnished deep brown, cheeks pitted with what looked like scars from particularly bad acne. Walking with a bow-legged swagger, he smiled often, nodding and raising his arm in acknowledgement, whenever hailed by his nickname by other students and the many junior administrative staff who had come to know him well. He had become something of a legend.

Dr Peter Obi was another legend. Well over six feet tall, always smartly turned out in a well-cut suit, he was the only neurosurgeon at our teaching hospital. Trained as a doctor here, he had gone for specialist training in Germany and Canada, before returning to a department depleted by the departure of its surgeons to the Middle East. It was perhaps no bad thing he had the department largely to himself, as his talent was matched by an ego that took up a lot of room. Sartorial elegance and talent aside, he was known for erratic behaviour: throwing instruments at nurses and doctors in theatre; cruelly insulting students and patients; and on one memorable occasion, slapping a nurse. The resulting nurses’ strike shut the hospital down for weeks. Not surprisingly, he was the last examiner students wanted to meet, given his unpredictable temper, and propensity for awarding failing marks indiscriminately, on the slightest whim.

The confrontation between the two legends became a story told over and over again.

It was Anwu-Anwu’s third attempt at passing surgery, which with medicine, were the two final barriers to his graduation. If he failed this time, he would have just one more chance to resit, before he would be asked to leave, the last eight or nine years of his life wasted. He had prepared hard, turning up at every clinic, every tutorial, spending hours in theatre observing operations. The stream of visitors to his room thinned to a trickle.

At the viva, he found himself facing Dr Obi and an external examiner. Gritting his teeth, he stood, slightly crouched forward, like a wrestler awaiting the referee’s starting signal. The external examiner opened with a fairly easy question. Anwu-Anwu answered credibly.

Then it was Dr Obi’s turn. His face set in the fierce scowl that was his default for examinations, he barked in his characteristic accent, with its echoes of Nigeria, America and Europe, ‘Can you describe to me in detail, the blood supply to the little finger?’

Anwu-Anwu stepped back, blinking rapidly as if caught in headlights, blindsided by the obscure question. Beads of sweat emerged on his forehead. He glared at Dr Obi, shook his head, then raised a warning finger. Shaking his head once more, as if to clear it of an obscuring fog, he jabbed his finger in the famed surgeon’s direction. Then he addressed the surgeon sacrilegiously, by his first name and in Igbo.

‘Peter! Peter! I bia kwa! Peter, I bia kwa! I ne cha the whole body o bulu blood supply to the little finger ka I ga ju m? Peter, how dare you, how dare you? You have the whole body to ask me questions on, and you choose to ask me about the blood supply to the little finger?’

Those who relayed the story did not say what followed, but when the next set of surgery resit exams came round, Anwu-Anwu’s name was on the list of candidates.

Something else the examiners are very alert to, and punish severely, we are warned, is any indication that a candidate has had prior knowledge of the patients. It is this that I fall prey to in my paediatrics resit examination.










Failure

I am standing, white coat on, textbook in hand, outside Ward 5, the Children’s Ward, a double-storied building at one end of the hospital. Its bright blue walls, peeling in places, are connected to the rest of the hospital by roofed corridors that criss-cross the sprawling hospital compound. In the grassy open space that fronts the ward, sunlight glints off a weatherbeaten metal climbing frame and seesaw. A plaque indicates the playground is donated by a local voluntary group. It sometimes echoes with the laughter and screams of playing children, in incongruous counterpoint to the wails of ill children on the ward. Today, it is eerily silent. At one end of the corridor, the low wooden bench, where mothers sit watching their children play, is occupied this afternoon by classmates who like me are waiting to begin the paediatrics clinical resit exam. We clutch textbooks, sheaves of index cards or the long exercise books in which we take notes, engaged in feverish last-minute revision. From time to time, we look up from our books, our eyes meet, and we exchange nervous smiles. Some are too tense to smile, simply staring into the distance, lips silently moving as they memorise final key facts. The afternoon heat is of the kind that normally induces a lethargy that slows everything, but I am too keyed up for that.

In my mind, I frantically run over taking a history and conducting a physical examination, focusing on the common diseases: malaria, pneumonia, malnutrition, congenital heart disease, the common childhood cancers. I go through their characteristic symptoms and signs, the diagnostic tests, and investigations, what differentiates them from other similar illnesses, how to treat them. This is our second attempt at paediatrics, and a failure means we will not graduate with our classmates in June. Anyone who fails this time will have to retake the exam, with the next class, three months after finals, next September.

Unlike my first attempt, four months earlier, I am fairly confident. I have passed the other two 4th MB subjects, obstetrics and community medicine, at the first attempt and so can concentrate solely on paediatrics while preparing for the resit. Some classmates are retaking all three subjects, struggling with resit exam preparations alongside current postings in medicine and surgery. In the last few weeks, I have attended all the Paediatrics clinics, ward rounds and special tutorial sessions, and have acquitted myself well. I no longer need to hide or look away in clinic, or on ward rounds when the consultant’s eyes search for a student to target with a question. The knowledge that clinical exams can be very unpredictable tempers my confidence, so my palms are moist and my heart beats fast as I stand outside the ward.

The senior registrar running the exams summons us. Tall and jovial, his dedication and charm have made him popular. He tries to put us at ease.

‘Why are you all looking like that? Just because of paediatrics?’

We smile nervously as he whispers words of encouragement, wishing us well as he leads us to our assigned patients.

Mine is a boy of perhaps three years old. He sits on the bed, listless, head shaven; he is thin, not malnourished, but lacking the sleek supple roundedness of the well-fed child. He is not crying, but his chalk-streaked cheeks and wary manner indicate recently dried tears. His mother, a young woman, although she looks careworn and older than her years, is probably in her thirties. She flops tiredly in a chair pulled up to the bed, her collarbones prominent above the ankara blouse, in the same fabric as her loosely tied wrapper, both obviously washed many times, the colours’ vibrance lost.

I greet her in Igbo: ‘Mama, kedu?’ my chirpy tone striving to build a connection. A rapport with patients is important in exams, we have been told. A helpful mother might offer, ‘The other doctors wanted to know how old he was when he started walking’, which might be an important clue alerting you to explore the child’s developmental milestones. Or they might say, ‘The other doctors always look inside her ear with their machine’, prompting you to do so yourself. Sometimes they are even more direct, saying, ‘Won’t you check this lump on her right hand? All the other doctors do!’

My cheery greeting falls flat, drawing a guarded if respectful response of ‘O di mma, it is fine’, uttered with a weariness belying her words.

I wonder how many times she has answered these questions. While I’m sympathetic, the loudly ticking ward clock focuses my mind. I begin the initial questions: the child’s name, date of birth, where they live, his parents’ occupations. He is three years old, they live in a small village, an hour’s bus ride from the hospital. His father is a farmer, she a petty trader, selling sweets and biscuits. Neither has been educated beyond primary school. He has three other older siblings, all healthy and at home with their father.

Basic information secured, I ask what brought them to hospital. His mother, still listless, begins a complicated story about his birth and an illness she had when pregnant with his older sibling. As she talks, I listen carefully, pausing to glance at the watch on my wrist. Our time for history and physical examination is strictly fixed, so I am perhaps less patient than I ought to be, steering her swiftly back to the main problem. A picture slowly starts to emerge of fevers at night, a poor appetite, loss of weight, a cough. She thinks he may have had the cough for a month but is not sure. I begin to think he has pneumonia, possibly tuberculosis and become eager to examine him for any signs to confirm this.

I am about to ask the mother to carry him so I can examine him, when she mentions he also has loose stools and abdominal pain – he often cries, clutching his belly. I return to the history, trying to link these new symptoms to my previous thinking, but find no clear connection. I spend precious minutes going down this line of enquiry but cannot tie them up satisfactorily. Pressed for time, I decide the stomach problems are incidental, and sticking with my initial thoughts move to examine him.

Despite his mother’s entreaties and mine, the child refuses to sit on his mother’s lap, our preferred position for examination. We reach a hasty compromise: he continues to sit on the bed while his mother reaches out from her chair, holding him in place, and I manoeuvre myself awkwardly between them to examine him.

I run through the physical examination, making notes as I go along. Having observed his outward appearance, I launch into the full general examination. I touch him, having first warmed my palms by rubbing them together, and notice he is quite warm, confirming his mother’s account of a temperature, which she says is often worse at night. Whipping out my measuring tape, I wrap it round his head, his mother holding him steady, recording its circumference, which is within the expected range for his age. I clumsily use the tape to approximate his height and measure his mid-arm circumference, an indicator of nutrition, noting it is low. I watch his breathing, my eyes focused on his pudgy abdomen, rising and falling, counting the breaths for a whole minute. Using the second hand on my watch for timing, I am horrified to discover there are only a few more minutes before the bell signals the examiners’ arrival. I quicken the pace of examination, concentrating on the respiratory system where I suspect the problem lies. I listen to the gurgled hack of his occasional cough, and warming my stethoscope’s diaphragm, place it on his chest. He makes a feeble attempt at grabbing it but is restrained by his mother. Listening at various points, I am gratified to hear crackles, like rustling paper in his right chest. I listen again and convinced, note this. I move to his abdomen, awkwardly, given his position half lying on the bed, imprisoned by his mother’s arms. I do my best at feeling for any enlarged internal organs and find none.

Time is running out as I complete a cursory examination of other parts of his body, eyes, ears, nostrils. I ask him to open his mouth wide, he surprisingly complies. As a catch-all, in case I have missed anything, I ask his mother if there is anything else, any other problems he has.

‘O so ukwu ya, only his feet,’ she says in Igbo, hesitant. ‘They appear to be twisted.’

I glance quickly at his feet, but given his awkward position, find it difficult to determine if there is a problem. Any further speculation about his feet is halted by the bell and the two examiners rapidly approaching us.

My presentation starts uneventfully, although I am flustered at running out of time. I take a deep breath, trying to project an aura of confident competence. The internal examiner, the diminutive grey-haired head of the Paediatrics Department, famed for his flowered shirts and acerbic tongue, accompanies an external examiner, a bespectacled grey-moustached professor. From a nearby university, he also has a reputation as a strict examiner. As they cut in intermittently, challenging my assertions, my facade of confidence cracks and my palms begin to sweat. I fidget, my mind turning to mush, and I’m willing the ordeal to end. Finishing the first part of my presentation, before I begin my findings on examination, the external examiner stops me, asking for my differential diagnosis. What are the possible diagnoses based on the history? I suggest pneumonia, possibly tuberculosis and hedging my bets, add, ‘or a respiratory infection’.

‘Are the abdominal symptoms you describe in keeping with a diagnosis of tuberculosis?’ the internal examiner barks.

‘They could be,’ I murmur tentatively.

‘Could?’ he bellows.

I nod, miserably.

He leaves it at that, then asks what I found on examination. Despite the hurried examination and its abrupt end, I manage a fairly coherent and credible summary. I am beginning to regain my confidence, I have not made any irredeemable mistakes, it seems, and I look up searchingly at the examiners hoping for a signal indicating my ordeal is over.

It is then that the external examiner, looking straight at me, asks, ‘Did you find anything else during your examination?’

‘Well,’ I say, softly, uncertainly, ‘there was also the foot deformity.’

‘What foot deformity?’ the internal examiner snarls.

Ignoring the age-old injunction to stop digging when in a hole, I mutter ‘talipes’, the commonest foot deformity I have seen in children on the wards.

‘Talipes? Talipes?’ The internal examiner is suddenly alive, his eyes glittering. ‘Show me.’

I turn and ask the mother to lift the child off the bed so we can see his feet.

As she holds him out facing me, I realise there is nothing wrong with the boy’s feet. The arch could arguably be described as low, but it is nothing that could be described as a deformity.

I seem to experience everything from that moment through a thick gel. I hear the examiners’ voices muffled, as if from a far distance, echoing eerily.

‘Did someone tell you there was a talipes on the ward?’

‘No,’ I protest feebly, ‘I ran out of time and the mother said …’

The internal examiner cuts me off, saying to his colleague, ‘The cheating by these students these days, it is terrible, they try to find out what cases are on the ward beforehand…’

‘You can go now,’ the external examiner dismisses me.

Stumbling, almost sleepwalking, I find my way back to my room in Imoke. My room-mate Osita sits there, revising for his long case. I pour out the whole story, even more horrific in the recounting. He tries to reassure me, encouraging me to put the experience aside and prepare for the short cases, the next stage. These are a sort of obstacle course where we spend a minute or two at about twenty spots or stations, looking at a piece of equipment, examining a specific part of a patient’s body, or reading a laboratory report, and then answering a specific question about it.

The short cases don’t go badly: at each station, I am confident of the answers I give. Going into the viva the next day, the final part of the exam, I am buoyed a bit, hoping my good performance in the written exam and short cases will counter-balance my evidently poor performance in the long case.

I enter the consultant’s office on the upper floor for the vivas. The two examiners invite me to sit opposite them, and then begin a seemingly endless series of questions ranging all over paediatrics. I answer most questions credibly, but after a while, I begin to wonder why the viva is taking so long and feeling much harder than I would expect. As we saw in 2nd MB, vivas have tended to be fairly light, a mere attempt to confirm face to face the impressions the examiners have already formed of each candidate, based on their performance in the written papers, the long case and the short case. The exception is when the viva acts as a tiebreaker for students on the borderline: either between a pass and a fail or between an ordinary pass and the very rarely awarded distinctions. In resit exams, no distinctions are awarded, no matter how stellar the candidate’s performance. Given the intensity of questioning, I wonder if this means I am on the borderline for a pass. I refocus, bolstered by this thought, and parry the questions, rapidly responding with added vigour.

Then, abruptly, it is all over.

‘Thank you, that will be all,’ one of the examiners dismisses me.

‘Thank you,’ I croak, grasping the door handle to let myself out, utterly drained. I trek back to my room once more, still unsettled.

The British Council Library is tucked away in a corner on the ground floor of Teachers House, a tall brown building by a busy road intersection, just outside New Haven in Enugu. Pristine white, evidently often repainted, the library unit is in direct contrast to the dusty brown of the rest of the building, like a little slice of another world. When you step through its doors, a blast of cool air from the silent air-conditioners welcomes you. Inside, past the reception and general reading area, there are snug nooks, brightened by liberally placed fluorescent lights, illuminating crisp furniture and shelves of shiny new plastic-covered books. This is my sanctuary. As soon as we entered our fifth year in medical school, I immediately joined the library. Until then I was not eligible and watched with a fierce hungry envy as senior medical students carried the books they borrowed, mostly medical texts, gleaming in clear plastic dust covers, on the buses to the hospital.

The journey to the library from the hospital is not straightforward. First, a fifteen-minute walk to Old Park, the cacophonic motor park abutting the main market. From there, I travel via a small rickety bus to New Haven, usually wedged in with market women and housewives returning from the market, their sacks of garri, bags of dried fish and condiments squeezed underneath the low seats or carried on their laps. When we get to the foot of the hill just before New Haven, I awkwardly push and shove my way from the back to get off. From the bus stop, it is another short walk to the library, visible in the distance. On some afternoons, the searing heat and my exhaustion after a full day’s lectures and ward rounds cannot temper the temptation I have to hurl myself off the bus and run that last distance, so fierce is my hunger for new books. In the library, I discover writers like Piers Paul Read and Hilary Mantel. I finally get a chance to read Timothy Mo and Kazuo Ishiguro, who with Ben Okri and Salman Rushdie are named in the tattered Time magazine that nestles in my locker. Focused on the new generation of Commonwealth writers with its cover story, The Empire Writes Back, it compels me to return to it repeatedly. At the library, I borrow armfuls of their books, carrying them everywhere, reading in snatches between lectures or before ward rounds and over lunch. My mother, asking another medical student she meets at an event if he knows me, describes how after a few pointers, his eyes finally light with recognition: ‘Oh, that fifth-year student who is always carrying big novels.’

On the afternoon the results come out, I have gone to the library seeking solace in its neat rows of books and the British newspapers, a few days late, set like clothes to dry on long wooden poles on a reading rack. I spend an amiable couple of hours, buried in this world, but even here, my mind keeps flitting back to the hospital where the examiners are meeting, to agree the final resit results.

I select several books, taking them to the young Nigerian woman at the desk. She now recognises me, no longer greeting me with the exaggerated politeness many of the Nigerian staff display towards other Nigerians, as if to showcase their professionalism. With my large pile of books, I return to our room in Imoke Hall.

I am only just settling in, having put the books away, when I hear a commotion and scrambling feet outside. Dashing into the open corridor surrounding the airy courtyard, I see several of my classmates screaming that the results are out, that they have been posted at the College of Medicine. I slip on my rubber bathroom slippers, joining the stream of anxious students, nervously chatting, as we walk rapidly towards the hospital.

The heavy carved wooden doors of the College of Medicine are ajar. It is four o’clock in the afternoon, and the fierce blaze of the sun is faltering. The entry hall, just inside the doors, is dark and cool. A crowd of students press close to the sheets of white paper, stapled row after row on the noticeboards. I push my way in, eagerly scanning the sheets for my registration number; our names are never published. I spot my number. My eye travels past the first two columns, blank as I have not taken community medicine or obstetrics resits, having passed those at the first attempt.

In the third column, I see the four letters, the wrong letters: FAIL.

I am convinced I have not seen clearly and so rub my eyes and look a second time. Then a third time, convinced that excitement has blurred my eyesight. Finally, a fourth time, breathing slowly, carefully following the line on the page, the shrieks of joy from those who have passed filling my ears.

I confirm that I have failed paediatrics a second time and will not be graduating in June. Carefully, silently, I reel back, pushing aside the students behind still surging forward in search of their results.

Walking in slow motion, oblivious to all around me, physically breathless with shock and an unusual deep sadness, I head for the business centre. It is actually the living room of a family home near the hospital, where their telephone has been converted to an informal public payphone. I sit in an overstuffed armchair in the too hot room, the smell of cooking beans drifting over the low table set with a vase of plastic flowers. I stare at the religious plaques and almanacs adorning the room, as I wait my turn in the queue. Then I tap the buttons for my parents’ number, fingers flying familiarly over the touchpad. The phone rings once, twice, three times, I shut my eyes. My father is probably playing tennis as he does most evenings. My mother answers the phone. At her first tentative Hello, I blurt out, ‘I didn’t pass, the results are out, and I didn’t pass.’

She does not need to ask who it is, and immediately begins to soothe me, saying I should not worry, that everything will work out in the end. As she speaks, a great lump comes to my throat and through tear-filled eyes I notice the hand of the clock move to show my allotted time is up. I say a hasty goodbye and drop the phone. Fumbling in my pocket for money, I blink and cast my gaze earthwards, I do not want the other customers to see me, a grown man, an almost doctor, crying.

Scrambling up the footpath from the telephone centre to the main tarred road, I begin the long, lonely walk back to the hostel. I do not want to bump into anybody, so avoid the many short cuts through the hospital, taking the long main road round its periphery. I have not walked far when a car, horn hooting, pulls up beside me. I recognise the old blue Volvo; it belongs to Stone. His real name is Anthony, but everyone calls him Stone, even those of us who do not know how he got the nickname. He is a house officer who qualified the year before, here in Enugu. He is probably on his way back to the house officers’ quarters, a cluster of blocks of flats and low bungalows about halfway to Imoke Hall.

Stone and I share a history preceding medical school – our families are close. When we were children, our fathers, both academic scientists, worked together on several research projects. We would often be sent to play together while they discussed their research and before we left for different secondary schools, always attended birthday parties at each other’s homes. Although we have not been particularly close since meeting again in medical school, there is always an added warmth to our greeting whenever our paths cross around the hospital.

Now, leaning out, he asks me to get into the car, offering me a lift. I bluntly decline, thanking him, saying I want to walk, but he insists, perhaps sensing my distress. I get in and as I pull the door shut, he asks if I took any of the recent resits. I say I have, just paediatrics, but before he asks again, I blurt out, as I did with my mother: ‘I failed; I didn’t pass.’

Stone smiles patiently, then reminds me that he had to graduate a full year after his classmates, having had several resit exams himself. I will only have a couple of months extra. He tells me failing is not the end of the world, nor is graduating a few months after my classmates and that what matters most is how I respond to the failure. The danger, he says, lies in sinking into a spiral of self-doubt, allowing my confidence to be fatally, irrevocably shaken.

‘You must not allow yourself do that! Ah-ah, you are too intelligent, man!’

By this time, we have arrived outside Imoke, where a crowd of my classmates are gathered, leaping, shouting, celebrating their success. As I step out of Stone’s car, I see a few friends in the boisterous crowd. Lifting my head, I put on a brave face, a rueful grin, preparing to meet their eyes, a feeble joke about my disappointing result ready.

A strange thing happens.

One by one, each friend I make eye contact with, slowly looks away, averting their gaze. With an inward shrug, I make my way to the entrance, where the crowd parts like the Red Sea at my approach, my classmates still not meeting my eye. Through the haze clouding my vision, I again spot a few familiar faces, close friends, but none approaches. I walk up the stairs to my room on the first floor, praying my room-mates will not be there, that I will be alone. Climbing the stairs, I think: ‘Is this what failure is like? With people avoiding you, as if you are contagious?’

I fumble at the door with my key, pushing it open. It is as if I am seeing the room for the first time – the two mattresses on the floor covered by a single bed sheet, the shoes and clothes strewn around the room. I throw myself on the mattress, lie on my back and stare at the long winding crack in the white ceiling and the cobwebs in one corner. The rays of the late afternoon sun enliven the dust motes floating through the rusty mosquito netting covering the windows. The shrieks and screams of those who have passed float upwards, sounds of raucous celebration as they order rounds of drinks from Paapa’s kiosk on the ground floor.

I lie there, motionless, my head filled with the enormity of the moment.

Finally, now that I am alone, there is no holding back. I bury my head in my pillow and weep.










5th MB: The Final Lap (but not for me)

Failing paediatrics again means that instead of graduating with my classmates. I must spend an extra few months before a third attempt at the paediatrics exam.

Over the next few weeks, despite support from family and friends, I lose all interest in our current lectures and clinical postings, preparing us for the 5th and final MB exams in medicine and surgery. This is the final hurdle we must cross to become doctors, and not surprisingly, there is a whirl of studious activity among my classmates, like marathon runners experiencing a last spurt of energy in the final lap, as they draw close to the finishing line.

I, on the other hand, wake up each morning barely able to get out of bed, let alone bathe and get dressed. I do not see the point in working hard at medicine and surgery. I reason that I might as well fail those as well and take all three resits together. I spend long hours in the evenings, sitting or lying on a table in the corridor on the third floor. It is the perfect location to watch the sun slowly turn red, before it disappears behind the hills overlooking the hostel. I take a novel with me, whatever I have got out of the British Council Library that week. I read, feeling the evening breeze wash over me and from time to time, stare into the distance. Occasionally, Sodi, another classmate with a reputation as a bit of a loner, joins me on the table. An unspoken convention emerges between us. Our interaction is restricted to the wordless smiles we exchange when he arrives. Otherwise, we sit silently, not talking, just reading and watching the sun go down, in a kind of communion.

Occasionally, my mind goes back to my conversation with a paediatrics lecturer, a few days after the results. Meeting in the hospital corridors, she calls me aside to ask, her voice low, full of concern, ‘Did anything happen in your long case?’

Before I begin, she explains why she is asking. Apparently, I did very well on all aspects of the exam, except the long case where I was given a ‘veto’ fail mark. The veto fail mark, she explains, is one so low it is guaranteed to cancel out the most spectacular performance in the other sections of the exam. My marks had apparently raised eyebrows at the examiners’ final meeting, as it was very unusual to score so highly on all aspects of the exam but fail so badly on the long case. My examiners in justification stated that I had cheated, having secured prior knowledge of the patients. As this was not in keeping with the consultant’s impression of me, from the eight weeks I spent on a posting with her unit, she wants to know what really happened.

As I recount my version of events, she purses her lips, eyes narrowed and stares into the distance. Slowly nodding with the sense of a puzzle resolved, she murmurs, ‘Unfortunate, really unfortunate … you must be more careful next time. Don’t feel too down, I know what you are capable of, I know you will pass.’

On the 5th MB postings, I am lethargic, exhibiting a marked insouciance. I no longer care about being singled out by the consultants for questions on ward rounds; when they do ask me questions, I nonchalantly admit that I do not know the answers. Their cutting retorts, once so hurtful, merely float into one ear and out of the other.

My room-mates, Tony and Osita, and other friends drag me through the next few months, making sure I go to clinics, ward rounds, theatre days and the extra revision sessions. My truancy thankfully goes unremarked as many people are cutting classes and ward rounds to concentrate on last-minute revision, dipping back into anatomy, physiology and all the other subjects previously studied which underpin the syllabus for our final exam.

Another night, my room-mate, Tony, whispers that our mutual friend, Chibuzo, whose mother was chief matron before joining the exodus to the UK, has persuaded a theatre nurse to deliver an informal revision session on the surgical instruments we might be asked to identify in the exams. Huddled together in one classroom, we circle round the array of gleaming silver instruments laid out on a green cloth. Nearly half the class has turned up, not quite the private session originally planned, but we do not mind. In these final days, we seem bound together in a camaraderie forged of our shared consciousness of the sheer scale of the task ahead. We watch as the nurse unfurls each green bundle, spilling on to the desktop a cacophony of surgical equipment. ‘This is a mosquito clamp, this, an artery forceps, this—’ a scoop-like implement ‘is an abdominal retractor.’ We have seen them before, even held them in our hands on the few occasions we assist in theatre and yet, that night, in the dim lighting of the classroom, they seem new to us again.

A few months before finals, Isaac, our tall and earnest class rep, elected to liaise between us and lecturers and the administration, suggests an excursion to the new teaching hospital site in Ituku Ozalla. About forty-five minutes from the current hospital, it is planned as a purpose-built teaching hospital, replacing this one which has grown haphazardly from its origins as the Enugu Specialist Hospital.

The new hospital has been under construction for a long time, building started years before we were admitted, but progress has been slow. We had once hoped we would benefit from its new facilities, but as completion date after completion date moved back, we realised we would never use it. Now, in our last few weeks in medical school, we hear the hospital is almost finished.

We drive out to the site in a hired bus on a Saturday afternoon, leaving urban Enugu, past the villages on its outskirts to an area of flat savannah, interspersed with farms. We pull up at the new hospital gates and are surprised by the beautiful white complex of buildings which appear ready for use. Walking round it, we watch lizards scurry across the eerily quiet white corridors. We peer into spacious consulting rooms and wards, painted in warm bright yellows and blues. To us, the hospital seems finished, and has been for a while, judging by the rust stains from the metal fixtures marring some of the walls. We wonder why the hospital has not moved.

A classmate whose mother works in the medical school explains. The hospital, responsibility of the Ministry of Health, has long been completed, but work on the lecture theatres, student hostels and lecturers’ offices, responsibility of the Ministry of Education, has not even started. The two Ministries have failed to coordinate their efforts, and so the hospital stands empty, overrun by lizards. As we pile back into the bus, we wistfully glance back at the pristine buildings, reeling with disbelief at the waste.










Medicine Long Case

Dawn. I wake from fitful sleep and stumble outside to pull down my towel from the railing outside our room. I retrieve my plastic bucket filled with water, and the oval-shaped soap dish, with its cover which serves as a scoop, and head to the bathroom.

The 5th MB exams have begun, and I have moved zombie-like through the written examination, the essays and the multiple-choice questions. This morning I am getting ready for my long case in medicine.

I dress with less care than for clinical examinations in the past. My white coat is clean but not immaculate. I leave my scuffed shoes unpolished. Still feeling sorry for myself and still angry over failing paediatrics, I am still, in the only option open to me, rebelling in small ways.

I walk slowly along the tarred road swooping downwards from the hostel to the hospital. I take a right turn with other classmates scheduled for their long cases that morning, to the 140-bedded unit. It looms in the near distance, on the edge of a valley, its brown and white bulk glowing in the early morning sun. I climb wearily to the third floor, venue for the long cases. A senior registrar is making last-minute arrangements, dashing from ward to ward. One by one, the examining consultants drift in, making their way to the nurses’ station where chairs are arranged for them. I stand aloof from my classmates, who are engaged in last-minute revision. I refuse to revise; I just want this to be over.

Soon, the registrar ushers us in, assigns us patients. As I walk with him, he comes to a halt beside a bed in which an elderly man lies motionless. The side railings on the bed indicate that the patient must be at risk of falling from the bed. Through the metal bars, I see a half-filled urine bag, connected to a catheter tube that disappears under his clothes. Beside him, on a chair next to the bed, a young man waves a woven raffia fan, shooing away the flies buzzing around the bed. Wishing me luck, the registrar leaves, and I am alone with my patient.

I establish that he can only speak in slurred words, occasionally incoherent, and so extract most of the history from his grandson, the young man. My patient is a retired civil servant, found sprawled on the floor of his bathroom by his wife one morning, a few days ago. Raising the alarm, she is assisted by neighbours who pick him up and drive him to the nearest hospital, a private hospital in their small town. While there, they notice his speech is slurred and that his face appears pulled to one side. He is also unable to move his right arm and leg. After two days at the private hospital, during which he has been given several bags of ‘drip’ and had blood tests done, he has been referred to us. I wonder why the private hospital kept him on admission for two whole days before referring him to our hospital where the specialist diagnosis and care he needs exists. Then I remember their town is not far from Onitsha, where stories abound of unscrupulous doctors in private practice and their money-making schemes.

Having established a history, I begin to examine him. As he is virtually motionless and largely uncooperative, I am limited in what I can do. I take his blood pressure, wrapping the cuff around his sweaty upper arm. It is within normal limits for his age. I ask him to open his eyes, to show me his teeth, to lift his arms and legs but he does not oblige, even though I sense he hears me. When I apply my knuckles in a kneading motion to his chest, he moves one arm, feebly trying to pull my hand away. When I test sensation using a sharp implement, then a brush, he responds only on one side. I round off by inspecting and listening to his chest, counting his breaths and lifting his tunic to palpate his dome-like abdomen. I find nothing significant and realise that I have plenty of time to summarise my findings.

The two examiners approach. The external examiner is a bald, paternal physician in private practice locally, the internal examiner a glamorous young female consultant. She is noted on ward rounds not just for her intellectual ability, a rare female consultant in a sub-specialty seen as tough, but also for her fashion sense. The examiners ask me to present, and as I do, the male examiner occasionally interrupts, seeking clarification or asking follow-up questions. When I report that I was unable to get him to open his eyes, the female examiner challenges me, asking if I made any attempt at all. I insist I have, but even before I finish, she quickly strides across to the patient’s bedside, cooing almost flirtatiously in Igbo.

‘Papa, biko meghegodulu m anya gi o! Papa, please open your eyes for me!’

For a split second, with a sense of déjà vu, I worry that he will obey, leading the examiners to think that I am either incompetent or lying or both. But my patient frowns, blows a spit bubble and with a sigh, rolls over to the other side, away from the consultant.

I suppress a cheeky ‘I told you so’ smile as she returns, defeated, to her chair.

She asks me what tests I would like done and what treatment I would prescribe, and then the external examiner says, smiling: ‘That’s all. You may go.’

Later, I complete my short case and viva which round off my medicine examinations. Both go well, unsurprisingly, as medicine is a specialty I have always been drawn to. In the surgery exams, however, my poor preparation is laid bare before each successive set of examiners.

The morning I finish my surgery viva, I walk back to the hostel to pack up all my belongings. I am exhausted, and do not particularly want to wait for the results, still nursing the hurt from last time. I stagger under the weight of all my belongings shoved into two travelling bags, all the way to Old Park, where I board a taxi to Nsukka. It takes a while before the taxi’s four seats are filled, but in just over two hours after leaving Imoke, I walk into the warm embrace of my parents.

Retiring to my childhood bedroom, I spend most of the time reading, emerging only for meals, taciturn. The next day, my parents at work, I come down into the living room and put on one of my favourite highlife records, Nkengas in London. Lying on the carpet, I stare at the ceiling and lose myself in the haunting, melancholic rhythms.

Later that afternoon, my parents have just finished lunch when we hear car tyres and see a cloud of red dust as the gravel of our driveway is churned up. It is my old friend Obi, in his mother’s old Toyota, which he appropriates whenever he is home. I open the door and my parents welcome him in.

He tells me the results are out. I have passed medicine but not surgery. He has passed both, as expected, and his undergraduate medical studies are over. I will have to retake surgery after the paediatrics resit examination in a few months. We exchange a warm embrace and a slap on the back. My father urges him to stay for a celebratory drink, but he pleads that he must go and tell another classmate his results and disappears in a whirl of red dust.

My father comes in from the kitchen, a bottle of champagne in hand. Walking over to the glass-fronted cabinet with the crystal glasses, he extracts three champagne flutes. He fills them and hands one to me and one to my mother, retaining the third for himself. He offers a toast: ‘To the end of the first phase of your medical career, barring one or two minor matters to settle.’

I smile, clink glasses with him and with my mother, and drink.










Doctor!

I return to school a few weeks later. My old room-mate, Tony, now a house officer, offers to share his newly allocated room in the house officers’ quarters. It is small, with a tiny kitchenette area and bathroom, yet it feels like a huge adult leap up from our Imoke room of just a few weeks ago. Each morning, as I head to the Paediatrics or Surgery clinics for revision, I encounter my former classmates pouring out of the house officer flats and bungalows around. They rush to their ward rounds with a newly acquired air of competence and business, of knowing what they are doing, and I wonder where this has come from.

The time at home in Nsukka has helped me regain energy and focus, so I return with vigour, ready for the resits. I painstakingly attend clinics, ward rounds, theatre sessions. In the evenings, I stay up till midnight or even later, hunched over a desk in an empty classroom, poring over paediatrics texts and surgical notes. Paediatrics is the challenge. Having scoured the textbook so thoroughly the last time, I must force myself to do more than just skim the too-familiar pages. Conversely, in surgery, because I paid so little attention the first time, each page seems to lead into fresh realms of wondrous new knowledge.

My days take on a rhythm, from clinics and ward rounds to theatre, and back to Tony’s studio where I cook the sweet potato and beans in palm oil pottages that sustain me through those months. Some days, I head to the British Council Library to replenish my stock of novels, as always, welcome diversions. On Sunday mornings, I head to the pharmacology classroom where the hospital protestant chapel meets for Sunday worship. In the bare room, with an improvised pulpit and altar, the lectern and table draped in white cloth, joining in fervent choruses, prayers and hymn singing, I am invigorated.

We form a small knot of students with resit examinations, some old friends, some new. We share useful textbooks, notes and tips, go through past questions, organise discussion groups. The consultants and registrars are very helpful, and not just through the extra revision sessions they organise, but also through their words of motivation and inspiration. With our confidence shaken by failure, we thirstily soak these up.

The paediatrics exam comes first. In the preceding few days, a steady stream of old classmates come to Tony’s room to wish me well. I am touched by their concern, buoyed by it, but also more conscious of how many people I cannot let down.

The night before, sitting in the yellow warm glow of the electric bulbs in the living room area, I read again my copious notes from the previous week. There is a knock on the door. It is Kalu, a house officer from my hometown. We only met a few weeks before, when he overheard me speaking in our distinctive Abiriba dialect at the business centre. Having qualified at the university in Calabar, he has just started as a house officer at our teaching hospital in Enugu. He says a few words of encouragement and whips out a small Bible. He reads from Exodus 15, the Israelites’ celebration after fleeing from Egypt through the Red Sea. He emphasises this verse: ‘Then sang Moses and the children of Israel this song unto the LORD, and spake, saying, I will sing unto the LORD, for he hath triumphed gloriously: the horse and his rider hath he thrown into the sea.’ This sinks in deeply and the words stay with me through the whole examination period.

The next morning, I walk to the classroom for the written paediatrics paper. When I turn the question paper over at the invigilator’s order, I experience something entirely new in my long history of writing examinations. Running through the questions on the page, I find I can confidently provide credible, competent answers to every single one. Even when we are given options, I find that I could happily choose any. It is a glorious feeling, and I wonder if this is how my better-prepared classmates have felt at every examination. I begin to write furiously, thoughts flowing faster than my writing, forcing me to pause often to stretch my fingers, clenching and unclenching my right hand.

The clinical long case proceeds smoothly this time. My patient is another young boy, about eight years old. Even before I start a history, I can see the characteristic pallor, slight yellowing of the whites of the eyes, and prominent forehead and upper jaw characteristic of sickle cell disease. The history is straightforward, and I quickly reach a diagnosis of a sickle cell crisis. Flush with time, I carefully examine him. Then I go over the history again, summarising it again and again. I repeatedly ask the boy and his mother, perhaps to their irritation, if there is anything else, anything at all, that they would like to tell me or show me.

When the examiners arrive, I stand tall, confident. The external examiner, this time a matronly paediatrician from a new nearby teaching hospital, is accompanied by one of our female paediatrics consultants, the internal examiner. I present my history and effortlessly answer the questions they pose, our back and forth beginning to feel like a conversation between peers, as we delve into esoteric and experimental methods of managing sickle cell disease.

When the external examiner says with a broad smile on her face, ‘That will be all, young man’, it takes all my composure to stop me running out of the ward, punching the air in victory. I manage to retain my composure till I reach the door of the ward. Once out of sight of the examiners, I let out a roar of joy and run down the hospital corridors, white coat flapping, stethoscope dangling, past bemused patients and doctors, back to Tony’s room. As I run, I breathlessly whisper prayers of thanksgiving.

The short case and viva go equally smoothly, and the next day when I go as before to the noticeboard by the Rotary Theatre, it is no surprise to see the word PASS beside my number. With paediatrics out of the way, I can now concentrate on my only remaining barrier to becoming a doctor – the surgery resit examination in mid-December.

On the night that the results of the surgery resit examination are released, I find that I cannot sleep.

Earlier that evening, I have made a first, a second and then a third pilgrimage to those noticeboards by the College of Medicine, those boards that have played such a central role in my life. Each time, I have, with bated breath, sought out my number on the white sheets, and finding it, marvelled at the single word PASS beside it.

I am strangely calm, with none of the explosive exhilaration of passing the 2nd MB or the second paediatrics resit. Perhaps it is the weather, the harsh harmattan blowing dust in chill winds at night, the stultifying dry heat at noon. Or perhaps the relentless, draining pace of the past few months has numbed me. My demeanour is so muted and sober that when my friend Nnenna walks past me that evening near the hospital gate, she approaches me so tentatively I immediately know she fears the worst, that I have failed again. I quickly rush to reassure her that I have passed, and she clasps me close, bursting into a medley of Igbo Christian songs of thanksgiving. We have been friends since first year at Nsukka. Our surnames mean we have been placed in the same group for nearly every course, every posting, every laboratory group. As we whirl round dancing in the middle of the road, passers-by shake their heads in bemusement.

I hear a shop attendant explain on our behalf, ‘O ndi pass ru exam, ndi a bu the new doctors.’

A classmate races past us, sweat pouring down his bare torso, his shirt wrapped round his head, his gaze wild and unfocused. He keeps screaming louder and louder, ‘I am a doctor! I am a doctor!’

I grin foolishly, smiling at complete strangers on the path as I leave Nnenna and walk back to Tony’s room in the house officers’ quarters. Chibuzo, his girlfriend, comes over; she has also just passed the surgery resit. I hug and hold her tight, as we have no need for words, all the memories rushing through our minds, and then we burst into another round of songs of thanksgiving, dancing around the room as Tony smiles at us indulgently.

I have no way of telling my parents or family. Three days before Christmas they are already in Abiriba, our hometown, as is our communal tradition. This year is even more special as my cousin Ada is getting married on Christmas Eve. Her mother and mine, younger and elder sister, are very close, so the whole family is deeply involved There are no telephones in Abiriba, and the frustration that I am unable to share such a significant moment with my family fuels a restlessness that envelops me.

That night, I go to eat supper in one of the shacks by the disused railway tracks behind the house officers’ quarters. The whole hospital has a desolate air, as staff, students, traders, and the patients who can, have travelled home for Christmas. I walk along the railway tracks, the harmattan wind blowing empty plastic sachets of ‘pure water’ and other debris into the air. Some of the corrugated metal shacks are boarded up and padlocked, the owners perhaps also joining the Igbo exodus to hometowns for Christmas.

I walk into a shack that is open, pulling aside the white net curtain shielding the entrance. Seating myself on a bench, I plant my elbows on the edge of the linoleum-covered table on which a plastic jug of water sits. I order a plate of rice and stew, with ‘extra meat’, feeling that some sort of celebration is in order. Many close friends are working as house officers in other parts of the country. Others have travelled home that evening. So it is, that when the aluminium plate with heaped white rice and the red stew of peppers, tomatoes and beef is placed before me, I tuck in alone, into my celebration supper.

I return to Tony’s room much later that night, having taken a long walk past the mortuary, to the foot of the hills of Imoke and back. As I walk, my mind races with a thousand thoughts, remembering all the touchstones on my journey to this point. I stare at the hills, remembering my many morose evenings watching the sun set behind them after failing paediatrics. I am fiercely, inordinately happy, my heart sings and the silhouetted hospital buildings seem to echo with the sounds of my joy.

Tony is in the room, so exhausted from his house officer’s rounds that he barely stirs when I let myself silently in, just before midnight. I lie awake in the darkness and think back to the first days at university, the different steps along this journey, the realisation that it is all finally over.

I am a doctor.










Going Home

The next morning, at first light, I throw clothes in a travelling bag. My books and other things can wait till I come back in January to collect the formal statement of result. My priority is getting to Abiriba, as fast as I can, to share my news with my family.

Exchanging a final quick hug with Tony, I hoist my bag and walk to the busy main road to catch a taxi to Garki park. There, I board a taxi for Umuahia, sitting impatiently, novel in hand, too excited to read, as the taxi slowly fills up. Soon, we speed off, onto the expressway, hurtling in the direction of Umuahia. I try to concentrate on my novel but keep being distracted as I look at myself again and marvel that I have really jumped through all the hoops, passed all the many exams and am now a doctor.

In Umuahia, I board another taxi for Abiriba, and forty minutes later we pull into the swooping dusty road leading to my hometown. It is usually lined by verdant rainforest and farmland, but in this harmattan season, the landscape is a predominance of browns. Approaching Aba Nkpughuru, main roundabout into the town, I see it is bedecked as usual with banners announcing this Christmas’s weddings. My heart thuds harder and I will the car to go faster, faster, faster.

We drive up the hill by the boys’ college, down again by the gleaming white library and up past the cream-coloured post office, with bullet holes still visible from the war. Passing the Tower Clock, a replica of London’s Big Ben, perhaps in homage to Abiriba’s nickname of Small London, we stop at the familiar junction where the clanging of the mechanics’ hammers on car bodies drowns out the sizzling of the hot oil of the woman who sells fried yam and akara. The aroma of the frying yams mixed with the hot pepper sauce she serves it with fills my nostrils, reminding me that it is noon and I have had nothing to eat today. Bag slung over my shoulders, I stagger the short distance to our family home. It is deserted. Everyone is at my aunt’s for my cousin’s traditional bridal send-off party ahead of her wedding tomorrow.

I dump the bag and, without bothering to change or wash off the travel dust, I start striding towards my aunt’s compound, fifteen minutes’ walk away. A car pulls up beside me. It’s my father’s driver, sent to pick up something my mother has forgotten. I greet him warmly and jump in.

We drive along the narrow roads, past my maternal grandfather’s house on the main road, its veranda unusually silent and empty; everyone presumably at the party. The road narrows even further and the driver slows to a crawl, negotiating a route through streams of festively dressed pedestrians. We pass Orieakwa, the market square, with its rows of hawkers of vegetables and foodstuffs, all sitting on small stools, wares before them. On the main road, small shops offering a variety of provisions, camera film, minerals, beer, further squeeze the space available for cars to pass through.

A small canopy has been erected in front of my aunt’s house, decorated with the traditional George wrappers. My cousin sits inside it with her bridesmaids, a cloth-covered bowl set on a low table before her. Passers-by stop by the canopy to congratulate her, and gba ri ya ife, shower her with coins or notes, which her bridesmaids put in the bowl.

Leaping out of the car, I run towards the canopy and my cousin. It is six months since I saw her off at Port Harcourt airport on her way to join her fiancé in the US. As I approach, I notice my mother is sitting by my cousin, leaning forward, talking rapidly, a small jewellery box in hand. She is giving my cousin, the only girl of the seven children she and her sister have, a special present. It is the first set of gold earrings she bought for herself as a married woman. As they finish the symbolic exchange, I enter the canopy, a huge smile on my face, embracing them both, drawing them close.

They whisper as one in each ear, ‘Doctor!’










Now what?

I have not given much thought to what happens next. I’ve been so completely focused on the exams I have not even investigated house officer jobs. Now, with the Christmas festivities and family celebrations over, I set out from Abiriba, one dusty, misty January morning, travelling with my parents back to Nsukka.

The journey to and from Abiriba is always a performance, packing up everything, locking up the house and often involving last-minute returns to retrieve things we have forgotten. Going to Abiriba, we take gifts for the extended family – bags of rice, tins of oil, seasoning, tins of tomato paste. Returning, in line with traditional Igbo reciprocity, we are laden with gifts from the extended family – yams, coconuts, corn and bags of the prized Abiriba snack of roasted azuma beans and palm kernels.

The next day, I return to Enugu to complete my paperwork, and investigate applying for house officer jobs. Every fresh medical graduate must spend a year as a pre-registration house officer working as the most junior member of the team, acquiring practical experience. My initial plan had been to apply to LUTH, the Lagos University Teaching Hospital. Through my seven years studying in Nsukka and Enugu, I have missed Lagos where I went to boarding school, and the teaching hospital is well regarded. However, this and its location in Nigeria’s biggest city, makes it a popular choice for house officers and so competition is stiff.

Tee and I have been friends since meeting as bullied eleven-year-olds on our first day at boarding school. We bought JAMB forms together and applied to read medicine, he at the University of Lagos, me at the University of Nigeria. We have remained close, and I always visit him when I am in Lagos. On my last visit, he had suggested we both do house jobs together, either in Enugu or Lagos. Keen for a change from Enugu, I persuaded him we should both aim for house jobs in Lagos.

Just before our final exams he sends a message saying he has put in an application to Lagos University Teaching Hospital for me, alongside his own. I am touched by his thoughtfulness, and when I fail paediatrics again, one of my lowest points is telling him that as my graduation is delayed, our well-made plans may no longer work.

Tee is ebullient, forceful and loves challenges. At school, he was a House Captain, College footballer, athlete. We were also both members of our multiple prizewinning College Science Quiz team. At medical school, he is elected president of the powerful medical students’ association at the teaching hospital and runs a few side businesses even though he has no real need to, as his parents are both highly successful professionals. He commiserates with me on my failed exam and assures me he will apply again for me when the call for applications for the second batch is made. There are usually two intakes of house officers each year, in the large teaching hospitals. Recruited six months apart, the overlap allows continuity.

A few days before my surgery resit, I ring home and my mother tells me Tee has been ringing them, frantically trying to get hold of me. I ring him and sense his relief at finally getting to me. He has, as promised, applied again for me, and a date for the second batch interviews has been set. I must make my way speedily to Lagos to attend. The interview, however, it turns out, is on the same day that my surgery resit begins. I explain with regret to Tee that yet again I cannot make it. It appears our dream of working together is ill-fated.

Tee is as resourceful as usual.

‘Ike, is there absolutely no way you can just fly to Lagos for the interview and rush back for the exams?’

He even offers to pay for my flight if cost is the issue.

I explain patiently, as I often must with ebullient Tee. ‘How can I abandon the exam which qualifies me to become a house officer, to attend an interview for the same job? It doesn’t make sense.’

Chuckling ruefully, he reluctantly agrees. ‘Never mind, I will see what I can do. Good luck in the exams o!’

I swiftly forget this conversation, bruised by yet another casualty of my failed paediatrics exam.

On the first day back in Enugu, after Christmas, I go from office to office securing clearance certificates. The university library attests I have no books on loan, the finance office confirms I owe no fees, Student Affairs confirm I have handed over my hostel keys and owe nothing for damages. I cannot be issued with my final statement of result without these. On these rounds, accompanied by other newly qualified classmates, a warm reception greets us at each office. Cries of ‘Doctor! Doctor!’ usher us in and we are encouraged to ‘drop something for a Fanta, so we can celebrate with you.’

I manage to secure everything, arduous as the task is, in a single day. Heading back to Tony’s room, I stop at the phone centre to update my parents on my progress.

‘Thank God you called; we were just wondering how to get a message to you!’

My mother exhales with relief. Tee has again been bombarding them with phone calls, this time with news that I have secured a house job place and must report for duty immediately.

I am certain my mother has got the message wrong; Tee has probably managed to wrangle me a place in some supplementary interview process, not a job. Nevertheless, I ask the telephone operator for pen and paper and take down Tee’s number, carefully read out by my mother.

I spend nearly two hours at the business centre, just trying to get through to Lagos, to Tee. Getting a dialling tone tonight seems impossible. When at last the familiar drone appears, I quickly dial the number, waiting impatiently for it to ring, afraid it will get cut off.

‘Lagos University Teaching Hospital, how may I help you?’

I ask for Tee’s extension, and as it rings, I will him to pick up before the tenuous connection is cut. He does not answer and frustrated, I end the call, as there is no option of a voice message. I wait in the centre and keep trying, again and again. In between my abortive attempts, other clients come in, and I have to wait for them to conclude their calls before making another attempt.

At one point, famished, I slip out to eat buns and goatmeat at the nearby provision store. Hunger assuaged, I return, and after a couple more attempts, finally get Tee. He immediately says that I must come to Lagos the very next day as he has secured a house job place for me. He has collected my appointment letter, but I must report before the end of the week as many people are after the prized position. Tee brushes off my startled attempts at asking how he has pulled this off, and simply keeps emphasising that I must come to Lagos tomorrow. I thank him again and again and promise to leave as soon as I can.

I make one more telephone call – to my parents, telling them the news and that I leave for Lagos the next day.

Try as I might, I cannot work out how Tee has been able to secure me a place on the country’s most competitive house officer programme without an interview. Even by Tee’s resourceful standards, this is quite a feat. I do not let myself think what rules he might have bent or broken to secure this place; I do not have the luxury.

I gather all the money I have; my father’s generous allowance for the clearing process means I have enough for a bus ticket to Lagos. I go through my books and clothes, trying to decide what to take and what to leave. I suddenly realise I cannot leave the next day, as I have not yet collected the essential document, my statement of result, which is my only evidence of graduation. Buses to Lagos leave once a day, at the crack of dawn, before offices open. The flights throughout the day from Enugu airport are prohibitively expensive.

The next morning, all my signed clearance papers in hand, I go to the College of Medicine office for the ‘golden fleece’, the statement of result. Entering the room with four tables, all bearing silent typewriters, I meet gangly Oga Emma, stretched out at one desk. An admin officer, he is the human repository of all College documents and records, able to reveal quietly your score in each section of an examination, or which clinical unit you are to be posted to next. He is invaluable to alumni from the US and Britain when they come back for transcripts, or records of different clinical postings. A useful friend to have. As he congratulates me, shouting ‘Doctor, doctor!’ I smile and tap his outstretched palm, explaining that I have come for my statement of result.

Smiling back, he asks for my clearance documents, as he flicks through a pile of letters in a file, extracting one. It is a sheet of white paper headed with the university crest of a black lion rampant on dark green and white shield. Addressed To Whom It May Concern, it states that I have passed all the examinations and fulfilled all the requirements for the award of the Bachelor of Medicine, Bachelor of Surgery MBBS, of the University of Nigeria. It adds that the degree will be conferred at the next Convocation of the University. I look at the slim sheet of paper, marvelling again at all it has taken to secure it. Discreetly slipping Oga Emma a few notes ‘for his beer’, I leave clutching the letter, the only evidence for now that I am a qualified doctor.

I take a bus to Zik Avenue, where the ‘luxurious’ bus companies operating on the Enugu-Lagos route are based. Luxurious because each passenger has a seat, not sharing or crammed in like grains of rice in a sack, bursting at the seams. At noon, the office is deserted, the day’s buses despatched, so the only activity is at the ticket desk. In four hours, when the first buses from Lagos arrive, a revival will occur. The area will bustle with people coming to meet relatives, young men offering to help passengers with loads for a fee, hawkers selling bread, groundnuts, bananas and handkerchiefs, and taxis honking for passengers. I join the short queue at the ticket desk and eventually, buy a ticket to Lagos.

I return to the hospital, to Tony’s flat in the house officers’ quarters, to finish packing. I make one last wistful trip to the British Council Library to return the books I have, feeling a little bereft at losing this lifeline.

The next morning, before dawn, I slip out silently on to the small lit veranda and join the shadowy figures moving along the road to the hospital. Hauling my travelling bag, I reflect on the years I have spent in these now familiar surroundings and wonder when I will be back again.










Real Doctors: The First Year, Lagos

The journey to Lagos is familiar; I have travelled these roads often. The first time at only eleven years old, leaving small sedate Nsukka for boarding school in bustling Lagos. The touchstones remain largely unchanged: the market metropolis of Onitsha with its rows of storied buildings stacked one on top of another, and the magnificent bridge straddling the grand mud brown majesty of the waters of the Niger, separating Onitsha from Asaba. Then the progress westwards towards Benin, past the heaps of yellow garri and bunches of green and yellow plantains on sale at Umunede; past the numerous bukas lining the roadside, to Benin City’s chaos and slow traffic. Then, outwards and onwards to Ore, through thickening forest. At Ore, the bus driver pulls in for a rest.

Here, in the low-ceilinged rooms constituting the restaurant, we have lunch. We can choose between pounded yam with egusi soup and bush meat and jollof rice and chicken or with juicy giant snails, spiced, fried and peppered. For those of simpler tastes or leaner pockets, an offer of garri and soup with beef, or rice and stew, or even just biscuits and water. Some travel with their own food, and tuck into whatever has been lovingly provided from home.

There are also toilet facilities in Ore. For the men, a partially enclosed open-air urinal, a trench concreted over, thick with the ammoniacal smell of a thousand travellers’ pent-up urine. From time to time, a young male cleaner emerges and sprinkles strong Izal disinfectant along the line of the trench – for a fleeting moment, the strong antiseptic smell overpowers the urine.

Lunch over, the driver leans on his horn, sated by his ‘executive’ meal. The restaurant, keen to encourage bus drivers to keep bringing passengers here as a rest stop, has fed him gratis. The horn’s bellow gets everyone scrambling back on board as we push on to Lagos. Outside Ore, the vegetation thickens, becomes lush, tropical rainforest, in direct contrast to the sparser savannah-forest mosaic of the southeast, recalling the primary school maps we used to draw of Nigeria’s vegetation.

We approach Sagamu, the usual tangle of trailers parked by the roadside. I have never understood where they come from, or head to and why they stop and cluster around Sagamu.

After that it is just over an hour to Lagos, and the sprawl of the city soon welcomes us. The three white-capped chiefs, a statue installed in the early nineties, welcomes us. I had already left Lagos for university when it first appeared and yet it is now firmly established as a sign that I am back in the maddening hustle and bustle that I have come to love.

From the tollgates at Ojodu, our bus swings down Ikorodu Road, into Jibowu, home to the luxurious Lagos bus offices. Retrieving my luggage, I walk to nearby Yaba bus stop, boarding a bus to Ojuelegba, cacophonic roundabout with its riot of sounds, senses and colours. From Ojuelegba I take one more bus, travelling bag still on my lap, to LUTH, the hospital. Disembarking, I walk to the gate where I ask for directions from the elderly security men, remembering to bow as I address them. I am back in Yorubaland where younger men prostrate, or at least bow for their elders. To do otherwise is rude. I walk on the neatly laid out pavement, up the avenue lined by towering, gently rustling palms to the three-storied, sixties building, its long corridors looking on to the main tarred driveway. At right angles to it, a taller, more modern building, also with long corridors. These are RMOI and RMOIII. With RMOII, they form the bulk of accommodation for house officers. In the year I spend at LUTH, I never find out what RMO stands for. Residence for Medical Officers?

My classmate and friend, Chinedu, with whom I scrambled in the grass on the day the 2nd MB results were released, has been allocated a studio flat in RMOI. He has been a house officer at LUTH for a few months, and with characteristic generosity has offered to put me up till I sort out accommodation.

I sit in yet another office, waiting. The office is similar to the ones I have scrambled round doing my clearance in Enugu. The only difference is that the men here mostly wear buba and sokoto, the women, buba and iro, unlike the shirts and trousers and long skirts and blouses in Enugu. And the banter here is in Yoruba, not Igbo.

The dark rotund woman, who ordered me on my arrival to wait in the corner, gestures imperiously. ‘Yes, Doctor!’

I hand her the appointment letter Tee gave me. She looks it over, taking her time, then flicks open a file with my name. She starts writing in that laborious, strained way, tongue clamped between teeth, brow furrowed in concentration, that often tempts me to snatch the pen and say, ‘Look, shall I do this and save us both time?’ Fortunately, my years of dealing with Nigerian officials has taught me to be patient, to stand meekly and wait till they finish.

She asks for my statement of result, examining it with a critical eye, then asks for a photocopy. I have not got one. She is displeased, mumbling about people who waste her time, not doing what they supposed to. Her more helpful colleague says that there is a business centre nearby where I can make photocopies. She recommends that while at it, I pay a visit to the photo studio adjacent to it for several ‘wait and get’ passport photos as I will need them. When I return, Madam’s requirements all met, I am asked to report to Medicine, to the Nephrology unit, to begin work the next day.

I go to the bank on the hospital compound to open a salary account, my first, and to the hospital stores to receive a regulation white coat. The coat is a surprise. In Enugu, doctors provide and maintain their own white coats. Here, I am issued one and told I can send it to the laundry for cleaning and that a replacement will always be provided while it is laundered.

The next day, Chinedu tells me where to find my new unit. I arrive to find the team preparing for a consultant ward round. I introduce myself to a bespectacled young woman, whose frenetic state betrays her as my fellow house officer. She seems relieved to see me, a backup to take on some of the burdens of the unit. She takes me over for introductions to the registrar and senior registrar, both women. The registrar looks up from writing in a patient’s folder and smiles warmly in welcome, her dimples emerging. The senior registrar is more guarded, offering a brief acknowledging nod before continuing her volley of questions to the registrar and house officer, checking that various tasks have been done. As she speaks, she struggles to tug on her white coat, unable to identify the arm holes correctly.

Without any instructions on what to do, I feel like a plus one at a party, abandoned by my companion. I don’t know whether to offer to do anything, or how to be. So I put on an earnest look, smile ingratiatingly, and pick up case note after case note flicking through with studied interest.

The two consultants, again both women, arrive almost simultaneously. The older, whom the other doctors call Mama, is in her sixties, dark-complexioned, bespectacled. She wears a skirt suit and a black velvet headdress, a cross between a beret and turban, sparkling beading round its edges. Her face is set in a way that suggests she brooks no nonsense. The younger consultant, perhaps in her forties, also bespectacled, wears a brightly patterned dress. Her eyes dart all over the ward as if she would rather be somewhere else.

The senior registrar introduces me.

Mama snorts, ‘Where did you train?’

‘Enugu, ma,’ I reply.

She harrumphs, suggesting I have passed muster. ‘You should be ready to work very hard on this team. If you are from Enugu, you should be used to hard work, abi?’

I nod meekly.

We begin the ward round, moving from bed to bed. We have about twelve patients on this ward. Some are young women, others older, in their sixties and seventies. Most have chronic kidney failure. A few have an acute form and are on large quantities of intravenous fluids and diuretic tablets, their blood urea and electrolytes, markers of kidney function, carefully monitored. As we move around, the consultants shoot questions at the senior registrar, the registrar and us two house officers. It has been so long since my medicine exams, I struggle to recall the correct answers. The senior consultant is clearly underwhelmed by my performance. I make a note to review the renal chapters in my medicine textbooks.

The other house officer and I take it in turns to write in the patient folders. We listen carefully to the consultant as she examines each patient, summarising her findings and future treatment plans. If she orders an adjustment to the drug regimen, we unhook the drug chart at the foot of the bed, writing orders to reflect the changes, careful to append our signatures. I have not formally been taught any of this, but from watching on ward rounds since our first clinical postings, I know what to do.

Ward round over, we walk down the stairs, along the long corridors, still in formation, to the dialysis unit. A newish small single-story building, it is spotless inside and freezingly cold, thanks to the humming of air-conditioning units placed around the well-lit rooms. In the outer reception area patients and relatives wait, clutching bags of the expensive disposables used in dialysis.

In the dialysis room, nurses in scrubs attend to two patients hooked up to the beeping dialysis machines. We can see their blood flow out into the large machines with dials, and flow back, cleansed, through the tubes attached to their groins and arms. Satisfied with their progress, the consultant steps out with her retinue to the outer room to review lab results proffered by waiting patients. Frowning at one, she gently tells the patient he will need two more sessions of dialysis at least. His results have improved, but not enough. His face falls; dialysis is very expensive. I witness several similar conversations over the next three months, patients struggling to fund the dialysis that is keeping them alive. Kidney transplants are not yet available in Nigeria, so the only option for patients is either regular dialysis at the handful of hospitals with dialysis units or a transplant abroad. Both are prohibitive in cost, but dialysis is marginally more manageable, not requiring an immediate lump sum. Sometimes, the nurses and doctors sneak a patient in for an unpaid session, out of compassion. Even then there are other costs, such as the accompanying regular erythropoietin injections, each costing as much as my monthly salary.










Faltering First Steps

It is my first day on call as a house officer, without the buffer of senior doctors on site to consult. It has been difficult adjusting to my new role, with nurses and patients looking to me for direction I feel ill placed to offer. Chinedu, Tee and my other house officer friends who have spent six months on the job are sources of support, always ready to answer my tentative questions.

I lie on the floor in Chinedu’s room; I still live there as no other accommodation is available. I cannot go too far away today as I am on call and the room phone is my designated contact. It could ring at any time. If I need to go out to eat, it must be nearby, and I must ring the wards and let the nurses know exactly where and how long I will be. It has been a long day with a very long senior registrar ward round with lots of patients on the wards. I have taken many blood samples, delivered many ‘consults’ inviting other specialists to review our patients, and chased test results in the labs. These require long walks to different parts of the hospital, keeping me fit and helping me learn my way around LUTH’s sprawling expanse.

The dark grey telephone trills. Leaning forward, I retrieve it from atop the bookshelf.

‘Dr Anya?’ The female voice is tentative. ‘Are you the house officer on call for Dr Onabanjo?’

I confirm that I am. The nurse says the intravenous cannula for a patient of ours has ‘tissued’, so needs changing. I assure her that I am on my way to the ward, my voice brimming with more confidence than I feel. Grabbing my white coat, as I check its pockets for the rubber gloves and rubber tubing makeshift tourniquet, Chinedu walks in.

‘Where you dey go?’

‘They call me to come reset IV line o!’

Shrewdly, he sees through my bravado and asks, ‘You don do am before?’

I scratch my head and confess, ‘No, o, I never do am.’

‘Oya come, I go help you,’ he generously offers.

We walk through the corridors of the hospital.

‘I swear I regret not setting up lines when we were students,’ I mutter ruefully.

Back then we had stood aloof, watching more eager students volunteer to perform clinical tasks. Their earnestness had seemed gauche then.

Chinedu laughs, reassuring me I will soon get the hang of it.

On the ward the nurse has helpfully put out a kidney dish, a small bowl with methylated spirit, a fresh cannula for reinsertion and wet cotton wool wipes for cleaning the skin. There is also a roll of plaster but no gloves, confirming the wisdom of an early useful tip from other house officers – always have gloves in your white coat pocket. You can never guarantee there will be any when you need them, and as we are seeing more and more cases of HIV among our patients, the prospect of a needlestick injury is chilling.

The nurse points out the patient, a young man in his thirties lying listless. He mumbles a ‘Good afternoon, Doctor.’

Chinedu asks if the nurse is absolutely certain the cannula has tissued. Affronted, she curtly objects. ‘Ah, Doctor, you think I just called you for fun. I tried flushing it with sterile water severally, before I called you …’

Under his breath, tone guarded, Chinedu mutters that it is always worth asking. Not all nurses bother to check why a bag of intravenous fluid has stopped dripping, some just immediately send for the house officer.

We explain what we are doing to the patient. Chinedu pulls a chair to the bedside, tugs on gloves and lifts the now-grimy plaster strips securing the now-useless old cannula. With one swift movement, he withdraws the cannula rapidly, in the same movement firmly applying a ball of dry cotton wool to the puncture site. There is no bleeding, confirming that the cannula is not in the vein. I disconnect the cannula from the tubing attaching it to the plastic fluid bottle over the patient’s head.

Chinedu tightly ties the flexible plastic tubing around the patient’s upper arm, a knot easily loosened with one hand. He asks him to hold out his arm, to clench and unclench his fist. Our eyes run keenly up and down, searching for elusive veins. Chinedu taps lightly on the forearm with the back of his hand and two veins appear. Selecting the straighter one, he asks for the kidney dish. I place it on the patient’s bed, just within reach. With a wet cotton wool ball, he swabs the area over the vein and the white cotton darkens with dirt. His gloved index finger runs tentatively up and down the vein, selecting a point of entry. I watch him uncap the cannula, revealing the needle sheathed in plastic with a syringe attached. Holding it at an angle, he punctures the skin; our patient grimaces, looking away. Chinedu smoothly advances the cannula upwards and is rewarded by dark ruby blood flowing along the cannula. Withdrawing the needle with one hand while holding the cannula in place, he asks me for the intravenous fluid tubing connector, pushing it into the newly installed cannula, just as a drop of blood falls on to his gloved finger. He wipes it off with a swab and using plaster strips I have torn off, secures the cannula to the skin. The strip goes underneath the cannula, then crosses over the top. I adjust the flow of intravenous fluid, rolling the little wheel under my thumb, keeping my eyes on the frequency of drops in the little transparent chamber till I am satisfied with the flow. Chinedu tidies up, returning the kidney bowl to the nurses’ station. I thank him, we thank the nurses and leave.

We have only walked a few steps, when another nurse comes running after us with a request. Another patient has just been admitted from A&E and needs an intravenous cannula inserted. He is not under my consultant’s care and strictly speaking, his unit’s house officer should do it. However, I am keen to try out my newly acquired skills, and I am conscious of the unwritten code of house officer camaraderie, of making life easier for each other whenever we can. So I agree.

The patient this time is older, perhaps in his sixties. Under Chinedu’s watchful eyes, I repeat the process. From time to time he puts in a word of advice. Tighten the tourniquet. Tap the veins a little harder.

I identify what looks like a good vein on the back of the patient’s hand, clean it and prepare to insert the needle. As I do, I find the skin tougher than expected, the vein wobblier. A drop of blood, rapidly expanding, emerges from the puncture site. I quickly release the tourniquet and firmly apply dry cotton wool to the site, to stop the bleeding. Mortified, I apologise to the patient, explain that I must try again at another site as the original vein, now swelling rapidly, is no longer feasible. He is gracious, calm and patient, asking me not to worry, saying it is fine, even as he winces. On a second try, I am successful. As I slowly withdraw the needle and the dark venous blood flows languidly back to fill the cannula, I am filled with a warmth that makes me want to leap up. I have done it; I have set my first IV line.

In the months that follow, I set so many IV lines that I become something of an expert. Nurses, and sometimes other house officers, call me when struggling with difficult veins. I learn to insert cannulas in newborns, their veins barely visible thin blue lines, like biro marks. I learn to set them in older men where the walls of the veins are thickened, wobbly and deceptively prominent. I learn to use different-sized cannulas, the green 18G commonest, used for most adults, pink 20G used in the absence of green, more common in the adult female wards, and the blue 22G for children. I also learn to use the butterfly needles, serving the same function but requiring a different technique to insert. They tend to slip out often but cost a lot less than cannulas.

Another task that keeps us occupied on call is giving intravenous injections. It is not clear why only doctors are allowed to give them, since nurses administer all other medication to admitted patients, including intramuscular injections. Whatever the reason, it falls to us, most junior of doctors, to give them. When we have many patients on IV injections, or when one patient requires them frequently, our workload balloons. One week we admit a patient with tetanus, and I have to give him IV injections every three hours. After a week of sleeping in three-hour bursts, I am a wreck.

Taking blood samples for tests forms another major part of our workload. Each day, after ward round, we take blood for any new tests ordered for patients on the ward. Again, this requires access to good veins. Sometimes, overwhelmed by too much to do, we resort to the beleaguered house officer’s saviour, the femoral tap. Using the easily located large femoral vein in the groin to take samples is discouraged, as it is a major vein and can easily be damaged. And yet, on tough days, we surreptitiously pull back bedclothes, swab the patient’s groin, feel for the pulsing femoral artery and plunge a needle in, just medial to it. The reward is always a syringe full of dark red blood, sufficient for all requirements.










A House Officer’s Days

Early each morning, I conduct a ward round, see all our patients, put the latest results in their folders, ask if they have any new symptoms or complaints and check that I have carried out all the orders from previous ward rounds. This rapid house officer’s ward round precedes the main round for each day which is alternately conducted by the registrar, senior registrar or consultant. We soon learn how essential communication and relationships are. Cajoling laboratory staff to slip our patients’ samples into today’s run of tests just before the machine starts, pleading at the blood bank for blood for urgent transfusions, sweet-talking the nurses for plaster, gauze, everything. We coax porters and ward staff to the pharmacy to collect drugs promptly or to the blood bank to collect blood. I learn that a broad smile, willingness to banter and a large dose of humility ensure things run smoothly, in my favour.

Once a week, we run an outpatient clinic. The senior doctors start in clinic while we house officers do a ward round, then ring the registrar in clinic to review any new developments. She either resolves them or refers us to the senior registrar or consultant for more expert advice. Once we have settled the patients on the ward, we join the team in clinic, helping them see a seemingly unending stream of patients. The consulting rooms at LUTH, unlike in Enugu, have very comfortable leather swivel chairs. And at my first clinic, at about midday, there is a knock on the door. A uniformed porter wheels in a trolley with coffee, tea and biscuits, and pours me a cup, leaving a plate of biscuits on my desk. These are luxuries never witnessed in Enugu but taken completely for granted in Lagos.

Most patients assigned to us in clinic as house officers are stable long-term patients on follow-up visits. Many have hypertension, so we simply check the blood pressure, and if fine, check they are still taking their medication as prescribed. We enquire after any new symptoms or side effects and if all clear, book them in for another check, well into the future. We may occasionally review tests ordered at the last visit, and if these are not as expected, consult with our seniors in the neighbouring rooms.

The challenge in clinics is keeping up with the endless patient flow, balancing speed with care and attention to detail. Initially, petrified at the possibility of missing something, my history-taking and clinical examination are detailed and textbook perfect. After more than one reprimand from the senior registrar and overhearing nurses complain about the length of my consultations, I adopt a more pragmatic approach.

At clinics, polished businessmen from Victoria Island sit beside market women and street hawkers from Mushin. Many are Yoruba, but cosmopolitan Lagos draws people from all over Nigeria. Some do not speak English but manage in pidgin.

In the late afternoon, with the clinic done, I stop for lunch in a small room near the telephone exchange. It is not really a restaurant, just a couple of chairs and a table. Run by Madam, whose name I never discover, it becomes my favourite place to eat. A routine emerges. On sighting me, she immediately fills a plate with steaming hot rice and a side helping of the sweet boiled brown beans whose dry texture I have loved since Lagos school days. Over the rice and beans, she generously ladles an oily peppery beef stew of tomatoes, onions and peppers, finishing with a few fried plantain slices. I imagine stews like these are the origin of the pejorative ndi ofe mmanu, people of oily stews, that my Igbo people call the Yoruba. Unlike many Igbos, I enjoy these oily stews.

On a surgery ward round that year, I meet a patient the nurses say has not been eating. I explain, in Igbo, that his body needs proper nourishment to heal, so he must eat. In response, he drops his voice and his eyes dart round checking for eavesdroppers. Satisfied we are private, he whispers that he finds the hospital kitchen’s Yoruba oily stews impossible to eat, adding, ‘You know how it is, brother.’ I smile, telling him I am not sure I do as I quite like the oily stews. He looks at me reproachfully, his face a study in horror.

Once a week, our consultant is the hospital physician on call. All new medical cases admitted through A&E that day become ours. On these days on call, after ward rounds or clinics, we spend the day at A&E where a steady stream of patients and relatives pulsing through creates an atmosphere of chaos and high-octane energy. The A&E nurses are special – tough, decisive, efficient. Except when it comes to ‘handing over’. This is a nursing ritual which I never witnessed as a medical student, but which looms large over my work as a house officer. I encounter it for the first time in A&E.

It is nearly two o’clock in the afternoon and our team is on call. A patient, a twenty-year-old man, has just come in with what the A&E doctor suspects is heart failure. He invites us as the medicine team on call to review. I walk into the small observation ward with the registrar of our unit. It is always difficult for me, seeing this small space with its large imprint of human suffering. The patients lie, some motionless, silent, others groaning. The accident victims are obvious from their bloodied bandages; the afflictions of others are less obvious. Relatives sit around, despondent, muttering prayers, trying to gather money for prescribed drugs, tests, or the admission deposit.

The registrar and I make our way over to our patient. He is distressed, breathless, coughing, and his face and legs are very swollen. He lies propped up at an angle, the so-called cardiac position keeping his lungs free of choking fluids. He whispers repeatedly what I recognise as we draw near as the Muslim shahada. ‘La ilaha ill Allah muhammadu rasulullah.’ There is no God but Allah, and Muhammad is his messenger.

The registrar examines him quickly, establishes that he requires an additional pillow and asks me to fetch one. Walking into the corridor, I see all the nurses in A&E marching in formation from bed to bed, room to room. At the head is the senior nurse from the morning shift, her cap slightly askew. Though she is weary, a glint of determination remains visible in her eye. Beside her, the senior nurse for the afternoon shift steps briskly, fresh, and ready for work. I discreetly sidle up to a nurse towards the back of the formidable phalanx and whisper, ‘Sister, please, where can I—’

The leading nurse’s voice rings out, cutting me off. ‘Can’t you see, Doctor, we are handing over!’

The other nurses murmur in agreement.

I try again. ‘Sister, I just want to ask for—’

‘Doctor! I said, we are handing over!’

Suitably chastened, I trail behind them from patient to patient. They recite verbal updates on each, what drugs are due when, what tests outstanding. After a few minutes, frustrated and impatient at their unruffled pace, I march to the nurses’ office, rummage round until I find a pillow, and take it to the patient.

This is my first encounter with handing over, later a source of much frustration through the house officer year. The next day under the almond tree, beer bottles in hand, I tell the story of the pillow to other house officers. They burst into knowing laughter.

Funmi strokes her chin. ‘Ah, your first experience of handing over? You haven’t seen anything. Once we were trying to resuscitate a patient who was gasping. I begged and screamed for a nurse to come and help. All I got was “Wait, Dr Balogun, we are handing over!”’

The squabbles over the handing over ritual reflect the difficult relationship between doctors and nurses. Through medical school, many strikes and counter strikes occur, called by the doctors’ union or the nurses’ union. One was triggered by a doctor physically assaulting a nurse on hospital premises, while working together. Several were called over pay, the nurses seeking equivalence each time doctors successfully obtained an improvement in remuneration. So fractious is the relationship, the doctors’ union in one teaching hospital bans its members from marrying nurses. To emphasise this, they pass a motion for a boycott of the wedding and a ban on wedding gifts to any doctor breaching the ban!

Then there is the story of the senior matron, frustrated by ‘insults’ each year from ‘small boys and girls’. Tired of seeing them go from awkward and unsure clinical students to bossy house officers before her eyes, she takes the medical school entrance exam and gains admission. After failing her 2nd MB exams a second time, she recalibrates her ambitions, returning to nursing, it is said, but with a newfound respect for junior doctors.

Yet nursing support is essential if we are to be effective house officers. Most of us are pragmatic, seeing how easily the nurses can complicate your life. They can summon you several times a day or night to the ward for the flimsiest of reasons. If after a couple of such unnecessary ward visits, you refuse to return at the next call, you become the star of the nursing report for that shift:







	0345hrs

	Patient complained of discomfort. Dr Anya informed, nil ordered.




	0359hrs

	Patient still complaining of more severe discomfort. Dr Anya informed again, still nil ordered.




	0422hrs

	Patient complaining of severe discomfort and nausea. Dr Anya informed, still nil ordered.





As Heads of Department regularly review the nursing reports, no house officer wants this accolade.

I try to develop and maintain a healthy relationship with the nurses, making time to greet them, to exchange banter, to tease them when I arrive on the wards. Comments like ‘Ah, Sister, see how you are shining, looking fresh! Your off has paid you!’ when a nurse returns from her days off, or buying biscuits or soft drinks on a really busy shift add up and earn kudos. So, when I am called to the wards to insert cannulas, administer IV drugs, or insert a urinary catheter, everything I need is neatly laid out waiting for me on a tray at the nurses’ station. When disposables like gloves, plasters, cotton wool run short, I can say, ‘Sister, please now, try and find me one, a beg, you know it’s me’, and gain grudging access to the secret stashes reserved for emergencies when stocks run out.

The use of ward disposables is another source of friction. As doctors, we tend to a blithe disregard for the materials we use, believing the key thing is doing the job and giving the patient the treatment needed. We wave off the nurses’ pleas to go easy on the plaster, cotton wool, antiseptic as irritating irrelevances. The nurses explain that ‘hospital and ward economy’ is a core part of their student curriculum, helping them learn to manage scarce resources. Later, I begin to wonder whether doctors should not be taught this too.










Losing my First

It is my first weekend on call. I have survived the sheer panic of Friday evening, when the senior doctors all left for home leaving me as sole point of contact for our team. Saturday has passed uneventfully: I’ve been called just once, and that was only to reset an IV line. Today, Sunday, I am hopeful of a quiet day spent counting the hours to Monday when I will be relieved of this onerous responsibility. To distract myself from worrying, I sprawl on the bed, and bury myself in the current novel I am reading. The telephone rings, startling me. It is an orderly from the female ward: the nurse has asked her to call me urgently to see a patient whose condition is deteriorating. The orderly has no more information, so I ask to speak to one of the two nurses on duty.

The orderly’s rasped stuttering conjures an image of her holding the phone gingerly, weighted by the responsibility. ‘Doctor, the two of them are busy with the patient.’

That both nurses have gone to attend to the distressed patient is not a good sign. I snatch my white coat, pockets bulging with paraphernalia, and stride briskly towards the ward. On entering, I note the deserted nurses’ station and, in a bay just beyond, a curtained off cubicle that I guess correctly is the current focus of attention.

The nurses, huddled together in a corner of the cubicle, fiddling with the knobs on the oxygen cylinder, greet my arrival with evident relief. I see that the oxygen is connected via tubing to a mask over the patient’s lower face. She is a white-haired woman, probably in her eighties, radiating a quiet dignity, despite the circumstances. Her straightened hair lies unfurled in a halo on the pillow propping her up at an angle. I remember her from the ward round on Friday, admitted with heart failure. The consultant had indicated a poor prognosis, asking to speak to her family on Monday. I examine her, noting she is breathing fast, despite the oxygen. Her feet are still swollen; if anything, worse than on Friday. I listen to her chest – the loud crackles of fluid in the lungs persist. Reviewing her drug chart, I find she is already on all the recommended medication for severe heart failure. I document my findings and tell the nurses to continue giving oxygen while I consult a senior doctor.

I face the classic junior doctor’s dilemma: when to seek the help of the next senior doctor. The conundrum is worse out of hours because very few people have phones at home, and mobile phones are virtually non-existent. Seeking a senior’s opinion means a long walk to A&E to leave a written request for their presence. A&E admin then alerts the Transport Unit to deploy a hospital vehicle, usually an ambulance, to the senior’s home to bring them in. Often the senior’s displeasure is palpable when they arrive, especially if it is for something they think you should have been able to handle. Not sending for them, however, risks acting beyond your competence, potentially harming the patient and resulting in a senior inevitably saying: ‘But why didn’t you call me?’

We were taught nothing of this dilemma or how to resolve it and never even discussed it as medical students. And so I struggle to decide. I have not worked long enough with these doctors to get a sense of the limits of their tolerance or appetite for risk. Will they be upset being sent for on a Sunday afternoon for something I should be able to deal with? Or will they be more upset if something goes wrong and I have not sent for them?

My dilemma is resolved when a senior registrar from another unit who is not on duty pops in to check informally on her patients over the weekend. I hesitantly approach her, asking if she could help review the patient, explaining my situation. She is kind and understanding, walking over with me to the curtained cubicle, asking me what I have found and done so far, before conducting a mini examination of the patient. She asks me to record her findings as well as the changes she orders to some of the medication in the folders and charts. Asking the nurses to monitor the patient very closely, she brushes aside my effusive thanks and returns to her own patients.

An attendant from the male ward turns up saying I am needed to insert a urinary catheter for a patient admitted on Friday, following a stroke. His relatives have only just procured the catheter from one of the pharmacies in Itire Road as the hospital pharmacy does not have any in stock. I marvel at how the private pharmacies always seem well-stocked, while it is a perpetual lottery at our hospital pharmacy guessing what stock is available.

I follow the ward attendant back to meet anxious relatives, arms folded, radiating impatience, waiting by the patient’s bedside. I apologise, explaining that I have been with another patient elsewhere and suppress the temptation, fuelled by hunger and fatigue, to respond to their querying looks with an exasperated ‘I haven’t just been sitting in my room twiddling my thumbs, you know.’

Thankfully, the nurse has laid out everything I need for inserting the catheter, saving time. I pull on the sterile gloves and receive the sterile catheter from the nurse who has opened the outer unsterile packaging. Swabbing the patient’s penis with gauze soaked in disinfectant, I hold out my hand for the large dollop of lubricating jelly the nurse squeezes onto my fingers. Coating the catheter liberally, I begin to insert the tube into the urethra. It goes down smoothly, and a slight trickle of urine emerges. I connect the urine bag to the catheter, and with a syringe full of sterile water, inflate the small balloon that ensures the catheter stays in place. I gently tug on the catheter to check the balloon is inflated and holding the catheter in place, then I replace the patient’s bedclothes and, tidying up, take the empty packaging and kidney dish to the sluice room.

I am carefully washing my hands when a nurse bustles up to me. ‘Doctor, they called for you from the female ward, I think the patient there is gasping.’

I abruptly dry my hands and dash back to the female ward. Rushing to the curtained cubicle, I notice apprehensive looks from patients in neighbouring beds.

The two nurses are leaning over the patient. One holds an ambulatory ventilation bag mouthpiece over the patient’s nose and mouth, squeezing at regular intervals. The other is doing a cycle of chest compressions. I ask the latter to get some adrenaline and I take over, working in tandem with the other nurse who is sweating. I ask how long they have been trying resuscitation, she says about ten minutes, I ask her to pause briefly and realise the patient has stopped breathing; there is no pulse and no evidence of a heartbeat. The other nurse returns with the adrenaline drawn in a syringe and I administer it through the cannula in the patient’s arm. Our resuscitation efforts continue for a few more minutes and then the nurses look at each other, then at me. One says in a soft voice:

‘I think she’s gone.’

I give the signal and we stop the resuscitation. I listen again to her chest: no breath sounds, no heartbeat. I whip out my pen torch and gently open her eyes one after the other, shining the light in. The black pupils are fixed and unresponsive. I apply firm pressure with my knuckles to the bony central part of the chest, over the sternum. Again, no response. I listen once more to the chest and the heart. Still nothing. I feel I should do something more but cannot think of anything else. I have seen patients die before, as a medical student, but this is the first time I have to certify someone dead. I fear getting it wrong, and for some reason an image of my grandmother who is alive and well, pops into my head. Stories of patients wrongly certified dead and coming alive in the mortuary rush back. I go through all the motions again, looking for any sign of life.

One nurse brings the patient’s case notes over. I adjust the patient’s blouse, pulled up during resuscitation, and replace it over her exposed midriff. I walk to the foot of the bed, glance at my watch, record the time, and try to succinctly describe the attempts at resuscitation and my findings before I certify her dead. I hand the case notes to one of the nurses, then briefly consider taking it back to add my qualifications below my signature. I realise it isn’t necessary and leave the notes with the nurses who will take over from here. I ask if the patient has any relatives staying with her. The nurse says there is a daughter, but she has gone home for a shower. Dazed, I stumble out of the cubicle to wash my hands, watched by several pairs of anxious eyes – the other patients on the ward.

All through that day, I am unsettled, going over my actions, wondering if I have missed anything. When Chinedu comes into the room, he chuckles at my distress.

‘You’ll get used to it,’ he says. ‘I’m sure you tried your best.’

I think to myself, I do not want to get used to it.

I am kept busy the rest of that day, and into the night by a new patient admitted with tetanus whose three-hourly intravenous injections demand frequent journeys to the ward.

The next morning, sleep-deprived, I drag myself to the ward ahead of the senior registrar’s round. The other house officer and I carry out our tasks, having divvied up all the patients on the ward, each taking responsibility for half. I tell my colleague about my weekend. She murmurs sympathetically, moving between the nurses’ station and the patients’ beds.

The registrar arrives, puts down her handbag and greeting the nurses, begins to check we have done everything.

‘We lost Mama yesterday,’ I say.

‘Which Mama?’

I describe the patient and her eyes widen in recognition. ‘Eiyah, but there wasn’t really much …’ Her voice trails off.

We wait for the senior registrar, glancing at our watches. The pre-ward round tasks are done. We are ready.

The senior registrar arrives, agitated, bustling with uncharacteristic vigour. Barely acknowledging our greetings, she demands, ‘Which one of you was the house officer on call this weekend? Which one?’

Wordlessly, apprehensive, I slowly raise my arm.

She turns on me. ‘What happened to Mama, eh? What happened? Why did you not call me? Did you call the registrar? This is how you people will get someone into trouble!’

I explain that I had wanted to call the registrar, but that a senior registrar from another unit had happened to be around and had kindly reviewed Mama when she took a turn for the worse.

‘Which senior registrar? What is her name? Did you document everything? Are you sure? Go and bring me the case notes.’

I return to the nurses’ station and find the case notes tied in a bundle, waiting to be sent back to Medical Records. Retrieving them from the pile, I flick to the pages from Sunday. Thankfully I have documented everything, even recording faithfully the time of each review and action, including the kind senior registrar’s intervention.

It emerges that the deceased patient’s son is a senior member of hospital staff and that he has complained to the Chief Medical Director that his mother was neglected by her doctors on the Sunday that she died. The senior registrar snatches the case notes from me, flicking quickly to the final pages. Her eyes rapidly scan the sheets and as she sees everything meticulously recorded, her figure visibly sags with relief.

I stifle one of the many yawns plaguing me this morning.

I have learned another lesson.










Coolu Temper …

Week after week passes, and I begin to adapt to the rhythms of my job. The days and nights are long and demanding. The hardest are the mornings after a busy night spent almost entirely on the wards, when with little or no sleep, you are expected to turn up bright and early and work a normal full day. At first, on these mornings, I stumble from patient to patient, groggy with exhaustion. However, in time, I become adept at rushing back to my room at dawn for a quick invigorating shower, returning to the wards with an apparent freshness that conceals the frenzy of the night before.

My days are not just filled with work. In snatched moments of leisure, I reconnect with old friends and make new ones. Several old classmates from King’s College are also house officers at LUTH. Having scattered to different universities at the end of our schooldays, we meet again here in the first year of our medical careers. I am amused to see these boys with whom I have played numerous childhood pranks bustling around the hospital with serious faces, looking like responsible doctors.

One night, not long after I start house jobs, I am in the house officers’ room in A&E. It has a couple of beds dressed in white sheets, some scattered chairs and there are five or six of us house officer in the room. We are all from different specialties, but all of us are on call that evening. A&E is uncharacteristically quiet, so we lounge around, exchanging banter, a few eating their early suppers or more likely very late lunches. A senior registrar walks in. A friendly bearded man with thoughtful eyes, he is always happy to help a house officer with a clinical problem and so we greet him warmly. He sits down in one corner of the room and after observing our casual, familiar banter for a while, lifts his head and, looking puzzled, points at each of us.

‘You, you went to Nsukka, you trained here in Lagos, you went to Benin, and you are from Ibadan. You all have only worked here a few weeks, so how come you know each other so well?’

Looking round, we realise that of all the house officers present, only one is not a classmate from King’s College. We explain that we are classmates from secondary school. Marvelling, he shakes his head and asks why so many of us have studied medicine.

Seun, ever witty, replies, ‘Lack of good career guidance and counselling at our school!’

Apart from boarding school friends, a handful of other medical school classmates from Enugu are also doing house jobs here. Then there are new friends, house officers from universities across the country, the bonds between us quickly forged over long days and nights on the wards performing all the house officer tasks that never seem to finish. These are friends made late at night while struggling to insert another cannula or catheter, take another blood sample, or stabilise a volatile patient.

A wooden kiosk in front of RMOI sells soap, toothpaste, bread, biscuits, soft drinks, beer. On many evenings, a group of off-duty house officers, male and female, sit on a cluster of stools outside it. Bottles in hand, usually beer or Guinness, we discuss patients, our senior doctors, football, music, politics, the state of the country. Some house officers do not like to be seen there. As it’s close to the main road, seniors driving past can easily spot the revellers, and being seen here too often apparently can be detrimental to your career. Some of us do not care, insisting we should be judged on the work we do on the wards and clinics, not what we do in private. Conversely, some senior doctors occasionally join us, and over a beer or two, we get to know them better, easing our professional interactions when we meet on the wards.

Each month end, when salaries are paid and we feel rich, we go to The Den, in Ikeja. There, the musician of the moment, Lagbaja, the masked one, plays live sometimes. His music is soundtrack to our frenetic days and nights, his exhortation in the popular track ‘Coolu Temper’ a soothing reminder on frazzled days of the ephemeral nature of our existence. When he plays ‘Baby Tani Ko Fe Wa’, we jump up in recognition, swaying from side to side, fists in the air. The part where he advises his young woman chorus not to marry doctors, with their perennial excuses of ‘night duty’ and ‘I’m on call’ and no time for fun, hits home, even as we dance.

The expansive hospital compound can feel like a bubble, detached from the world, especially during particularly busy weeks, when several days can pass without my leaving the hospital premises. It is not that news of the outside world does not filter in, but so much goes on within the hospital, often events of such immediacy they make everything else recede in significance.

It is now over two years since Abacha seized maximum power, nearly two years since Abiola, winner of the 12th of June elections, was thrown in jail. Abacha continues to tighten his iron grip, closing newspapers and magazines, despatching secret security agents across the country. Some banned newspapers and magazines resort to guerrilla publishing and are bought and read clandestinely.

Months before, we watch, not believing it possible, as Abacha ignores pleas for reprieve from Nelson Mandela and other world leaders and executes the writer and activist, Ken Saro-Wiwa and the Ogoni Twelve, after a dubious trial. We watch conversations about Nigeria on CNN and other international news channels. They seem a world removed from us. Nigerian activists abroad plead for sanctions, for international action against Abacha. The regime’s spokespersons retort that Abacha was invited to take power by Abiola, that the trial of Ken Saro-Wiwa was legitimate, and that Abacha is cleaning up the country. Foreign politicians hem and haw, suggesting that sanctions will hurt the poorest Nigerians most, that they will be counterproductive.

We wonder at this new keen concern for the poorest Nigerians, something never obvious before. Yet this rhetoric begins to seep into public discourse, at beer parlours and barber shops. Nigeria is suspended from the Commonwealth, and our military leaders and their families are banned from obtaining European visas to Europe. In hushed tones, we wonder if that will have any impact. After all, there are many other countries outside Europe. Slowly, it dawns on us just as it did after the elections were annulled that there will be no international intervention, that we are stuck with Abacha for the foreseeable future. There will be no mass uprising, no invasion of friendly foreign forces. We are resigned and seek solace in the small daily rituals of our lives, our only solace the small rebellions we enact each day.










Happy Hour

Late afternoon and the sun is losing its blazing force. The ward round for the day is over, and I am not on call. I have had a shower and am dressed in smart jeans and a formal shirt, worn loosely, sleeves folded. Carrying a novel, borrowed from the British Council Library, I walk past the kiosk and follow the curving tarred road, lined with elegant palms, to the hospital gate. Crossing the dusty road in front of the hospital, I stand by the bus stop beside the canal, alive with a haze of insects and green with algae. A small bus pulls up and its conductor, leaning out of the open door, shouts ‘Ojuelegba straaaaiiighhtt!’ I board for our brief but tortuous journey past the side streets of Mabo, Fashoro and Karim, where the bus swings in to pick up additional passengers to cram into the hot dark space. Just before Ojuelegba, we swing past Ayilara, notorious for its women of the night, its bars and debauchery.

At Ojuelegba, a cacophony of sounds. Apala music blares from music shops, competing with the muezzin’s call to prayer issuing through a loudspeaker. The muezzin’s orations jostle with the frenetic clapping of hands and singing of Christian choruses from the nearby Pentecostal church. Also, a kaleidoscope of colours; the bright yellow of the taxis and molues predominant. A multitude of people gathered under the bridge are hawking, selling, buying, resting, walking this way and that. Streams of cars and buses move in every direction, horns liberally employed. This is the Ojuelegba immortalised by Fela in his hit song, ‘Ojuelegba Confusion’.

I alight and walk to catch another bus, this time heading for ‘’Keja,’ keja straight’. The international airport and the seat of the Lagos State Government are in Ikeja. Allen Avenue snakes its way through one side of Ikeja, carrying a stream of wealthy drug dealers, courtesans, and their hangers on. Allen is awash with new houses, new shops, new restaurants, many, whispers say, are fronts for laundering drug profits. The very respectable Sheraton Hotel is also in Ikeja, and that is where I am headed. I have discovered that this lavish hotel offers a Happy Hour each afternoon, from five o’clock to six o’clock with a live band and drinks at half price, bringing the beer just within reach of a new house officer’s pay.

I get off the bus opposite the Sheraton, its milk-chocolate buildings framed by manicured trees. Walking through the gate, I continue to the main entrance, past the doormen in brown uniforms belted at the waist with broad sashes of ankara. I step into a fridge-cold haven of flowers and green plants around an open atrium dotted with sofas, bustling with people: white, black, Asian, men, women, children. I walk towards the lobby bar, pausing by the bookshop to browse. It is not really a bookshop, more one of those shops seen in international hotels, selling a jumble of local crafts, gift items, toiletries, over-the-counter medicines, newspapers and books, all overpriced to ensnare captive guests. I pick up Wole Soyinka’s memoir Ibadan: The Penkelemes Years, which I have read before, in medical school. I go over the most amusing passages again. Wole Soyinka has fled into exile in the United States, smuggled through a bush path to neighbouring Benin, Abacha’s soldiers and secret security in hot pursuit.

Turning the book over to look at the price, I find it is more than I spend on food and transport in a week. Replacing it gingerly, I savour the other books on display. Continuing to the lobby bar at one end of the atrium, I pass the bandstand where a group of five Nigerians, four men and a woman, are setting up their equipment. The men wear short-sleeved shirts of matching ankara over jeans. The woman wears a short, tight-fitting dress, her face heavily made-up, her lips outlined in black, filled in with red glossy lipstick.

I sit at the bar on a stool, facing the smiling barman. The gold nameplate below the Sheraton logo on his ankara shirt introduces him as Bayo. I ask for a Star, and he places a white paper coaster with the ubiquitous grey Sheraton S on the bar before me. Reaching down to retrieve a mistily iced glass, he deftly pours the golden liquid. Thanking him, I look round the bar.

Most of the bar stools are occupied by middle-aged white men with tanned, reddened faces, probably engineers and technicians working in factories in Lagos, or oilmen from Port Harcourt. A few Nigerian women, all heavily made-up, in short dresses, masses of artificial hair cascading down their backs, can also be seen. Some sit on their own, their eyes darting round, discreetly seeking custom, while avoiding being apprehended and asked to leave by hotel security.

As the band strikes up a rollicking American country song, its members whip on cowboy hats that appear to cost as much as they earn in a couple of hours. I recognise the Kenny Rogers song, one that my older cousins, like many other country music-loving Igbo men, played a lot in my childhood. The vocals are led by the female singer: We should be together; we should be walking side by side. Her bandmates lean forward, guitars slung casually at their waists, joining her in the chorus. Some of the white men holler and hoop. Some of the women join in, obviously trying to draw attention. As the song’s closing bars fade, to applause, the singer smiles, whispers a breathy thank you, the microphone held close to her painted lips.

I sip my beer as the band launches into another song. The refrain mentions Jambalaya and the bayou. Some of the men again join in the chorus. I imagine other worlds, the worlds they sing of, the worlds that these international travellers know. Places where they know of jambalaya and the bayou. Bayo places a plate of small daintily cut discs of white bread topped with a variety of barely familiar pastes and ingredients. I pick at them in what I imagine to be a sophisticated manner. As dusk falls and the bar fills up, a barman rings a bell to indicate Happy Hour is about to end. I signal for another beer as the band launches into its final song, that perennial favourite of hotel bands across Nigeria, perhaps all of Africa: ‘Malaika’.

As they sing the Swahili words, whose meaning I do not know, I hum along, and when the song is ended and I have drained my glass, I slowly move to the hotel doors, beginning my return journey to the hospital.










A&E

Two months in, I am assigned to the Accident and Emergency Department for the last month of my Medicine posting. In Lagos, it is called A&E, in Enugu, it was Casualty. I am unsure whether the A&E posting is good or bad. Most other colleagues spend all three months with the same medicine unit. Only a few do a month in A&E. My ambivalence is partly because I have just fallen into a comfortable pattern with renal medicine. Now I will have to start again, learning the ropes in a new setting, establishing relationships with a new set of nurses, learning where everything is kept. A&E is also high energy, full of drama, and I wonder if I can cope with the responsibility of being the first medical contact for patients and families in an emergency, without the supportive buffer of senior doctors present. On the positive side, A&E doctors work shifts: two mornings, two afternoons, two nights, then two days off. With our intense house officer schedules, the prospect of two whole days off work is inviting, although everyone says you really earn the two days and tend to spend them just catching up on sleep.

The first few days in A&E go smoothly, and I begin to enjoy working there. I take easily to welcoming patients, reassuring them and their families, trying to identify which specialty team needs to review them. Sometimes I must decide whether to admit for observation. The skills honed over my first two months – inserting intravenous cannulas, urinary catheters, taking blood samples – are all extremely useful.

One afternoon, walking in to start my shift, I notice a commotion at the A&E entrance. Several men in long kaftans and woven caps, who are probably Northern Nigerian, surround a middle-aged man lying on a trolley. He is groaning, and a growing patch of red indicates that blood is seeping into his white kaftan, but the source of the bleeding is not immediately obvious. Two A&E nurses roll the trolley rapidly in a practised manner into the unit, while simultaneously trying to understand what has happened. There is a language barrier, the men are speaking Hausa, the nurses English, and it appears the usual pidgin English bridge fails because the men’s pidgin is not great either.

Seeing me, one man breaks off from the group and runs forward, his face a picture of relief. At first, I think he is encouraged by my white coat, that he is pleased because a doctor has arrived. When he unleashes a torrent of eager, rapid-fire Hausa and I shake my head, indicating I do not understand, I see a look of puzzlement cross his face. Slowly it sinks in: he has assumed I am from Northern Nigeria, that I speak Hausa. I explain in a mixture of sign language and pidgin English that I am not, and go in to attend to the patient, who it turns out has been shot by armed robbers.

On my first day of nights in A&E, I take the rare opportunity of a weekday on which I am free during working hours to address my highest priority – restoring my lifeline, a steady supply of books from the British Council Library. As in medical school, I am finding books an essential source of support in the mania and drudgery of house jobs. No matter how physically, mentally or emotionally exhausting my day, losing myself in books restores me, centres me in a way that I cannot fully explain. More than just escapism, something about the human condition and dilemmas in the books I read resonates with the suffering, illness, pain and death I encounter daily, helping me come to terms with the reality.

On my way to register at the British Council Library, far away in relatively sedate, colonial Ikoyi, I make my way through the mayhem of Ojuelegba to the area where buses to CMS and Lagos Island, first stop towards Ikoyi, are usually found. I see none. Five, ten, twenty minutes pass and no daring youthful bus conductors, jauntily hanging from bus doors, shouting ‘CMS straaaaiiighhtt!’ appear. A newspaper vendor nearby, his papers and magazines neatly laid out on a plastic sheet, keeps a watchful eye on members of the Free Readers Association, the small knot of people gathered to scan headlines, unable to afford a newspaper. I ask the vendor if he knows why there are no buses to CMS. The drivers are lying low, he says, a military task force is out checking bus registration papers.

I am surprised at how distraught I am at the prospect of not returning with an armful of books. I will not have a free morning again soon and I am desperate, starved these past two months of a varied supply of books. I have made do with buying secondhand books from the sellers around Ojuelegba, but the variety and quality is unsatisfactory.

An okada cyclist pulls up by me, engine revving, asking where I am going. The half-hour journey to Ikoyi includes a busy motorway and up till now, I have restricted my use of the daredevil okadas to short rides, through back streets. Even in my short time in A&E, the dangers posed by okadas are evident daily. My hunger for new books outweighs even considerations of safety, so I tell him I am going to Ikoyi. I expect him to say it is too far but he only pauses to weigh up a price, then produces a very reasonable quote, about what I would have paid on a bus. So I say yes, nod in agreement. Revving his motorcycle again, he wheels it forward and I clamber on, holding firmly to the metal frame behind his seat. He is not wearing a helmet. He does not offer me one.

We move out of the side roads of Ojuelegba into the broad expanse of Western Avenue. It soon becomes clear that I have met an okada cyclist who even by the reckless standards of that group has a particularly well-developed death wish. Weaving and bobbing through traffic, cutting in front of speeding cars, pulling away from catastrophe at the very last-minute, his antics make my stomach churn. We fly past the National Stadium, approach Iganmu, the iconic white hulk of the National Theatre hovering in the distance, over the surrounding algaed canals. I wonder if this is the last time I will see it. I see myself rushed to A&E, playing a different role in a drama I have witnessed often before. I scream at him to slow down, but the wind snatches my words, hurling them out over the lagoon, as we fly over it. He turns his head to ask me to relax, chuckling loudly.

‘I know you care nothing about my life,’ I shout, ‘but does your own life mean nothing to you?’

He cackles louder. I am indeed in the hands of a madman.

As we touch down on Lagos Island, swooping off the long bridge, dipping down into the bustle of Apongbon with the commodity traders’ bags of rice and sugar stacked high, I ask him to stop so I can get off. He is bemused; we are still some distance from our agreed stop in Falomo. No problem, I tell him. Legs wobbling, I pay him the full fare, and he zooms off in search of another victim.

A shared taxi from Apongbon drops me at Falomo, a few minutes’ walk from the gates of the library compound with its colonial buildings and manicured lawns. I walk into the cool white reception area and greet the elegant receptionist. I explain I have recently moved from Enugu, where I was a member, that I am a doctor at the teaching hospital here to register. She gives me a form to fill in, adding that the referee section at the back must be signed and stamped with an official stamp. I do not have enough time to take the form back to the hospital and return, given the time of day, with Lagos traffic. I could come back another day, but now with the long shelves of books so tantalisingly close, I am determined not to return empty-handed. I remember my cousin has recently started working in a new bank in Victoria Island, not far away. As a senior manager, I am sure she will be able to sign my form.

At the bank’s streamlined white office building, I sign in and complete a visitor form. A smiling young man takes it to my cousin. The phone on the receptionist’s desk rings and she picks it up daintily, her painted nails tap-tapping on a keyboard in front of her as she clasps the phone between shoulder and ear, careful not to mess her carefully applied make-up.

‘Doctor, you can go up,’ she says. ‘Third floor.’

I walk up, meeting my cousin on the landing. She is only about five years older than me but has climbed rapidly in banking. Hugging me warmly, she takes me back to her desk, past men and women dressed in sharp suits and ties and smart skirt suits. The room is icy cold, and I shiver. She congratulates me on becoming a doctor and says I must come around to her flat for lunch one weekend. I explain my mission, apologising for barging in without notice. She waves away my apology. She picks up a pen, fills in the referee section, signs, then passes it back to me. I ask about the stamp.

‘What stamp?’

I explain that as I made clear when I arrived, the form needs an official stamp, that is the sole reason I have come to her office. She insists she is not able to use the official bank stamp for something like this. The initial warmth of our reunion rapidly dissipates as our conversation cools. Exasperated at her intransigence, I ask if perhaps she could ask the director of her unit to authorise the use of the stamp. It is after all, just a library card, not a bank loan. She insists she cannot, not for a personal matter. She is unapologetic. I am irritated. It is too late to go back and get a fresh registration card, and I would still need to find another referee. I stand up abruptly and say I am leaving. She waves me off casually, seemingly oblivious to, or unfazed by my irritation. ‘We must have that lunch soon,’ she says, handing me her card so I can ring her to arrange.

Stepping out on to the landing outside the office I feel like kicking the stair post in frustration.

As I wearily descend, a thought strikes me. A senior director at the bank is a friend of my father’s and knows me well. Perhaps he could sign the form, although crossing out my cousin’s name will look messy. Or he could at least authorise her use of the stamp. I walk back to reception and ask to see him. The receptionist is surprised to see me again, but rings his secretary, and with an elegant hand clamped over the phone’s mouthpiece, asks what it is regarding. I explain that I would like him to complete a reference form. She sends me up to his secretary on the fourth floor. I’ve met her previously at a social event I attended a few months ago with my father, and she remembers me. She says she will just get the form stamped; her boss is very busy today. She cannot understand why my cousin did not stamp it herself. I thank her as she takes the form into an inner office, returning it stamped. I suppress the childish urge to go back and wave it in my cousin’s face.

Late in the afternoon I return to the hospital with a pile of novels: a couple of Hilary Mantels, a Piers Paul Read, a Brian Moore, a Timothy Mo. I have, as usual, selected fat books that can keep me going until I can find time for another library visit. With my membership of the British Council Library restored, I have access to writers and books I have only read about in the second-hand Time and Newsweek magazines I sometimes buy at the motor park.

When I was a child, my father had annual subscriptions to Time and Newsweek. Mondays were special, the one day when the daily zoom of the newspaper vendor’s motorcycle heralded the delivery of that week’s pile of magazines, chief among them Time and Newsweek. As the economy worsened, the subscriptions stopped, the vendor started delivering newspapers on foot and soon the standing orders disappeared, and we bought newspapers only intermittently. Years later, under this military government whose actions have made Nigeria a pariah state, the only access I have to these magazines is when I buy the several-months-old second-hand copies sold at markets and motor parks. Sometimes, they still have the address labels of the original subscriber, addresses in Chicago and Seattle, New York and Los Angeles.

No matter how difficult money or medical school problems appear, I feel a sense of freedom at the prospect of a set of hefty novels to bury myself in. Very few new books are being published in Nigeria, the multinational publishers having left the country, or now only focused on publishing school textbooks. It is very different from my childhood, when the shelves in book stalls in Ahia Ogige, the Nsukka market, heaved with books from the African Writers Series from Heinemann, literary imprints from Fontana, and the popular Pacesetter series from Macmillan.

By the time I head back to LUTH with my pile of novels, it appears the task force has finished operations and buses are back on the road. From Ojuelegba, I take a bus back to the hospital. The bus conductor, a young man, perhaps in his late teens, clings precariously to the open door of the bus with one hand, the other free to bang on the roof of the bus. His shirt, unbuttoned, blows in the breeze as he announces the next stop. I walk past the hospital gate, waving to the security men in the glass cubicle, past the palm trees to my room. I am hot and thirsty by the time I get there, more drained by my exertions than expected. I have also taken far longer than planned, so have no time for my planned nap before my night shift. I take a quick shower, change into fresh shirt and trousers, grab my white coat and stethoscope, and head for A&E. Walking past the kiosk, I see a cluster of my friends perched on stools, drinking beer, debating loudly as usual. They call to me to join them, to have a quick beer before rushing off.

I explain that I am on night shift in A&E.

‘So?’ Festus queries.

‘Well, I shouldn’t really be drinking, should I?’

‘Says who?’ they chorus.

I am adamant that it isn’t a good idea, but they continue to press me to join them even if only briefly.

We have never really discussed the question of drinking when working. If there is any official guidance or policy on the issue, I have not seen it. It is not something that was discussed or taught at medical school either. And in Enugu and Lagos, consultants sometimes turn up at night to review patients, breath softly scented with alcohol. I have instinctively refrained from drinking when on call, but this evening I am very tempted.

My friend Funmi, sensing that I am wavering, holds out an ice-misted bottle of Star beer, my favourite.

‘Ike, just touch it.’

When I demur, she leans forward and puts it against my face. The ice-cool of it against my heated skin undoes my resolve. I sit down, take a swig, then another, and before I know it, I have finished the bottle, and then a second.

I glance at my watch. I should be reporting for duty soon. I express misgivings about going on duty in my state. I may have to insert IV cannulas or take blood samples, tasks requiring steady hands and a clear head. The others weigh in with dubious statements of reassurance.

‘Oh, it’s just like driving after a couple of beers, you know how your concentration becomes razor-sharp, how you overcompensate, take extra care … It’s exactly the same thing, the veins are even easier.’

We are familiar with driving after a couple of beers – more than a couple. On our nights off, we head off in convoy to a bar or club and, after several beers, drive together back to the hospital. It does not occur to us, or if it does, we never voice aloud, how this casual attitude to alcohol and driving might be linked to the steady flow of road traffic accident injuries we see in A&E.

That night, I walk into A&E with my head a little higher, my gait exaggeratedly sure-footed. The house officer finishing the afternoon shift takes me round the few patients, pointing out what tasks still need doing, which results need to be chased. There is not much to do, so once those tasks are finished, I retreat to a consulting room, lean back in the chair, open one of my new novels and am transported back in time and place to nineteenth-century England.

I am jolted back to the present by the sounds of shouting and running footsteps. An hour has passed. Stepping out, I see a nurse wheeling in a middle-aged man on a trolley surrounded by relatives. There is his wife, a son who is perhaps five or ten years older than I am and a daughter or daughter-in-law. The son has paid for registration and hands me the folder.

It is not clear if the patient is conscious. Running my knuckles across his breastbone elicits only a weak movement of his hands. Firing off a series of questions to the family, I scribble frantically while my drink-slowed brain churns possible diagnoses.

‘What medication is he on? Does he take them regularly? Has he been eating normally?’

As I lean over to examine him, a waft of oddly sweet-smelling air emerges from his open mouth. This acetone breath confirms my diagnosis – a coma from diabetic ketoacidosis. I ask for a litre of normal saline, a cannula and a fluid-giving set. The nurse promptly provides them, asking that I write a prescription so the family can later replace them to replenish the A&E emergency stocks.

I take a deep breath and exhale, acutely conscious of the alcohol in my breath. I imagine it fills the room in a cloud. I prepare to set the IV infusion. I carefully extract the tourniquet from my pocket, afraid of spilling its numerous other contents. Lips firmly pressed together in concentration, I tie the tourniquet, tap the forearm, search with exaggerated care for a vein. Finding one, I swab the skin again and again with spirit, before picking up the cannula. Another deep breath: I do not want to get this wrong. My hands quiver a little as I angle the needle against the skin and push forward. I hold my breath till the flow of blood down the cannula indicates I am in the vein. I break out in beads of sweat and one falls on to the patient’s forearm. I mop at it with a swab, as his family murmur, ‘Well done, Doctor, thank you, thank you.’

I shamefacedly acknowledge them, fearing they are bathed in the fumes of alcohol I imagine still pouring from me. I take blood samples for sugar, electrolytes and other tests, and take them into the consulting room to label them, away from further scrutiny. Using the phone in the consulting room, I ask the medical team on call to review him, then walk back to check on him. Now settled, he is rapidly regaining consciousness. His wife and son are effusive in their gratitude, thanking me again and again; and yet I feel I have let them down. I imagine what it must feel like, to rush your beloved father, very ill, into hospital and be greeted by a doctor reeking of alcohol. I spend the rest of the shift unsettled and sheepish.

It is the last time I drink before going on duty.

Working in A&E exposes the many hurdles patients must negotiate before they receive care. When a patient is rushed in, a relative must go and pay for their registration. Payment is taken and a receipt issued at one window in a building separate from A&E; the receipt is then taken to a different window, where a case file is opened. This case file goes to the A&E unit where the doctors and nurses use it to document our findings as we review the patient. If we decide the patient requires admission, a return to the first payment window to pay an admission deposit is needed. A receipt for the deposit is issued to the relatives who bring it back to A&E to be scrutinised by the nurses. If satisfied, they ring their nursing colleagues on the relevant ward, asking them to prepare to receive a new patient. Sometimes the relatives do not have enough to pay the required admission deposit, and the patient is left lying in the limbo of the small A&E observation ward with all its noise and drama, as they try to raise funds.

Separate to this is the process for obtaining prescribed drugs. After we issue a prescription, and payment is made at the cash collecting window, the receipts again return to A&E to the nurses who then send a porter to the pharmacy to collect the drugs. Often, some drugs are not available, and the porter returns with the original prescription with some items marked ‘O / S’ – out of stock. We must then write a separate prescription for these and hand it to the relatives to go and buy at one of the many private pharmacies lining the road to the hospital. A third parallel process exists for paying for tests and X-rays. The hospital laboratory often cannot run some tests, because of a shortage of test kits or chemicals. Again, we ask the patients to go and do the tests at the private laboratories that jostle for space with the pharmacies outside the hospital.

A key problem with buying drugs and doing tests outside is that we have no idea of the quality of the drugs or the accuracy of the tests. To overcome this, we sometimes specify particular pharmacies or laboratories, those with known minimum standards and good reputations. Unfortunately, some relatives believe we make the recommendations because we have a financial interest in those facilities. It is true that certain pharmacies or laboratories are alleged to be owned by hospital staff, but they must form a small minority.

Sub-standard drugs and inaccurate tests mean that when a patient does not respond to treatment, we do not know if it is our diagnosis which is wrong or if the drugs are sub-standard. Similarly, when laboratory results are out of kilter with the clinical picture, it is difficult to determine whether inaccurate tests are to blame.

Finance, hospital bureaucracy and shortages are not all the difficulties patients and their relatives confront. Many colleagues, from cleaners to consultants, treat them with condescension and a lack of consideration. Our starting point often seems to be that the patients are lucky to have access to the hospital and to our expertise and should therefore show appropriate respect and gratitude.

I find myself wondering if this is rooted in the origins of Western hospitals and medicine in our country as a colonial endeavour. Perhaps it is also related to the ways in which power and authority are wielded and revered in our wider society.










Thirty-Six Hours: A Surgical House Officer’s Day

It is April in Lagos, that time of year when the rains begin to thunder down. The deluge turns the poorly drained streets near the hospital into small rivers which the danfo buses plying the route must navigate with care. The earthy organic smell of rain-soaked Lagos sand appears to permeate everything. I have just started my posting in surgery, the second of four postings in this house officer year. Having finished my last month in medicine doing shifts in A&E, for the next three months I will work in a general surgery team with eight other doctors of varying seniority. There are two consultant surgeons, a senior registrar, three registrars, one senior house officer, and at the bottom of the pile, as always, the house officers: in this case me and Dipo, another male colleague.

The doctors in the surgery unit are all men. In general medicine, I was the lone man. The head of my new team, the lead consultant, is an eminent professor, scion of an old Lagos family. His elevated social position is reflected in his English surname. He is descended from wealthy educated Yoruba men and women who had returned to Lagos having earlier been enslaved in Europe, the Americas and the Caribbean, and who had established themselves at the top of the Lagos social hierarchy in the late nineteenth century. The bespectacled younger consultant, dapper in jauntily knotted bow ties, is renowned for his work ethic and an absence of airs, reflecting his recent return from training in England. The senior registrar, tall and taciturn, has broad shoulders which strain against the fabric of his white coat. He reminds me of our physician professors in medical school and their frequent quips about surgery requiring brute force and little intellect.

On the morning I meet the professor for the first time, the ward round has already started, led by the younger consultant. A gaggle of white-coated men, we move from ward to ward, bed to bed, reviewing our patients. From the surgical wards, we head to theatre, walking purposefully along the long hospital corridors, past other teams doing their rounds. When Prof joins us, I note that he is, I guess, in his late fifties, of average height, his skin a deep ebony, his head mostly bald except for a fringe of hair around the ears and the back of his head. His smart navy-blue suit and the absence of a white coat indicate his exalted status, as he strides towards us. As he nears, a registrar leaps forward to reverently relieve him of the elegant leather briefcase he carries. All the other doctors bow, bending forward, one arm dropped towards the floor, in the accepted shorthand for the traditional Yoruba male greeting for an elder – full prostration. We chorus ‘Good morning, Prof.’ He nods curtly in response and his gaze roams our faces, pausing in apparent puzzlement as his eye meets mine. The younger consultant beckons me forward, introducing me as the new house officer. I receive another curt nod from Prof, his eyes softening for a moment, then we move off. Prof is now at the head of the train, with the younger consultant deferentially by his side, briefing him on the patients. The registrar hands me the briefcase; as I take it, he hisses in my ear that I should be more respectful next time and bow when greeting the professor, like the others. I whisper back fiercely that I am Igbo and not Yoruba and so not accustomed to bowing to seniors or elders. He glares at me, and the senior registrar turns to throw us a warning glance.

Squabbles over greeting etiquette aside, it is a good team, and we build strong working relationships, forged in the long hours we spend together in theatre. Those extended periods in a confined space, with long and onerous lists of operations to get through, unite us through a shared exhaustion and focus, bolstered by the rituals of the operating theatre. There is the imposed intimacy of changing in and out of our green theatre scrubs in the small cramped changing rooms with their mingled scents of aftershave, blood and sweat. There is the pile of clunky communal theatre clogs strewn all over the changing room floor, discarded by exhausted surgeons staggering out of theatre. A repeated required ritual each time we are in theatre is the sifting through the pile to find a pair that fits. Then there are the snatched breaks between operations, sharing bottles of soft drinks and pastries sold in the changing rooms by the more enterprising of the theatre nurses. These combine to create a certain closeness between us, perhaps enhanced by our common maleness.

One night, a fortnight after I start, we are the surgical team on call for the day. This means we are invited to review and take over the management of any patient with a surgical problem who comes to A&E that night. The different surgical teams take it in turns to be team on call. For each new patient, the A&E doctor takes a history, conducts a clinical examination and then decides if the problem is most likely medical, surgical, or gynaecological. It is an imprecise science: a severe abdominal pain, for instance, could be appendicitis (surgical), a urinary tract infection (medical) or an ovarian cyst (gynaecological). The poor A&E doctors are sometimes at the centre of unedifying squabbles between the different specialties. The Gynaecology team on call may arrive, seething at having been called late at night.

‘Ahn-ahn, you seriously think this is an ovarian cyst? In a woman of this age? Shouldn’t you be inviting the surgeons? This looks more like appendicitis.’

The evening starts out quietly. I return to my room after we finish ward rounds and their related tasks, at about six o’clock. I unknot my tie, take off my formal shirt and trousers and replace them with a T-shirt and jeans. I exchange shoes for leather slippers but retain my stethoscope and white coat. The coat’s pockets bulge with spare forms, sample bottles, gloves, tape, rubber tourniquets of different lengths and all the other things that make my life as a house officer smoother and more efficient.

I walk downstairs to the canteen below our house officers’ quarters and settle to a leisurely supper of jollof rice and beef. Sated, I walk down the tree-lined paved walkways, under a darkening sky, to accident and emergency, some ten minutes away.

A&E is strangely calm. I pay my respects to the nurses at their station, explain that I am the surgical house officer on call, and settle into an empty consulting room, novel in hand as always. An hour or so passes and then at about nine o’clock, the rhythm suddenly changes and patient after patient is rushed in.

First, a little girl, perhaps six years old, is brought in on a trolley. Her mangled right leg, a mass of bloody flesh and tissues, emerges from beneath her flowered dress, its edges mud stained. A lorry while reversing has run over her leg as she played outside the cramped family home in Mushin. She is in shock, not screaming but whimpering pitifully. Her mother weeps loudly, throwing herself again and again on the floor, tearing at her hair. Our registrar, the baby-faced Dr Olalekan, with whom I am reviewing the patient, gently questions her stoic father, who stands by the trolley answering in staccato bursts, beads of sweat on his forehead. I take notes in the newly opened case file as Dr Olalekan gives instructions: ‘Set up an infusion with dextrose saline, take blood for grouping and cross-matching, three units, we don’t know how much blood she has lost … and call the theatre to tell them that we will be bringing her in for examination and dressing of her wounds under anaesthesia. Make sure they let the anaesthetists on call know.’

I am in the middle of these arrangements, lifting the phone to call the theatre and hoping it is working. As I contemplate the long walk I will have to make if it isn’t, I notice a commotion at the A&E entrance. Another trolley, this time bearing a man groaning in pain, his face twisted in a grimace. In his late thirties or early forties, the smooth chubbiness of his cheeks, gold chain round his neck and his intricately embroidered cream lace buba and sokoto, all signal his status. Two women run alongside the trolley, their hair dishevelled, faces tear-streaked. Their evidently expensive buba and iro are creased and dirt flecked. In unison, they loudly invoke the blood of Jesus. The nurse pushing the trolley seeing me, says, ‘Doctor, another surgical case for you, gunshot!’

I exhale deeply and prepare to alert the registrar, still busily attending to our young accident victim. A burly man in his fifties, clutching a small leather pouch, the kind Igbo traders call a ‘money can’t finish’, strides up to me.

‘Doctor, this man is my younger brother,’ he gasps, breathing heavily. ‘He has been shot by armed robbers. I want to be your friend.’

I frown, trying to make sense of his words. He presents his card, thick, white and engraved with a crest and his name ‘Chief Dr Oluwalogbon, Chairman and Managing Director’. I slip it into the pocket of my white coat, preoccupied by the multitude of tasks I must complete. As I pick up the ward phone to call the lab and the theatre, he continues to repeat like a mantra, ‘Doctor, I want to be your friend.’

Tasks finished, I walk into the small ward where the registrar and nurse are attending to the armed robbery victim. The brother and the two women stand a short distance away, banished by the nurse, who has asked them to give the patient some air. It emerges that the man and the women, his two wives, had been relaxing at home in Surulere, not far away, when armed men broke into the compound and attacked them. Stealing two cars, some money and jewellery, they shot the husband in the right thigh. The nurse is trying to remove the trousers, the sokoto, so we can examine the wound, but it is proving difficult. She is hesitant, perhaps awed by the richness of the material, to do what she would in any other circumstance. The hovering elder brother, the man who wants to be my friend, sensing her hesitation pleads: ‘Matron, please cut it, just cut it…’ Emboldened by this permission, with a pair of large dressing scissors, she slices sharply through the blood-spattered cream lace cloth, revealing snow-white underpants beneath.

The thigh is swollen, the entry point of the bullet visible, though partly obscured by the blood continuing to seep out of it. The patient is sweating and breathing heavily. The registrar pulls down his lower eyelids to check if he is pale, trying to guess how much blood he has lost. He whispers urgently to me to get several units of blood grouped and cross-matched, take samples for a raft of lab tests and alert the theatre that we are bringing a second case for wound exploration following a gunshot injury.

Over the next few hours, I run repeatedly from theatre to blood bank to laboratory to A&E, trying to ensure everything is ready for both procedures. The theatre nurses must get the right instrument packs ready for our specific planned operations. I must take blood samples to the lab for a multitude of tests and persuade the lab to run them immediately. As soon as the results emerge, I must pass them to the anaesthetists on call who must be satisfied with them before agreeing to ‘put the patients under’. I then have to cajole the blood bank technicians to release emergency blood from their meagre stocks, vouching on behalf of the patients’ relatives that they are trustworthy and will replace the blood in the morning.

The straggle-bearded young technician is doubtful.

‘Ah, Dr Anya, that’s what you said the last time … and they never replaced the blood o, even till now.’

I swear that these relatives can be trusted, this time, detailing how promptly they have paid their admission fees and all the other deposits.

The senior registrar, who has since joined us in A&E, remains there with the registrar, monitoring both patients, liaising with their relatives. The senior registrar decides, given the severity of the cases and, we suspect, the social profile of the gunshot case, to call in our younger consultant boss. An ambulance is despatched to bring him from home. Prof, our overall boss, is only ever consulted at night in truly exceptional circumstances; few remember the last time he actually came in after hours. It is not unusual: everyone expects that senior consultants have trained their juniors and teams well enough to deal with most cases, and most senior registrars are keen to demonstrate their competence by disturbing their consultants as little as possible. It is a version of my earlier conundrum in medicine, and one that will stay with us through our careers – determining the fine line between overstepping your competence and bothering senior colleagues with trivial matters.

Finally, everything is ready, and we decamp to the theatre, where the consultant will join us. We leave arrangements for transferring our patients to theatre to the A&E nurses and porters.

The Modular Theatre is eerily quiet. The LUTH staff and students are exceedingly proud of it, first of its kind in Nigeria. Manufactured as a self-contained unit in Germany and installed in one piece, it is never just referred to as the theatre, it is always the Modular Theatre. During the day, it bustles with surgical and obstetric teams doing elective procedures, planned, and booked well ahead of time. Tonight, it is only open for emergencies, so lies quiet, its long-lit corridors open beyond the swing doors, glowing greenly luminous, as in a horror film before strange things start happening.

In the changing room, we hang up our white coats and reach for the neatly folded scrubs laid out by the theatre nurses. Removing our outdoor clothes and pulling on the dark green scrubs, we use the time to discuss our existing patients on the ward.

‘When did we last do a full blood count on that Baba with bowel Ca? Let’s try and do one tomorrow.’

We always say Ca, never cancer. Sometimes, in front of patients, to obscure our meaning, we say ‘mitotic lesion’.

We discuss the Big Man brother of the gunshot, who has been promising friendship to anyone and everyone he thinks is able to help his brother.

‘Did you see how that Chief was just handing out cards everywhere? I saw him give one of the ward attendants one thousand naira, just for helping them register …’

No one says what we are all thinking: if his brother does well, we too might benefit from Chief’s largesse.

We discuss football, politics, the management of the hospital, all the things wrong with the hospital’s administration, with our country, with the world. It is close to midnight, but we are not tired, the surge of activity has fuelled an adrenaline rush that keeps us alert, watchful. We are like footballers just before filing out on to the pitch, or like actors in the wings, just before curtains up.

We take the gunshot first. Having examined him, the newly arrived consultant is worried about bleeding inside the thigh, which unless relieved urgently, will compromise circulation. The limb will die, leading to gangrene and amputation.

In theatre, the consultant and the senior registrar stand scrubbed and gowned. They have executed the elaborate ritual: washing hands, scrubbing skin with short brushes, unpacking and putting on the sterilised surgical gowns, then carefully pulling on latex gloves. Their gloved hands clasped before them, as always reminding me of hands clasped in prayer, they move with care round the theatre, watching the edges of their gowns lest they touch or become ‘contaminated’, by us, the unsterile, ungowned.

Taking positions, on either side of the patient, they deploy sterile drapes around the wound, in concert, again like bed-making maids. The patient gurgles, expertly put to sleep by the anaesthetist who sits on a stool at one end of the operating table. He rhythmically squeezes the rubber rugby-ball-shaped ambubag connected by a tube to the mask over the patient’s lower face. Squeezing, he keeps an eye on the machine monitoring the level of oxygen and other gases going into the patient’s lungs via the tube dangling out of one side of his mouth.

The consultant picks a scalpel with his gloved hand, holds it over the dark brown expanse of thigh, scrubbed and exposed, a trickle of blood still coming from the puncture wound. The limb is now grotesquely swollen, almost double its size. He applies the blade lightly to the skin, and we hear a sound like the tearing of cloth, as the pressure within the thigh forces the breached skin apart.

The surgeons spend the next couple of hours cleaning out blood that has accumulated within the muscle compartment in front of the thigh; they staunch the bleeding vessels and stabilise the fractured femur, while transfusing enough blood to replace what has been lost. Finally, with the procedure over, the patient is sent to the recovery room, from where, once conscious and stable, he will go to the ward. The consultant bids us goodnight as he goes to talk to the relatives, relieved to be able to give news of a successful procedure. He leaves the senior registrar to write up the operation – what we found and what we have done. As the senior registrar crouches over a desk in the changing room writing, the registrar and I go to prepare for the exploration of the young accident victim’s wounds.

A brief respite in the changing room, just time enough for sweat-drenched scrubs to stiffen, and then we are back in theatre, led now by the senior registrar. He tries to recreate a semblance of order to the young girl’s crushed leg, his hands moving in the mass of muscle fibres, blood, tendons and bone crowded together, a direct contrast to the left leg, intact, smooth, pudgy with the baby fat of a young child. Wielding forceps, scissors and clamps, delicately lifting and cutting damaged tissue away, like a tailor, he uses copious baths of saline, attempting a wound debridement. This cleansing and cutting away of the dead tissue and debris in a wound aims to leave only living healthy tissue with the capacity to heal. Surgeons love the term, always pronounced the French way, ‘day-bree-mo’ and it is one of the first things we encounter as undergraduates in the opening chapters of Bailey & Love, our textbook of surgery.

At around 4am, a theatre nurse bursts in to announce that the doctor and nurses from A&E have been ringing for us for yet another surgical emergency. She has tried to stave them off, saying we are operating, but they are adamant that someone on the team urgently needs to come and review the new patient. I am despatched to A&E to see the patient and report back. I marvel at how calmly, resignedly, the senior doctors take the prospect of yet another emergency case, at four in the morning. It is becoming unlikely that we will get any sleep.

In A&E, I find another young man with a gunshot wound, this time in his upper arm, but it appears superficial. The more urgent and serious problem is his leg, which he seems to have fractured jumping from a high building, in flight from his attacker. A student at a local university, he is accompanied by a boisterous group of young male contemporaries, vociferously demanding prompt treatment. I wearily explain that the priority is getting an X-ray done and fill in a form. They snatch it as I finish and sign, dashing off in the direction of the X-ray Department, pointed out by a nurse. I do not envy the radiographer on call.

I wonder about the circumstances of the shooting. Something about the group’s bravado and menace suggests they are members of a secret cult. These campus fraternities have morphed into mini-mafia groups, fomenting terror in universities, intimidating other students, even lecturers, and engaging in open warfare with rivals. The swagger of these boys echoes that of cult members I knew at university.

I walk slowly back to theatre, as daylight steals in. The sky lightens, the hospital buildings slowly becoming visible. The adrenaline rush is starting to subside, leaving a bone-aching fatigue. I see the anxious parents of the young girl sitting on the floor outside theatre, desperate for news. I promise to find out what is happening and head through the theatre’s swinging double doors but stop at the big Do Not Cross red line. There is little point changing back into scrubs – they must be nearly finished. I send word via a passing nurse to say I am back. The registrar shuffles slowly out, drained. The procedure is nearly done, he reports, and they are hopeful the leg might be saved. He asks about A&E. I explain about the undergraduate, the suspected fracture, the gunshot wound. He goes to confer with the senior registrar. I wait at the red line, forgetting my promise to the young girl’s parents. I glance at my watch. It is just after 6am – I have gone twenty-four hours without any sleep. And the day is not over yet.

The rest of the day is clouded, blurred. At some point, I dash to my room for a quick, refreshing shower, gulp down a bottle of Coca Cola and wolf down some biscuits, then return to the ward for the post-call round. The others look as dazed as I feel. We move through our patients fairly swiftly, but we also have a good number of ‘consults’, requests from other specialties, to review their patients. By the time we finish ward round, it is one in the afternoon. After taking bloods for tests, I scrawl on lab form after lab form, my writing increasingly difficult to discern. Last one done, I lurch back to my room and collapse on to the bed, falling asleep still in my white coat and tie.

A month later, halfway through my surgery posting, we are in the female surgical ward. We have just seen Mama, the last patient on our round. We call her Mama not just because of her age, but also because she has such a sweet-spirited nurturing nature. She is one of the few patients who when I arrive looking harried asks, ‘What are they doing to you, my son? I hope they are not working you too hard. Have you even eaten today?’ Her solicitous enquiries are sometimes made through gritted teeth; the pain of her advanced breast cancer often causes her to weep silently, tears streaking her face. A retired public servant, university educated, cosmopolitan, her grown-up children and grandchildren’s pictures stand on her bedside locker. Her husband, whose silent, pained dignity we remark on each time we see him, is sitting by her bedside holding her hand, his thumb slowly stroking the back of her hand.

Her story is a familiar one. Prof, our senior consultant, a friend of her family, first saw her in clinic eighteen months ago. Following investigations, he made a diagnosis of breast cancer, with spread to the lymph nodes in the axilla, the armpit. He proposed a modified radical mastectomy – removal of the affected breast and underlying tissues and the lymph nodes in the axilla. She rejected surgery. Having recently turned from her decades-long devotion to the Anglican Church to a new Pentecostal church, she opted instead for healing through prayers. Now she has returned, the cancer advanced, forming an ulcer open to the skin, her arm swollen from blockage of the lymph vessels. Now she has been admitted for chemotherapy and surgery, we hope to stave off the worst effects of the illness and improve the quality of the time she has left.

We often see patients who refuse treatment or say they are discontinuing treatment because they have prayed or have been prayed for by powerful pastors. Most of our seniors deploy a standard response, delivered with varying degrees of sensitivity, depending on the doctor’s own faith. They explain that the knowledge, drugs and equipment we use in our work all come from God, and to use them is not a contradiction of faith. They draw the patient’s attention to the hospital motto, We Care, God Heals, helpfully stamped with its crest on prescription forms, bedlinen, case notes and laboratory forms all over the hospital. Sometimes, it works, the patient is convinced and stays to continue treatment. Sometimes it does not, and we never see the patient again, or when we see them, it is on their return, much worse, as it has been with Mama.

We move to a male surgical ward where a young man with a fractured femur has been admitted the day before. Several blood tests were ordered, and the consultant is keen to review the results. We enter the ward, and as the rest try to find the patient’s bed, I pull his case notes from the nurses’ station cupboard. At the bedside, I open the notes and scan the personal details. The date of birth catches my eye: he is exactly a month – to the day – younger than me: we were born exactly a month apart, in the same year, in different parts of Nigeria.

He lies on the bed, handsome and bearded in pale blue pyjamas, the pockets and sleeves outlined with dark blue piping. He is wan but wears a smile, which looks as if it has taken some effort to produce. He has recently completed national service, as all Nigerian university graduates must, and is about to start working in a new bank. On Saturday, a few days before, playing football with friends, after a tackle he insists was not particularly rough, he fell to the ground in such excruciating pain his friends rushed him to hospital.

At first, it seems a straightforward simple fracture, but passing the laboratory results to the consultant, I note the very high white blood cell count. The consultant asks some probing questions, and it soon becomes clear that he too, is not just concerned about the fracture. The patient’s mother, middle-aged, in a simple but elegant ankara long skirt and blouse offset with discreet gold jewellery, frowns. It is as if she senses where the consultant’s questioning is going. The consultant orders some more tests and examines the fractured leg, now clad in plaster of Paris. Reviewing the X-rays, his eyes narrowing, he takes on a grave look.

As we move to leave, the patient’s mother stands from the chair beside the bed and follows us. At the ward doors, she asks the consultant, her voice low, eyes trained on his, ‘Does my son have leukaemia, Doctor?’ She whispers the word, as if saying it any louder will make it more real. It turns out that she originally trained as a nurse in England, but now runs a catering business. The consultant stammers equivocal words, trying to reassure her without committing himself, insisting nothing is certain until the additional test results come in.

Over the next few days, after a repeat blood test and blood film results come in, a bone marrow aspiration is done. I often stop by his bed to chat, and it turns out we have friends in common, people he was at primary school with, whom I was at secondary school with. I am one of three boys, no sister; he is one of four boys, and he has no sister either. I tease him about his new banking job, and how we must ‘wash’ it properly, when he starts earning his big banker’s salary. He smiles weakly, agreeing, then coughs.

On the day the diagnosis of an acute leukaemia is confirmed, a week after I initially meet him, I hear it from another house officer. Standing side by side, just inside the blood bank, waiting to collect blood for our respective patients, he casually asks if I know Deji, the patient with the fracture.

‘Yes,’ I say, ‘very nice guy.’

He shakes his head. ‘It’s so sad. You know his results came back when I was on call last night? It’s leukaemia and the prognosis isn’t good.’

Even though I have known from the constellation of symptoms that this is the most likely diagnosis, there is still a moment when the air stills, and life seems to freeze. Seized by a sudden sadness, I ponder how this young man, so like me in many ways, can suddenly be facing the end of his life, barely begun.

That weekend, I am not on call. I resolve to go to Bar Beach for a quiet time by the sea. It is not the nicest of Lagos beaches – it is noisy, often overcrowded, strewn with litter and far from serene. There is also the added clamour of the loud prayers, bells and music of the white-robed Aladura church worshippers who, for some reason, choose to conduct their daily services there. But I know a few quiet nooks and remain drawn to it, perhaps because it is the first beach I ever saw. Aged eleven and only recently arrived at boarding school in coastal Lagos, most of my childhood spent in landlocked Nsukka, the Saturday I first saw the sea at Bar Beach is inscribed in my memory.

Taking the ubiquitous danfo, I set out from the hospital to Ojuelegba, then to CMS, the bustling stop on the Marina in Lagos Island, named after the colonial Church Missionary Society whose wedding cake confection of a cathedral stands nearby. Another bus to Victoria Island, whizzing past the military barracks at Bonny Camp, past the Federal Palace Hotel and the Nigerian Television Authority, where sometimes you might spot a star presenter or actor as you speed past. ‘Bar Beash, Bar Beash?’ the teenage conductor enquires. I and a few other passengers chorus ‘Owa! It is here.’ The bus pulls in and I step down, clutching my novel.

On the beach, the organic marine smell of salt and fish fills my nostrils, and my sandalled feet immediately sink into the white sand, covering my toes in fine dust. I head for a relatively deserted area and spread the plastic bag I have brought with me on the sand. I sit and watch the waves of roiling water crashing against the beach, receding, only to return again and again, before dissipating, spent, on the shore.

I stare into the distance, to the point where sea and sky seem to blend into one. I’m thinking about our patients from the past few weeks – the little girl and the two gunshots doing well; Mama and Deji, lurching from one crisis to another, slowly drawing towards the end.

My face turned to the wind, I wonder what it feels like to sense your days trickling away, like the grains of sand blowing across the beach. In the far distance, I hear the ringing of bells and the drums of worshippers at the seaside. I exhale, and open my novel, to lose myself in its pages.










Chukwuebuka, a Memory from Paediatrics

It is July, and I am now well settled into the hospital. I have settled into the rhythms of living in Lagos again: navigating the maelstrom of traffic, leaping onto the danfos, hearing the muezzins’ calls to prayer blaring from loudspeakers. I have still not been allocated accommodation, so carry on squatting with Chinedu in his small room in RMOI, a short walk to the wards. After three months each in Surgery and Medicine, the new rota indicates it is Paediatrics next. Everyone knows Paediatrics is tough. The consultants and registrars demand high standards, and the fledgling skills I have developed working with adult patients count for little. Taking blood samples, inserting intravenous cannulas and the other procedures now second nature to me, are more challenging in the children and babies we work with. Much smaller and more delicate veins are harder to find, and our young patients are less able to grit their teeth, stay still and bear the pain.

The Paediatrics Department is also organised differently. There is a Chief Resident, a senior registrar, who more or less runs the department on a day-to-day basis, ensuring everything goes smoothly, liaising with the consultants. The current Chief Resident, Dr Bassey, a plump fair-skinned woman who laughs often, revealing a gap between her front teeth, welcomes us on our first morning. We meet her in the on-call room, just to the right of the ward entrance, on the ground floor of the four storeys of the Children’s Wards. A small room, it has an unmade bed in one corner, probably freshly vacated by the registrar on call overnight. Beside the bed, a couple of plastic chairs and a battered wooden table bearing a pile of old medical journals stand forlorn. From further along in the main ward, we hear the nurses performing pre-ward round duties, shoes click-clacking across the polished floor. There are eight of us facing Dr Bassey, a mix of male and female new house officers. I know most of them from the previous six months. All smart in fresh white coats, a few sit on the bed, a couple on the chairs, while the rest lean against the table. Dr Bassey rejects the chair we offer her, waving to us to sit as she rests her back against the wall, smiles reassuringly and launches into a welcome talk. Combining humour and severity, she delivers a catalogue of Paediatrics dos and don’ts. Whatever bad working habits we may have picked up in other departments, we are to drop them as we enter Paediatrics.

We are expected to spend most of our time on the wards, whether we are on call or not. There is to be no disappearing, no slacking when the senior doctors’ backs are turned. When we are on call, we are not to stay in our rooms, waiting to be summoned by the nurses over the telephone. We must come to the ward and stay there until the final minute of our scheduled time on call. If the doctor taking over from us is late, we are to stay there until they turn up, no matter how tired we are, or whatever pressing tasks we are going on to do. We must carry out promptly any requests to take samples for tests or to insert IV lines. She ends with a theme that we hear again and again throughout the posting: ‘We take the lives of our children very seriously, and we expect all of you to do the same.’

Moving on to practicalities, she explains that the department has three main units and we will each spend a month on each. There is the Children’s Emergency Room, a low-ceilinged building adjacent to the main wards, where children with urgent acute illnesses are seen; the Children’s Wards where this introductory meeting is taking place and where children who require admission for more than forty-eight hours are sent; and finally, there is the Neo-Natal Unit, adjacent to the Labour Ward, in a different part of the hospital. Here babies in the first month of life, including pre-term babies in their incubators, are cared for. Pointing to each of us, she assigns us to units. In conclusion, she warns that if our paediatrics knowledge is rusty, we had better go and refresh it urgently.

I start off in General Paediatrics, the wards, attached to a subspecialty team. The pattern of work is not dissimilar to adult medical wards, with ward rounds each day, led by a senior doctor. Two days each week there are registrar ward rounds, and one or two each for the senior registrar or consultant. Our tasks as house officers are also similar – implementing decisions reached by the more senior doctors on rounds. However, in Paediatrics, we spend a lot more time on the ward when rounds are over, as there are many more small tasks to be completed and the children often require much closer monitoring. One morning, a few weeks after I begin in Paediatrics, I meet him.

His name is Chukwuebuka, Igbo for ‘God is great’, and we meet in one of the cramped side rooms off the main Paediatric wards. These are occupied by patients needing some level of isolation. The morning I meet him, I have been rushing around the ward with the other juniors, checking on the patients, looking in their case notes, making sure all tasks are done before the consultant arrives. Parting the threadbare curtains screening the cubicle, I see him, a sweet-faced toddler, his features delicate, head freshly shaven, long eyelashes framing dark eyes that turn to meet mine. He is perhaps two or three years old and is whimpering slightly. His lower body and arms are wreathed in bandages. An intravenous line linked to an infusion bottle hung high on a stand is attached to one of his arms. In the corner, an elderly woman, his grandmother, sits stoically, murmuring words of consolation, waving a woven raffia fan to drive away flies and provide a cooling breeze.

The bedside locker heaped high with tins of Cerelac (infant food), powdered milk and Bournvita, and packs of Sofratulle, the expensive special dressing we prescribe for burns, sends a message. He is not one of those heart-breaking patients, the ones we struggle to prescribe for, batting away worries that they will not afford what we prescribe. He is not going to disappear, this child, like so many others, leaving the hospital in search of cheaper alternatives – the tiny unregulated clinics, the chemist shops, the churches and prayer houses that vie with us for patients.

Greeting his grandmother, ‘Mama, good morning’, I open his case notes, glancing at the chart at the end of the bed. I see he has had several temperature spikes through the night.

From the notes, I establish that he lives in Aguda, an area of Surulere not far from the hospital, where many aspirational traders, Igbo like me, live. It is not an expensive part of town, its poorly tarred roads often turn into muddy trenches in the rainy season, but rents are relatively affordable, and the location provides easy access to the bustling Balogun market on Lagos Island where many of the traders have stalls.

Admitted the previous night by the Children’s Emergency Room registrar, he has severe burns on his arms, his legs and his lower body. The history states baldly that he pulled down on to himself a pan of hot oil his mother had intended to use to fry plantains to accompany the evening’s jollof rice dinner.

My heart sinks. Our history with children with severe burns is not good. Rehydration is the key issue with burns but making sure they get all the replacement fluids they need intravenously, while avoiding infections, is hard. The veins often collapse and the hygiene standards, cursory at best, mean fighting infection is a continual war. And yet, we are probably still his best option, the only teaching hospital in the city, with a multitude of specialists in different fields and better equipment than most.

Putting down the notes and chart on the table at the side of the bed, I move closer to examine him. As I approach, my white coat flaps in the breeze of the fan. I swing my stethoscope in front of his face to distract him, but his whimpering turns into a wail. My examination, though hampered by the bandages and dressings that cover most of his body, does not yield any surprises – his lungs are clear, his abdomen normal and his heart is beating regularly, if a little fast. The fever is probably the result of an infection at the burn sites. I record my findings in the case notes, gently stroke his forehead with a finger and leave the room to see my other patients.

That evening I sit with friends, fellow house officers, at our usual spot, outside RMOI. Clutching our bottles of beer, the icy glass perspiring in the humid Lagos evening, we swap stories of the day’s humiliations, triumphs, tragedies and irritations. We run through the latest incidents from our days at the bottom of the medical food chain, recounting the new indignities experienced. One colleague tells how his consultant, notoriously short-tempered and acid-tongued, that morning fired a barrage of questions at him about a patient. Then, unsatisfied with his stammered answers, he questioned which mad university had seen fit to issue him with a medical degree. This humiliation happened in full view and hearing of all the patients, their family members, the medical students, other doctors and nursing staff.

As we laugh ruefully, sympathetic, we swig from bottles of Star, Guinness and Harp beer. One of us has cheekily taken to calling Harp Help Alhaja Remove Pants, to the giggly embarrassment of the bashful young shop assistant nicknamed Alhaja because she has recently returned from pilgrimage to Mecca. Although her head is always covered with a loosely tied scarf, she does not seem particularly devout, and often regales us with stories of her dancing exploits at the last owambe party she attended. As we order another round of drinks, from the window of one of the nearby rooms, a CD of Lagbaja again exhorts us to ‘coolu temper’, and we sway to the saxophone rhythms.

I enjoy these evening sessions; they are not unlike the ones that helped get me through the tribulations of medical school in Enugu. The cow-tail pepper soup sessions with friends at Moorehouse, with a hefty dose of fervent church services and a multitude of large novels borrowed from the British Council Library, all helped blunt the edges of the relentless exams, the long semesters without holidays and the hefty textbooks we had to plough through. However, unlike in Enugu, we are now qualified doctors, earning salaries (even if not that much, and not always promptly paid), so can indulge in our stress-relieving sessions a little more frequently and with a bit more abandon. Another difference is that here, in sophisticated, urbane Lagos, many of our female colleagues do not mind joining us openly in these sessions, sometimes matching bottle for bottle, cigarette for cigarette. I am particularly in awe of Funmi who, like me, currently works on the Paediatrics wards. Hair cropped defiantly short, with a unique slouching walk, a rapid-fire speech pattern, and the daredevil driving of the car that was a graduation present from her parents, she is very different from my sedate classmates in laid-back Enugu.

On this evening, she taunts an unfortunate friend walking past, going to A&E to start his shift. ‘Ahn, I hear A&E don full. Patients everywhere. You no go sleep,’ she chuckles, in our characteristic sadomasochistic joshing. He brushes off her teasing, ignoring our entreaties to pause for a quick beer.

As he heads off, she turns to me, changing the subject, and her tone.

‘Ehn, that boy, Chukwuebuka …’ she says, pronouncing his name with a Yoruba inflection. ‘He is so sweet. I had to put in a new line this afternoon and he was so brave. But those his parents, I know they’re your people [meaning Igbo, like me] but me, sha, I don’t trust them. There’s something not quite right there.’

‘Ahn-ahn, what are you saying? You think the parents deliberately spilt the hot oil on him?’

Her shrug seems to suggest this is her view. There is nowhere to take our suspicions, no way of proving or disproving the allegation, if that is what it is. The hospital has a social welfare unit, but our only interactions with it are usually when seeking solutions for indigent patients. There is no one to call on to investigate. We take most histories we are given at face value: lacking solid structures for reporting suspected wilful harm, we have little choice.

We talk a little more, smoke a little more and order yet another round of drinks, licking the stickiness of cow-tail pepper soup off our fingers as night falls and the streetlights that paint the hospital compound boundaries in a solid line, illuminating the palm tree-lined roads, flicker on.

Another day on the ward. The consultant’s round begins, and we gather in train behind her. She leads the way, moving from bed to bed. She is middle-aged, soft-spoken, with a reputation for asking simple-seeming penetrating questions that illuminate the diagnosis in difficult cases. Her hair, woven into elaborate braids, sits awkwardly with her box-like suit and comfortable shoes. At each bed, one of the house officers presents the history, if it is a new patient, one the consultant has not seen before. If it is a patient she knows, we present a summary of new developments since her last consultant ward round: new symptoms, improvements, lab results, X-rays. The wards on the morning before a consultant ward round are feverish with activity. To prepare, we go through three sets of rounds: ours (the house officers’ ward rounds starting at 8am), then the registrars’ and finally the senior registrars. The main aim of each is to prevent nasty surprises popping up when the consultant appears. Yet, despite these tortuous time-consuming preparations, things often still go awry. Lab results disappear; procedures ordered the previous day remain unperformed, perhaps because the equipment breaks down. More annoyingly, sometimes a new symptom or episode unvolunteered in previous ward rounds emerges under the consultant’s expert questioning of the patient’s mother. It is usually the mother. The fathers are often at work or running around trying to raise money for treatment, so it is to the mothers it falls to sit in silent vigil beside their sick children.

The consultant strides into the room where Chukwuebuka lies and sweeps aside the cubicle curtains. Today, his parents are there too, and with five or six doctors, a nurse and his grandmother, the space is cramped.

His mother is, as I expect, young, perhaps in her early twenties, pretty, fair-skinned, of the kind often described approvingly on Lagos streets as Igbo yellow. I imagine she is a university graduate. She wears a simple abada up-and-down, but I recognise in the cloth’s motif the much-prized ABC wrapper that my grandmother saves for special days. Ebuka’s father is tall, solid, his skin richly dark, like burnished aged wood. There is strength in the shoulders straining under his neatly pressed beige brocade kaftan, and my impression is that although he is not university educated, he is firmly in control of the family. I guess that he is a village boy, perhaps with a secondary school leaving certificate who has come from a village in Igboland to Lagos to seek his fortune. Starting out as an apprentice to a textile trader, he has clawed his way up the ranks and, successful, now owning a stall, has taken on his own apprentices. He has probably gone to a university in the East to pick a demure, God-fearing bride. I imagine he owns a car, a tokunbo Honda, and is an active member of the Youth Fellowship at the local Anglican or Roman Catholic church in Aguda. Looking at him, I conjure an image of their flat in Aguda, furnished with overstuffed chairs, a thick carpet and gleaming electronics. I can see him sitting in his shed in Balogun where he probably sells textiles; I can almost hear him calling customers in to examine his wares. He is making his fortune, such as it is, in Lagos, has made enough to marry this woman and create this life. And on cue, early in the marriage, Chukwuebuka has turned up, a first child, a son as befits every hardworking God-fearing Igbo man.

He has not had the experience some Igbo fathers have, outside the Labour Ward when we come out after their wives’ deliveries, to tell them, ‘You have a daughter’. As house officers, we often discuss how it is usually the Igbo fathers who cannot conceal their dismay. The men from the Yoruba, Hausa and other ethnic groups seem ecstatic to receive news of the safe delivery of a child, any child, but for the Igbo, my people, for a first child, a son is almost always evidently most desired.

The consultant asks the parents how they could have left Chukwuebuka unwatched, allowing this awful tragedy to occur. They are silent, wringing their hands. The mother looks frightened, speechless, as if intimidated by the father who seems to simmer with unexpressed rage. As the consultant continues her questioning, he seems to glare accusingly at the mother, as if asking her to answer. She stares shamefacedly at the floor, occasionally casting a beseeching look at him. Is she racked by remorse for letting this tragedy befall her firstborn, her only son? Does he blame her for not looking after the child better? The grandmother hovers silently, conciliatory, her hands clasped in prayer, in the background. It is not clear whose mother she is – his or hers.

Dr Ibezim gently examines the boy, lifting the cloth covering his bandaged torso, taking care not to rouse him; his chest rises and falls in the rhythmic pattern of sleep. She reels off questions, directed at us, the doctors on her team, noting that he continues to ‘spike’, the intermittent fevers, a strong indication of infection. Has a wound swab been taken? Yes, but the results are not ready yet; the laboratory is waiting for a delivery of test kits. She asks me to write a new order in the case notes, changing his antibiotic to a more powerful one covering a broader spectrum. Can the parents afford it? She looks searchingly at the father. He is quick to say yes, he will do whatever we want, if it will save his son, his first, his only son.

Over the next few days, we fall into a pattern with Chukwuebuka. Day after day, we meet him on the ward round. There are several more episodes of fever. More and more expensive antibiotics are prescribed. Given the hygiene standards, the desultory ward cleaning routines, the often-poor microbiology laboratory facilities, we tend to use expensive antibiotics as a cure-all, both to prevent and treat. We know it is not what the textbooks recommend, but it is the reality of our practice. Often the swabs we send to the lab fail to grow anything, or results take too long coming back. Unable to pinpoint accurately the source of infection, or the responsible organism, we apply a scattergun approach. The father never complains. As each new prescription is issued, he glances at it, asks where the best place to buy it is and dashes off to get it.

Each day on the ward is filled with small tragedies and triumphs. The child who comes in in a deep coma, racked by cerebral malaria, responds to the repeated quinine infusions, regaining consciousness. The young girl who has lain for days, prostrate with meningitis, gets out of bed and takes a few tentative steps on the road to recovery, although she seems to have developed hearing problems. The consultant asks us to invite the ENT doctors, and I write a ‘consult’, an invitation letter roughly scribbled on a sheet of hospital paper to the ENT team on call, tucking it into the capacious but already full pocket of my white coat. After the ward round, I will take the consult to the ENT wards, handing it over to my opposite number, the house officer on that team, hoping they accept it without quibbling as each consult means one more patient to see and therefore more work.

Our days are long and busy, each blending into another in a swirl of repeated activities. We work hard, often spending most of the day and then staying up all night replacing intravenous lines that have ‘tissued’; giving intravenous injections; or responding to the nurses’ summons to review a patient running a temperature, or another who has taken a sudden turn for the worse.

One afternoon, I am on the ward with Funmi, we are the only doctors present. She is at one end, taking blood samples and I am at the other, carefully recording the laboratory results I have just picked up inside the patient’s case notes. Ward rounds are over, and the ward is relatively quiet, the nurses silently discharging their duties. The only noises are the screams of ‘O ndu mi! It hurts’ from the recently admitted young boy with malaria from whom Funmi is taking blood for a series of tests.

I finish transcribing the results into the notes and, before starting my next task, pause by Bukola, in the next bed, to sing her favourite nursery rhyme. She has been with us for weeks now, having inexplicably lost the ability to move her arms, and is popular on the ward. Her impish grin greets us on our rounds, demanding that we sing along to her vast repertoire of nursery rhymes.

As we end the chorus, Bukola starts to giggle. I start to mimic her, giggling back but a piercing scream stops me mid-giggle. I swing round to the direction of the noise, puzzled. As if on cue, the nursing sister dashes out from the cubicle where Chukwuebuka is lying.

‘Doctor, come, come, come, come, the patient is gasping!’

I speed across the ward, Funmi closely following from the other end. Meeting at the cubicle, we fling aside the curtains and find Chukwuebuka prostrate, his small body rigid, eyes rolled back, gasping for breath. His grandmother is shaking him as she lets out scream after scream.

‘Ambubag!’ Funmi shouts to the nurse at the nurses’ station, as we take up positions around the bed.

Funmi places Ebuka in the resuscitation position, puts the ambubag mouthpiece over his nose and mouth and I begin to massage his chest with my fingertips the way we have learned, over the past few weeks. Resuscitation in these circumstances is often a formality, but Chukwuebuka has worked his way into our hearts, so we continue to push and pump, push and pump, with a grim determination far longer than we usually would. His grandmother alternates between wailing and praying, exhorting him not to do this to her, not to disgrace her, not to make her a laughing stock, a woman whose grandchild has died prematurely.

The faint pulse continues to waver, and Funmi barks ‘adrenaline’. A nurse silently glides in, steel kidney dish in hand. My fingers are beginning to hurt, as I am sure Funmi’s are. The nurse breaks the glass vial of adrenaline, draws it into a syringe. I pause from my pumping, search for the space between the ribs and inject the adrenaline, straight into his heart. The nurse holding his arm, checking the pulse, reports a mild strengthening. We continue to pump and push, to pump and push, but soon notice that he has stopped gasping. After half an hour, sweat pouring down our faces, we pause. I look, bleak-faced at Funmi who nods, almost imperceptibly and gently moves the ambubag off his face. I stop pumping his chest with my fingers and turn to his grandmother, who has fallen silent.

‘Mama, ndo, I am sorry.’

She flings herself to the floor, headscarf askew, as the nurses try to restrain her. The nurse hands me the case notes for the formal certification of death. Months into my house job I have now written several, but writing this one is impossibly hard.

Grim task completed, Funmi and I walk out of the cubicle, heads bowed, eyes glittering. We can barely look each other in the eye. As the nurses prepare for Chukwuebuka’s transfer to the mortuary, we return to our tasks, watched by the other mothers, their arms folded across their breasts, in the characteristic way of people who have witnessed a tragedy, their faces frozen in sympathy.










The Murder of a Heroine

I am standing again at Ojuelegba, under the bridge, once again waiting for a bus back to the hospital. It sometimes feels as if I have spent half the year waiting for buses. It is about three o’clock in the afternoon, a few days to the third anniversary of the 12th of June elections. Rumours circulate in whispers, of planned protests and rallies being planned clandestinely to mark the date. Some leaders of the democracy movement meet with the silver-haired African American who is the United States Ambassador. Since his appointment not long after Abacha seized power, he has made a point of being photographed meeting with and supporting the pro-democracy leaders.

One minute we are in the usual chaos of Ojuelegba, and then something suddenly, inexplicably and almost imperceptibly seems to change.

Pausing to listen, I hear shouts of anger interspersed by wailing. The women selling sweets and biscuits leap up, as if electrified, abandoning their wares. They fold and unfold their arms, untie and retie their wrappers. The men stand, arms folded, frowning, shaking their heads. One woman clasps both hands, linked on top of her head, obviously distressed. I look guardedly around; there is no sign of a riot or violence. There are no pickpockets being chased, no brawl breaking out among the men drinking ogogoro under the bridge. There is a newspaper vendor not far from where I stand. He has spread his wares on a plastic sheet and a huddle of ‘free readers’ surround him. More people gather round the news-stand, and I join them. Pushing through, I see the headline in Tempo, a pro-democracy newspaper. It has managed to keep publishing from a secret location despite Abacha’s brutal clampdown on the press.

The large letters read Kudirat shot.

I feel a chill run through me. Kudirat Abiola is the most senior surviving wife of the many married to MKO Abiola, winner of the elections. He still languishes in jail following his arrest for treason. In the past year, Kudirat has become more visible and vocal in confronting the military government, demanding her husband’s release and the restoration of his mandate. I remember her from my secondary school days, a tall, elegant woman. One of her sons was a few years my junior, and she represented her husband once at an event organised by the Parent Teacher Association to raise funds.

I push through the crowd and ask the vendor for a copy of the newspaper. He seems relieved that someone is actually buying one, not begging for a free read, and quickly hands it over. The paper says that Kudirat set out that morning from the Abiola family home in Ikeja for a meeting with foreign diplomats in Ikoyi. Barely a mile from her house, near a busy junction, her car was ambushed and she was shot in the head. According to the journalists, she has been rushed to Eko Hospital, the premier private hospital on the mainland. It is unclear how badly she has been hurt.

So many thoughts swirl in my head as I board the bus to the hospital. Even the normally boisterous conductors are sober, muted in calling out their destinations and the bus stops.

Back at the hospital, outside the house officers’ quarters, a small group is gathered, discussing the news. One house officer says she saw the professor of neurosurgery dash out of the wards suddenly, earlier in the day. We surmise he has been summoned to Eko Hospital. While we stand there, the news reaches us that Kudirat is dead. We stand in stunned silence, unwilling to believe that even Abacha, heartless as he is, would order the cold-blooded murder of a woman. Most people are convinced it is a government-sanctioned murder; a few suggest it may have been a robbery gone wrong. But nothing has been stolen and none of her other companions in the car has been shot. It slowly begins to dawn on us that our country is sinking much deeper into the mire than we have realised.










The End of the Beginning

Dr Ababio is a consultant in obstetrics and gynaecology. Gnomelike and bespectacled, he has an unsettling habit of muttering and smiling to himself as he bustles along the corridors. Most consultants are rarely seen in hospital after office hours, but he is a common sight along the corridors at any time of day or night. He also dresses differently from the other consultants. Not for him the formal suits, elegant silk ties and bow ties of some, or the luxurious lace or rich brocade buba and sokoto of others. Instead, he favours jeans or khaki trousers, topped with a cotton plaid shirt, a baseball cap and sneakers, a vaguely American look. He has a reputation as a hard taskmaster to doctors in his unit. He pays no attention to official working hours, on-call rotas or any idea that they have lives outside the hospital. He is often seen on numerous nocturnal rambles through the hospital, his hapless house officer in tow. It’s rumoured that his family lives abroad, and so rather than go home to an empty house, he hangs around the hospital. Perhaps because of this constant presence on the wards, he is very popular with pregnant women. His antenatal booking clinics are always crowded with women eager to put themselves under his care.

I have just finished Paediatrics, which has been gruelling but gratifying. On our last day, the Chief Resident organises a small party for us. We huddle together in the same on-call doctors’ room where we started the posting. There is fried rice and chicken and cake, the food surprisingly lavish. The Chief Resident pays tribute to our hard work while on the ward, confessing that when she first saw our names on the rota three months ago, her heart sank. Having often spotted us at our usual vantage point by the kiosk in front of the house officers’ quarters, she was convinced the next three months were going to be a nightmare. However, she says, the reality has been very different, and she has no qualms in saying that we are probably one of the best sets of house officers to have passed through the department. I am strangely moved. Acknowledgements and compliments from senior doctors are exceedingly rare in this house officer year. The norm at the end of a posting is a gruff dismissal with permission to leave theatre or the ward round early, or a clap on the back and a suggestion that you might want to come back to specialise in that field. Rarely, there is a soft drink and some biscuits offered during or after a particularly busy call. The Chief Resident’s words are therefore precious, and we savour them.

My final placement, ending my house officer year, is scheduled to be in Obstetrics. Everyone says it is relatively laid-back, a good one to end the year with. The on-call hours are well spaced out and tend not to be too onerous, allowing you to catch your breath after nine months’ hard slogging through the other specialties. There is one exception, though: Dr Ababio’s team. Working as his house officer is as tough as it gets. His demanding schedule, high standards and oblivious disregard for professional responsibility boundaries or official working hours combine to exhaust his house officers and registrars.

The day I learn that I am allocated to Dr Ababio’s team begins when I walk down to the administrative office of the Department of Obstetrics and Gynaecology. Introducing myself to the secretary as a house officer whose next placement is in Obstetrics, I explain that I have come to check which team I will be working in. She asks my surname.

‘Anya.’

Muttering her version of my name to herself, ‘Ha-nya! Ha-nya, Ha-nya …’, she runs her finger down a list extracted from a file. She looks up and announces that I will be in Dr Ababio’s team.

I exhale loudly, head spinning. I glance across the table at the list and notice that names in that section have been repeatedly crossed out and replaced. I ask if there is any possibility of changing the placement. She insists that there is not. I persist. Exasperated, she shouts, ‘Ahn-ahn, somebody has to work with the man now, who do you want me to put there?’

Seeing there is no point trying to persuade her, I walk back to the Paediatrics Ward, rapidly trying to regain my composure. I try to put the bad news out of my mind and focus on the backlog of Paediatrics discharge summaries we have been asked to clear before we get signed off. On the way, I try to convince myself that it cannot be too terrible. After all, it will only be three months, and no matter how bad Dr Ababio is, the workload cannot be any more strenuous than what I have just experienced in Surgery and Paediatrics. Later, back at the house officers’ quarters, my friends commiserate with me. I now learn, too late, that I should have visited the Head of Department’s secretary pre-emptively to avoid being posted to Dr Ababio’s team. I hear that my colleague, the other house officer posted to the unit, newly married and pregnant, burst into tears on hearing of her posting. This suggests I may not even have the full support of a burden halved, as even Dr Ababio is likely to make some concessions for pregnancy.

Another issue occupies my mind. Chinedu has now finished house jobs and will move out soon. He has generously let me stay with him for eight months, our temporary arrangement turning permanent in the absence of alternative accommodation. I am hoping I can get the same room allocated for the last three months of my house job year, so that I will not face the hassle of moving. I’ve assumed this should be fairly straightforward, given that our room is in RMOI and not the newest highly prized modern RMOIII block.

Finding a few minutes free one afternoon, I head to the housing office to press my case. I find the woman in charge sitting at her desk, scooping spoons of rice and beans from a small plastic food flask into her mouth, her lips glossy with oily stew. I greet her formally, but she does not show any embarrassment, or make any attempt to pause her meal. Her only acknowledgement of my ‘Good afternoon, ma’, delivered with a half-bow, is an almost imperceptible nod, as she tackles what seems a particularly stubborn piece of gristly beef. I wait while she finishes with the beef, drinks from a water container on her desk and belches. Then turning to me, probing between her teeth with a toothpick, she mumbles ‘Yes?’.

I adopt the cadences of the Yoruba junior staff. ‘Ma, I am a house officer who started in January. For nine months,’ I hold up nine of my fingers for emphasis, ‘I have not been given accommodation. I’ve been squatting in RMOI with my friend, but he has just finished house job.’ I lay one hand over the other in supplication. ‘It will help me a lot if you just allocate me to the same room for my last three months.’

‘Ah, Doctor,’ she sneers, her eyes opening wide, ‘you will have to wait and see which room you are allocated when the rooms are allocated next week, o!’

I plead with her again, mangling my English to create some connection with her: ‘At least, Madam, I supposed to get priority, now as I didn’t have any accommodation for a whole nine months. I’m not even looking for RMOIII o, just RMOI!’ RMOIII is the newest and best-furnished block, with en-suite bathrooms.

She is non-committal, but grudgingly agrees, when I press, to take down my name and the room I am currently staying in. Some friends suggest I should go and give her a little ‘present’ to guarantee she remembers, but I am not comfortable with the idea. In any case I am so busy that week, with a lot of new patients admitted, that I have no time to go back to her.

I return a week later to check my now published allocation. She shows no sign that she recognises me. I explain that I have come to check my housing allocation and give my name. She runs her finger down a sheet, ostentatiously shielding it from me. Looking up, her face set for combat, she tells me I have been allocated to Green House. This is a dilapidated block of flats at the farthest end of the hospital compound, not even within its gates. I am taken aback. Eight months with no accommodation then this? I plead with her to change the allocation, explaining that with my new hectic placement, I will have no time to pack up and move.

She waves impatiently. ‘Doctor, please stop disturbing me, so I can attend to others, you can see there are so many people waiting. Go and collect your key from my brother over there.’

Despondent, I walk to the man at the next desk. Rifling through his drawer, he selects a ring with two keys and proffers an open book, its pages lined with columns drawn with a pen and ruler. He shows me where to sign for the keys and I mournfully scribble my signature. He gives me directions to the flat where my new room is located, and I trek to Green House. I have only been to this part of the hospital once or twice in my nine months here. I open the communal entrance door to the block of flats, noting its two missing panes of glass, and walk upstairs. The hallway is dark, even though it is a sunny afternoon, but not so dark as to hide the badly peeling paint on the staircase walls. Even by the low standards of the hospital, the building is in a poor state. On the first floor, I step across a puddle of water from what appears to be a leaking roof and insert a key into the flat’s outer door. It opens into a dark and depressing shared living room strewn with remnants of cardboard packing cartons and food wrappers, legacy of the previous occupants. I look round the kitchen, the bathroom and the room assigned to me, and conclude that the flat requires a lot of work to be habitable. Given that I finish house jobs in three months and that working for Dr Ababio will take all my free time, it does not seem worth it. I begin to think of other options. Perhaps I could move in with my friend Nduka in Aguda, and on the nights I am on call, sleep on the floor of friends’ hospital rooms. Chinedu still has a couple of weeks’ grace, so I do not need to move immediately.

Meanwhile, I start with Dr Ababio, and it is every bit as stressful and tiring as predicted. Each day, after ward rounds, always lengthy because of the large number of patients, we are allowed a brief respite to take blood samples, chase results and perform ward tasks. Then we are expected to join the consultant in theatre where he operates virtually every day, scheduling cases regardless of whether it is his theatre day or not. Each consultant in surgery, O&G and other surgical specialties, has a particular day of the week designated as their theatre day. Everyone involved – nurses on the wards, theatre staff, anaesthetists – are aware and prepared for these days. All elective surgeries for their teams are usually performed that day. Patients are booked weeks ahead and told what they need to do to prepare and when to turn up for admission ahead of surgery. Dr Ababio blithely ignores all of this. Apart from his official theatre day, which always has a very full operating list, he also often arranges to do elective Caesarean sections on other days of the week. He charms and wheedles the theatre staff and on-call anaesthetists into doing what he wants. He also conducts impromptu ward rounds, turning up on wards in the late afternoon and at night.

Once he appears at the entrance to the wards, his many patients, whom he often treats like naughty children, scamper for their beds. He has a reputation for admitting women for total bed rest from very early on in their pregnancies, especially if they have had miscarriages before, or have had difficulty getting pregnant. Some of the consultants and registrars mutter that there is little research evidence to prove that months lying in bed averts miscarriages, but no one challenges him openly.

Apart from his normal antenatal booking clinic for newly pregnant patients, he also runs a sort of pre-booking workshop for women wanting to register under his care. These are very popular, and the hospital classrooms in which they are held are packed each week. His house officers are also expected to attend these, to hand out and collect the questionnaires he requires the women to fill in before they come for formal booking. It is not clear whether these workshops are hospital-sanctioned, but again he goes unchallenged. The antenatal booking clinics are very busy, and each week, vast numbers of women from varied backgrounds come to register with a new pregnancy. Perfumed, pampered, manicured wealthy matrons, wood-smoke scented, weary market women, newly married professionals and seasoned housewives, they all flock to Dr Ababio.

One afternoon, in my second week, I am in the consulting room in the antenatal clinic seeing patients. As house officers, we see all the new patients first and order all their routine laboratory tests, so the results are ready before their next appointment which is when they see Dr Ababio. I usher out one patient and putting my head round the consulting room door, call out:

‘Next patient!’

A woman gets up. Dressed in an ankara buba and iro, her pregnancy is not showing yet, perhaps because of her already ample proportions. Dragging her leather-sandalled feet, her back arched, she moves towards me. Our eyes meet, and she flinches. It is my old friend, the housing officer, she of the shovelled rice and beans. I greet her politely, offer her a seat and begin the routine questions while filling in the laboratory test forms as usual. This time, I am the one who gives no indication that I remember her, meticulously treating her with the same courtesy as the other patients, perhaps even more so. She obviously finds this troubling; I watch her wind her once-white handkerchief round and round her fingers, twisting it this way and that as she answers my questions. At the end, I stand up to usher her out and call in the next patient, but she remains seated. When I look at her questioningly she says, ‘Er, Doctor, er, about the accommodation, about the other day…?’

I cut her off, smiling; it is my turn to wave a dismissal. ‘This is my last posting, I finish in ten weeks, it doesn’t matter now.’

‘No,’ she insists, ‘please, Doctor, please, I am begging you …’ She half kneels, tugging at my coat. ‘Please come and see me in the office tomorrow. Let me see what I can do.’

My studied serenity slightly slips briefly as a wave of pity and anger briefly overcomes me. Pity at her obvious discomfort, anger that her attitude has only changed because our positions are reversed. But I am in no position to posture; Chinedu moves out in a few days, and the prospect of commuting from Aguda, given the reality of Dr Ababio’s punishing schedule, is daunting. So I swallow my pride and say, ‘Ok, I will come tomorrow, after my ward rounds.’

The next day, finding a few minutes between ward rounds and theatre, I rush to her office. She is brisk and efficient, beaming in greeting, introducing me to her colleagues: ‘Ah, this is one of my doctors, a very nice man.’ I smile and wave at them.

‘Doctor, please, sit, will you take mineral?’

I sink into the leather seat opposite her but decline the refreshment. In a minute or two, she announces my new room, a few doors down the corridor from my current berth in Chinedu’s room. Chinedu’s room has already been allocated to someone else.

I thank her, and a day or two later return the Green House flat keys and move to my new room.

Much of the time we spend in theatre is occupied by Caesarean sections. Often, they are elective, planned surgeries, unlike the emergency Caesareans we do when the mother or baby run into problems during labour. Dr Ababio attracts many women whose pregnancies fall into the ‘precious baby’ category, either because of several miscarriages or a long preceding period of infertility. With these women, the consultants do not want to take chances, and so often opt for a Caesarean. Dr Ababio usually picks a date when he has inveigled access to a theatre and asks the women to come in for admission the day before. The women, like all patients for surgery, would have arranged for blood to be donated on their behalf, usually at least two units, in case transfusions are required during delivery or immediately afterwards.

When we begin as the unit house officers, we are given instructions for every Caesarean section. As soon as the baby is delivered, we are to take a sample of blood from the mother’s arm. Immediately the placenta is removed, we take a blood sample from it as well, near the cord. We are instructed on which sample bottles to use, how to label them and how to promptly despatch them to the research laboratory. It appears that there is a large research study going on, but even though we take the samples, we are never told very much about the research. It is not clear either how consent has been obtained, but perhaps it is included in the questionnaires the women fill in at the pre-booking workshops.

In addition to obstetrics procedures – mostly Caesarean sections and normal deliveries – the team also performs gynaecological procedures such as taking biopsies, removing fibroids, performing hysterectomies and carrying out D&Cs (dilation and curettage). As house officers, we are encouraged to acquire and hone our skills in dilation and curettage, as it is simple, common and straightforward. As it is also commonly used in smaller hospitals and clinics to illicitly terminate unwanted pregnancies, these skills are potentially lucrative. Most Nigerians use the term D&C in general conversation interchangeably with abortion, believing it is only carried out to terminate pregnancies; in reality, at teaching hospitals, like ours, they are more commonly used to diagnose and treat conditions like heavy menstrual bleeding or to clear the uterine lining after a miscarriage.

Apart from D&Cs, we are expected to repair any vaginal tears or episiotomies after deliveries as requested by the midwives in the Labour Ward, but we receive minimal instruction on how to do these, operating on the time-honoured see one, do one, teach one approach.

I soon establish a rhythm for my work, although it is difficult to maintain, given Dr Ababio’s unpredictability. The rest of the hospital seems to shrink, as I become completely swallowed up by Dr Ababio’s work. I give up leisure activities, cutting down visits to the library and giving up Happy Hour completely. The posting is hard work, but I am determined to escape an extension to my posting, the usual fate of most of Dr Ababio’s house officers. He is probably the only consultant who follows through on his threats and regularly extends placements for his house officers. As each three-month placement ends, the supervising consultant signs each house officer off for satisfactory work performance, and it is usually a minor routine. Rarely do consultants exercise their power to arbitrarily extend an unsatisfactory placement by as much additional time as they feel is needed to meet their standards. Although entirely subjective, we strive to keep on the consultants’ good sides, as no one wants the already gruelling house job year extended by an extra punishing two, three or four weeks. And most certainly not as one of Dr Ababio’s overworked doctors. And so, for two months, I take whatever is thrown at me, hanging on for that final signature that will confirm my freedom.

One Friday afternoon, in those last few weeks, we wind towards the end of a week that has been even busier than we are used to. Our standard workload of busy clinics and numerous hastily scheduled forays to theatre has expanded after a particularly busy day on call on Thursday. With most of the newly admitted patients now settled and the routine tasks for our existing patients almost done, I am exhausted. Even Dr Ababio’s unrelenting energy seems to be flagging as he has said nothing about scheduling any operations over the weekend.

As I am not on call, and have not left the hospital compound for days, I decide to treat myself to an evening out.

As the sun drops low in the sky, late in the afternoon, I return to my room, shower, and slip into jeans, a nice casual shirt and a pair of leather slippers. I head to Ikeja to the Sheraton for Happy Hour, gaining a temporary respite from my ennui in the familiar music and comfort of the lobby bar. The hour over, pleasantly buzzed, I decide to take the short bus ride to Allen Avenue to see if my friend Ben, newly returned from the US, is home and available for dinner.

Ben is indeed home and after a quick discussion we decide to go to a very popular street stall run by Hajiya, a slight, mercurial woman from Northern Nigeria, who always wears her hijab pulled tightly over her head. As we approach the constellation of tables and benches radiating outwards from a shed on one side of the road, we pass several sleek new cars, parked on both sides. Their owners presumably are having dinner at the street stall. Allen Avenue is awash with wealth; some snidely call it Cocaine Avenue, alluding to the source of the money behind the many large houses there. On a Friday night like this one it pulses with a frenetic flashy energy, new cars zooming up and down it and stylish young women tottering on high heels in and out of the bars, restaurants, boutiques and casinos dotting the length of the avenue.

Settling at a table, we place our orders, greedily eying the large aluminium basins filled with food behind which Hajiya sits. As each customer orders, she scoops spoonfuls from each basin on to a plate. I ask for rice and beans and at Ben’s urging, add Hajiya’s famed talia, Hausa for spaghetti. I also ask for some salad, thick with cream: baked beans, corned beef and hardboiled eggs, additions to the usual lettuce, tomatoes and vegetables. Adroitly scooping up softly gleaming pieces of fried beef from the bowl of stew beside her, Hajiya adds them to my plate. Ben orders the same and orders two bottles of Coca Cola, to wash our food down. Hajiya, a strictly observant Muslim, does not serve alcohol. For a few minutes, we are quiet, occupied with demolishing the heaped food before us.

Bellies full, we stroll sedately to a side road, following the gradually loudening live highlife music blaring from a bar. Stepping inside, a small group of our friends, already heady with weekend cheer, wave us over. We join them at their table, and as we drink our beer, we sway to the rhythm of the timeless classics from the sixties, occasionally pausing to talk, voices low, deliberately too low to be overheard, about Abacha, his latest outrage, and the tribulations that MKO Abiola, still imprisoned, faces. Walking to dinner, we had passed his old campaign headquarters and family home. Dark and deserted, the election campaign murals and posters adorning the walls are still there, now faded and peeling.

It is late, nearly midnight when we push back the tables laden with empty bottles, settle up and leave. My friends, fired up, are going on to a club in Victoria Island. They try to persuade me to join them but the frenetic pace of the last week is catching up with me, so I accept their offer to drop me off at the hospital. Getting a bus back to Surulere from Ikeja at this time of night can be difficult.

The next morning, my eyes flicker open as I emerge from deep sleep. Blinking at the sunlight pouring in from the mosquito-netted window, which is making my eyeballs ache, I struggle to return to a semblance of consciousness, my head pounding with each movement. I hear it as it begins again, the trilling that has roused me. Groaning, I grab clumsily for the phone.

‘Ah, Doctor, thank God I got you, I have been trying since—’

It is a nurse from the Gynaecology Ward. Dr Ababio has asked her to call me to meet him in theatre, to assist on a case. I look again at the rota tacked above my bed. I am right, I have not made a mistake: this is one of the rare weekends on the rota that I am not on call.

Reassured, with confidence, I firmly tell the nurse that I am not on call, and that in any case I am not feeling well, so cannot assist at any operation. She attempts to raise a challenge but the firmness of my tone silences her and she promises to tell Dr Ababio. I walk to the door, pausing to swig from the bottle of water by the bed. Rearranging the worn curtain I inherited from Chinedu, to ensure the irritant sunlight is blocked off, I stagger back to bed.

Just as I am drifting off, the phone starts to ring again. Having spent virtually every waking hour of the preceding two months with him, I should have known that Dr Ababio would not be so easily put off. Well, today I resolve my madness is going to equal his.

I ignore the phone. It rings off, and then after a short pause starts to ring again. The pattern continues, on and on and on. I sit up, sleep banished, still feeling quite wrung out and angry at my consultant’s persistence. He is being particularly unfair. I have worked hard through the past two and a half months, well beyond my scheduled working hours. I have not taken any days off sick, have not quibbled when he has asked me to do one more thing or accompany him on a sudden impromptu ward round late at night. Is it too much to expect him to understand and let me off this once?

I consider dragging myself to A&E to claim a sick leave certificate, reeling off to the colleague on call the classic unverifiable excuse of a bad case of sudden diarrhoea and vomiting. But the thought rankles, as I remember my time working on call in A&E and my irritation at the unending stream of evidently healthy patients seeking sick certificates. I was particularly annoyed by two groups. The first, those who tried to play on my intelligence, contorting their faces or shivering theatrically in a poor representation of what they imagined to be an indication of illness. The second group consisted of colleagues, doctors and nurses, who annoyed me not just by lying, but because like many others, I felt it was unfair, given how heavy everyone’s workloads were, to drop the extra work your absence was bound to create on your colleagues.

The phone continues to ring and ring and so finally I pick it up, determined to impress on Dr Ababio how ill I am. I make my voice even groggier than it is, rasping a feeble hello.

Dr Ababio immediately barks, ‘I am here in the theatre, waiting for you, I expect to see you in twenty minutes. The patient is waiting.’

‘But, sir,’ I stammer, ‘I am not feeling well at all.’ I do not raise the question of not being on call, knowing it is irrelevant to him.

‘Twenty minutes,’ he repeats, dropping the phone.

Angry and in a panic, I wonder, ‘What if he decides to make me repeat the posting?’

I look at the calendar above my bed where I have literally been marking off the days till Freedom Day, the end of the posting circled like a bad cliché in red. Seeing the crossed off dates slowly line up is all that has kept me going. I don’t believe I would survive an extra fortnight, let alone another month in the unit.

Why does he not accept that I am unwell? I am not even on call; I have a right to be off duty. What if I had stayed over at Ben’s in Ikeja last night as he had urged me to? What if I had gone on clubbing in Victoria Island?

The phone rings yet again. I eye it, let it ring for a while, and then after it rings off and starts again, I grudgingly pick it up.

‘Doctor Anya, biko, please,’ the voice at the other end pleads. It is one of the senior theatre nurses. We have a good relationship; she always greets me in Igbo with a loud ‘My brother!’ any time I bump into her in the theatre corridors or around the hospital.

She pleads with me to come immediately to theatre. She says she has never seen Dr Ababio this angry before. He is pacing the theatre corridors, she says, shouting my name, vowing to issue me with an official query, insisting that I must repeat the entire three months of the O&G posting, that he will report me to the Chief Medical Director. Cutting into her increasingly anxious account, I reiterate that I am not on call, and that even if I were, I am ill.

‘Doctor,’ she says, ’you are talking as if you don’t know your boss. Is he rational? If he extends your posting, will anyone challenge him? Bia, biko, just come to theatre, even if you have to crawl here. Don’t throw away everything you have suffered for one year just like that. Come, maybe if he sees you are really ill, he will release you.’

She begs me to do this, for her sake and for the patient who she says has been waiting anxiously all morning and is now very distraught, in tears. Perhaps, it is this last that stirs me, or just my middle-child, compromise-loving, conflict-averse nature. Whatever it is, with a sigh I announce that I am on my way.

Her relief is palpable, even over the phone.

Pulling on creased jeans and an equally creased shirt, in silent protest, another small rebellion, I walk outside and see that the sun has disappeared, the sky now grey with foreboding. I head for the Modular Theatre.

Arriving at the small admin area just inside the quiet echoing theatre, my face and body radiating a seething anger, I find an unusually solicitous Dr Ababio. Putting his hand to my forehead, he asks if I have a fever. I mutter that I have a bad headache and that my stomach hurts. These are both true, but are probably the results of last night’s revelry, rather than portents of anything sinister.

‘Don’t worry,’ he says, ‘it will not be a long procedure. Just go and change into your theatre stuff. Sister has put out some for you.’

Then he turns to the sister silently signalling her relief that I have come.

‘Ah, ah, Sister, where is the Panadol I asked you to bring for Doctor?’

I sullenly snarl that I have already taken some. Then, as I turn my back on him, heading to change into theatre clothes, I see a solitary trolley in the corridor. The patient, a middle-aged woman, a white sheet wrapped around her, her shoulders bare, sits up, looking at me apprehensively, as if fearful of me. She has evidently witnessed the drama preceding my arrival and so apologetically thanks me profusely for coming, even in my poor state of health. My acknowledgement is uncharacteristically sulky, nodding gruffly as I head for the changing room.

Re-entering the mini theatre in my greens I find my boss chuckling and exchanging banter with the nurses and the patient. I shoot him a look of stern indifference before following him to the scrub area, ostentatiously dragging my feet. Standing side by side, scrubbing, a nurse pours water from a jug on our hands and arms, in imitation of the taps which are dry. I studiedly look away from Dr Ababio, saying nothing.

The young senior registrar anaesthetist on call, whom Dr Ababio has as usual managed to coerce into covering this procedure, swiftly puts the patient to sleep. I assist, holding the forceps when asked to, pulling on the retractor to expose the operation site better when requested to, but am otherwise taciturn. Dr Ababio tries to engage me in conversation, asking jovially about patients on the ward. My answers are monosyllables, muffled by the surgical mask, and I am gratified to see him straining to hear me.

He operates quickly, deftly, and is soon finished, the ovarian cyst excised and bobbing in a formalin-filled plastic bucket. The bucket, brought by the patient and filled with formalin by the nurses, is ready to go to Pathology. With flying fingers, he closes the wound, and I cut each stitch, before helping him apply the strapping plaster, brightly pink against the patient’s dark brown skin. As the patient is wheeled away, we unmask, leaving the masks dangling from one ear. He asks me to complete the pathology form while he writes up the operation notes. I hand the completed form to the nurse and leave for the changing room without saying a word.

I have just finished changing when he bursts in, already in his outdoor clothes. He asks me to come with him; he wants to buy me lunch. I say I am not hungry. He insists and persists, following me as I walk briskly out of the theatre along the corridor, walking fast to keep up with my strides till I wearily agree to his offer. We walk down the stairs to his parked car and he asks again how I am feeling.

‘A little better,’ I offer, beginning to find my continued silence a little childish and difficult to keep up.

We drive to a restaurant in the hospital compound, one I have hardly ever been to as it is more expensive and mostly patronised by the consultants and senior management. As we enter the empty, elaborately decorated room, welcomed by the chill of powerful air conditioning, he waves away the heavy bound red leather menus that the waitress proffers.

‘Leave those things and just tell us, what food do you have? Me and my oga here are very hungry, we just finished in theatre.’

I ask for amala and ewedu; I have heard good things about the amala here but have never had the opportunity to try it.

He orders a plate of rice with chicken, asking with a mischievous grin if I would like a beer. I accept, and the waitress brings two misted green bottles. As we eat and drink, he tells me about his time training abroad, in Europe, the long hours he used to work and how they have helped shape him. It is the first time we have this kind of personal conversation, and I suspect, given how little everyone knows about him, that he rarely talks openly like this. So I listen carefully while enjoying the velvety smoothness of the amala, only interjecting occasionally to ask a question.

We finish the meal in a silence that is not unfriendly, helped perhaps by the second beers that we have at Dr Ababio’s urging. ‘After all,’ he says, eyes twinkling, when I initially reject his offer of a second beer, ‘it’s a Saturday and you are not on call.’

We climb back into the rich leather-infused air of his sports car and he drops me off outside my block. I thank him for lunch and the conversation. As he roars off, he shouts over the snarl of his car engine, ‘Enjoy the rest of your off-duty weekend!’

I cannot help but smile at his nerve.

On Monday, gathered with the other doctors in the team waiting for the ward round to start, he asks if I am fully recovered.

When I say that I am, he says, chuckling, ‘I told you that the beer would help!’

I smile and the other doctors look at us bemused, but neither of us offers anything more as the ward round begins.

Ten days later, I stand outside his locked office, my sign-off forms in hand, ready for his signature. He soon appears and unlocking the door, waves me in, holding his hand out for the forms. As he scribbles feverishly, he looks up, asking what I am going to do next now that I have finished house job. I explain that I intend to find a locum job at one of the small clinics or hospitals around, while waiting for my call-up to national service in a few months. He asks if I have considered specialising in obstetrics, and I reply curtly that I have not. He grunts, takes the forms from me and scribbles lengthily on them. Handing them back, he gruffly enjoins me to continue working hard, clapping me on the back.

I walk out into the afternoon sunshine, along the corridors that I have come to know so well. I glance at the forms. He has given me a glowing report: ‘excellent clinical skills’; ‘deep understanding of theory and practice’; ‘extremely hardworking’. I think back to the day I passed 2nd MB, and all the successes, missteps and failures since. I think of the day I failed paediatrics and how I thought I was tainted forever, never to be more than a mediocre doctor.

Arriving at RMOI, I climb the stairs to my room, bumping into Bimpe, who has also just finished. She looks harried, clutching a large brown envelope bulging with documents. Her hair is freshly done, unusually for her, in long braids, her scalp gleaming.

‘It suits you,’ I say, and thanking me, she explains, balancing the envelope in one hand, the other twirling her car keys:

‘Ike, I have so much to do before Saturday, but I had to get the braids done. They’ll last at least three months so I can forget about doing hair and just concentrate on preparing for the exams. My brother has spent so much I can’t risk failing and disappointing him.’

She is leaving on Saturday for the US; her surgeon brother in Chicago has arranged her visa and travel. Like many other Lagos-trained classmates in our cohort, she has through the year carried the distinctively coloured revision texts for the USMLE, the licencing exam for foreign doctors in the US, everywhere she goes. Like a small number of others, she has already passed its first stage, going to neighbouring Ghana at some point to take it. My old friend and benefactor, Tee, has typically, without doctor uncles or family connections abroad, secured a notoriously difficult visa from the US Embassy and is gone. As Abacha’s increasingly draconian antics alienate the world, foreign visas become harder and harder to obtain.

Most of my classmates in Enugu and perhaps half my colleagues in Lagos have started national service, posted to rural hospitals in far-flung corners of the country. Others are working as locums in the towns where they finish house jobs, while they wait for the next batch of graduates to be called up for national service. I will join the latter; the next batch will not be summoned to camp for another five or six months. I will have to find a place to stay, perhaps with my childhood friend Ozurumba from the nursery school sandpit. He has recently moved into a small room and parlour flat in Surulere. With his very good engineering degree secured a few years before, he is now a graduate trainee at a global accountancy firm, making his way through the notoriously tough chartered accountant exams. We are so close that I know there will be no awkwardness in asking.

I will need to get a job to tide me over the next few months, as my house officer salary stops this month. Everyone says getting a locum or even two, in the many private clinics and hospitals scattered around Lagos is guaranteed, as there is a constant demand: as young doctors leave for national service and others travel abroad, they are replaced by the next batch.

Wherever I end up, it will be very different from LUTH. I will have to be a lot more independent in my clinical decision-making and my management of patients. At the teaching hospital, there have always been senior doctors available as a second line of support, people who hold ultimate responsibility for each patient’s care. Now I will be on my own, largely left to my own devices. It feels such an enormous commitment, knowing that the clinical decisions I make will be mine alone, with the power to profoundly affect people’s lives, hopefully positively but harming them if I get it wrong.

I cast my mind over all the things I have learned in the last year, how I can now deftly set IV lines, quickly reach correct diagnoses, instinctively know what tests to order, and which patients to admit and which to send home. I think of the commendations I have received from senior doctors and the many thank you notes, cards and presents from patients over the year, bolstering my confidence.

I carefully put the forms Dr Ababio has signed in the file with my certificates and other important documents and lock away the file.

My eyes fall on the pile of library books sitting on the shelf. There is no better way to celebrate my first day of freedom than spending it in the book-filled spaces of the British Council Library. I resolve to head there. But first I will stop at Madam’s joint for some rice and beans, remembering Mma’s injunction: small by small.









Glossary


	Kabukabu (Roots may be in Yoruba but incorporated into pidgin)

	Informal and probably unlicensed taxi, for example the kabukabu at the university which are recognised by the university authorities but not formally licensed as taxis.

	Garri (many Nigerian languages)

	Granular flour of varying texture made from cassava roots. Also refers to the thick polenta-like paste which is the form in which it is most commonly eaten. An accompaniment to soup or stew.

	Egusi (many Nigerian languages)

	Melon seed. These are ground and used to thicken soups and stews. They are rich in protein and this is probably the most commonly eaten soup across different ethnic groups in Nigeria.

	Buka (pidgin)

	Informal street-side restaurant, ubiquitous across Nigeria. Also sometimes referred to as mama put, from the instructions given to the often female, often maternal operators.

	Harmattan

	A season in West Africa which occurs between the end of November and the middle of March, characterised by the dry and dusty north-easterly trade wind of the same name, which blows from the Sahara over West Africa into the Gulf of Guinea.

	Agbada (Yoruba)

	Agbada is a four-piece male attire found among the Yoruba of SW Nigeria and the Republic of Benin, West Africa. It consists of a large free-flowing outer robe (awosake), an undervest (awotele) and/or a short under tunic (buba), a pair of long trousers (sokoto) and a hat (fila).

	Gele (Yoruba)

	A type of head-tie worn by women in Nigeria. It is usually large and ornate, and associated with ceremonial wear rather than day-to-day usage. Some women wear smaller less formal gele for everyday activities.

	Danfo

	A bus, operating in Lagos, carrying 16–18 passengers. Usually painted yellow.

	Molue

	A rough-and-ready bus operating in Lagos, usually built on the chassis of an old lorry or truck, seating about forty-four passengers – or 100 depending on how many the conductor can squeeze in!

	Moimoi

	Steamed savoury pudding made from black-eyed beans.

	Okpa

	Steamed savoury pudding made from Bambara nut, a variation on moimoi unique to the Nsukka, Enugu and Udi areas of South Nigeria.

	Wrappers

	A cloth about 150cm x 250cm, wrapped around the hips and rolled over at the waist to form a skirt. A fully dressed adult Igbo woman in traditional dress will wear two, one that goes from waist to ankles and another on top of it which ends at about knee level.

	Ora

	Also known as oha depending on the dialect of Igbo. Leaves of the African rosewood tree used to make soup (one of the many different soups (like stews)), which with accompanying garri or pounded yam or other starch are the commonest dishes across most Nigerian ethnic groups. Made, like most Nigerian soups, from meat stock, fish, palm oil and shrimps. They tend to be distinguished by the vegetable in them – hence, in this case, ora soup.

	Suya

	Spiced meat (lamb or beef) grilled on skewers over open fires.

	Omu

	Palm frond; usually bearing a single one is a sign of mourning among the Igbo.

	Okrika

	Colloquial name for second-hand clothing, usually imported in bales. The term perhaps comes from Okrika, a port town in Rivers State, Nigeria, where the trade may have first started.

	Ankara

	Wax-print cotton or similar textile.

	‘up-and-down’

	A tunic and matching trousers made of the same cloth, often ankara. Also known among the Yoruba as buba (tunic) and sokoto (trousers). Up-and-down also refers to a woman’s blouse and floor-length skirt made of the same material. Also known as iro.

	Wahala (probably Hausa but incorporated into pidgin)

	Pidgin for trouble.

	Ogene (Igbo)

	Traditional musical instrument: a metal gong, hollow and struck with a wooden stick.

	Mai suya (Hausa)

	Suya seller.

	Bura ntashi (Hausa)

	A traditional aphrodisiac prepared by healers in Northern Nigeria.

	omugwo

	The traditional after birth care among the Igbo people of SE Nigeria. It is given to new mothers by their mothers or mothers-in-law, who move in just before the birth to provide nursing care, knowledge and support during the first forty days of the child’s life.

	abada

	abada is Igbo for ankara cloth.

	George wrappers

	George is a cloth which originated in India and is used to make saris. It became popular with African royal and noble families and is commonly worn by the Igbo.

	buba

	The top half of a Yoruba two-piece outfit: a tunic for men or a blouse for women. See ‘up-and-down’ above.

	sokoto

	See ‘up-and-down’ above.

	iro

	See ‘up-and-down’ above.

	shahada

	The Islamic profession of faith.

	okada

	Motorcycle taxi.

	Owambe (Yoruba)

	Literal translation owambe from Yoruba is ‘It is here’. A large, grandiose party thrown by Nigerians anywhere in the world, especially Yoruba Nigerians, with dancing, loud music, and so on. These parties take days and sometimes weeks or months of preparation and have been known to block entire streets.

	sha

	A linguistic marker such as ‘you know’ in English. In this context Funmi is saying, ‘Me, personally, I don’t trust them.’

	ABC wrapper

	ABC is the motif on a popular ankara wrapper, prized for decades.

	Tokunbo (Yoruba)

	‘From abroad’: used from the late eighties and early nineties across Nigeria to describe ‘foreign used cars’, second-hand vehicles imported from abroad and therefore usually of a better grade than a local second-hand car. During the economic crises of the eighties and nineties, middleclass Nigerians could no longer afford brand new cars, and tokunbo cars became ubiquitous.

	biko

	Igbo for ‘please’.

	oga

	Originally Yoruba for ‘boss’ but now incorporated into pidgin.

	amala

	Yoruba starchy food made from yam flour, similar to a thick mash, served with stews, most commonly ewedu.

	ewedu

	Jute leaves used to prepare ewedu stew by the Yoruba.
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