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had presented a patient: a 20-
month-old boy who had been 
brought in by his mother because 
he was vomiting. He’d thrown up 
seven times since 2 that morning. 
No diarrhea, but he wasn’t eating 
or drinking much. Still, he didn’t 
look dehydrated, his mother said 
he’d had several wet diapers, and 
when the intern examined him, 
she found his diaper wet again.

The intern said he had a tem-
perature of 100.8°F, and his ears 
looked infected. “Oh, great,” I said, 
“so we know what’s going on.”

She nodded but looked puz-
zled. “Why would an ear infec-
tion make him throw up?” she 
asked hesitantly.

When I answered honestly — 
some kids have touchy stomachs, 
and when they get sick with any-
thing, they throw up — she looked 
disappointed; she was expecting 
pathophysiology. I drew myself 

up. Perhaps, I suggested, the ear 
infection was the sequela of a 
preexisting upper respiratory in-
fection, and the child was pro-
ducing a lot of mucus, which was 
dripping into the stomach and 
provoking the emesis. That went 
over a little better.

We went in to see the child. He 
was a sweet, clingy toddler, warily 
sheltering on his mother’s shoul-
der, and he didn’t look happy to 
see me. In fact, he started crying, 
which allowed me to verify that in-
deed he was not dehydrated, since 
his face was soon wet with tears. I 
examined him and agreed that his 
ears looked infected, the eardrums 
red on both sides and one of them 
bulging, not moving, hinting at in-
fected fluid behind it. Yes, I said, 
good job, I agree, not dangerously 
dehydrated, I agree, ear infection. 
And let’s remind the mother to 
encourage him to drink liquids 

and watch him carefully to make 
sure he doesn’t get dehydrated. I 
smiled at the mother reassuringly 
and was relieved to see that she 
looked mature and competent, as 
she comforted and soothed her 
child with efficient, fond caresses.

But she looked anxious. She 
had something else she wanted to 
bring up, something she hadn’t 
told the intern or mentioned to 
me when I was questioning her. 
“Doctor, let me ask you one more 
thing,” she said. “It couldn’t be 
that this was from falling down, 
could it? From falling down the 
stairs?”

And out came the story: the 
night before last, the child’s broth-
er had come up the stairs from the 
basement, and when he opened 
the door, the baby was right there, 
reaching for something, and he 
fell forward down the stairs. “I 
didn’t see it,” she said, “but I heard 
the thump-thump-thump when he 
fell. And his brother said he got 
hurt all over his head. But that 
couldn’t be doing this, right?”

So we had a problem. One of 
the danger signs after head trauma 
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is vomiting. Here was a child 
who had fallen down a flight of 
stairs about a day and a half ago 
and a little more than 24 hours 
later had begun throwing up re-
peatedly. And I was about to send 
him home with a diagnosis of 
acute otitis media.

I could see that I was disap-
pointing the mother when I didn’t 
just wave it away: don’t be silly, 
what could one thing have to do 
with the other? She had offered up 
the falling-down-the-stairs story 
as a “doorknob moment” — the 
doctor essentially done, her hand 
(or the patient’s) literally or figu-
ratively on the doorknob, and the 
patient brings up a deliberately 
by-the-way question that turns the 
whole thing inside out. So I put 
her through the story in more de-
tail, and it sounded pretty benign: 
just a few wooden steps, the 
whole f light maybe 3 feet high. 
The child hadn’t been knocked out 
— a sign that the head trauma 
was relatively minor. The mother 
hadn’t noticed any changes in how 
he was walking — though actual-
ly, he wasn’t walking much; he was 
too clingy because he was feeling 
sick. Of course, he didn’t have 
the language to say whether he 
felt pain. And even if he’d had 
language, he could have pointed at 
his head and told us it hurt and 
left us completely unsure whether 
it was his head or his ear.

Head trauma shouldn’t give you 
even a low-grade fever, I told my-
self. The time course of the emesis 
wasn’t textbook — it had started 
more than 24 hours after the fall, 
and it seemed to have resolved 
after a few hours. And the child 
looked good, didn’t he? Well, he 
was clearly not dehydrated, which 
had loomed as the major danger 
when I walked into the room. But 
could I go further than that? The 
words I would have used to de-
scribe him were clingy and cranky 

— words deliberately chosen, in 
part, because they don’t sound 
medical alarms. Clingy and cranky, 
not playful or active; in fact, he 
was unwilling to walk. I asked his 
mother to put him down for a 
minute, but when she tried, he be-

gan to wail. He pulled up his legs 
into the fetal position, and good-
bye to any hope of assessing his 
gait to confirm that he looked 
neurologically normal. It’s like that 
with toddlers. His mother smiled 
at me apologetically as she gath-
ered him up again. “He’s been 
like this,” she said. “Not running 
around. Not playing so much.”

We examined his head for 
bumps or bruises. We went over 
the story again. Finally, I sent the 
mother home with prescriptions 
for amoxicillin and acetaminophen 
and gave her some of the what-to-
watch-for signs off the standard 
head-trauma information sheet: 
if he starts vomiting again, if he 
seems less alert than usual, come 
to the emergency room. I wrote 
her phone number on a piece of 
paper towel, saying I’d call her 
later to see how he was doing.

And I worried. It would be silly 
to send him to the emergency 
room or radiology when the over-
whelming odds were that he just 
had an ear infection. The timing 
didn’t really make sense for a head 
bleed, I told myself, and he looked 
like a kid with a viral syndrome.

Later that night, when I called, 

the mother was as reassuring as 
could be: “Oh, Doctor, he’s doing 
great, he’s playing, he’s running 
around, he’s really acting like 
himself. He even ate a little bit.” 
No more emesis, no mental-sta-
tus changes, normal energy level 
restored.

But I’ve been thinking ever 
since about why I was so worried. 
It’s not such an unusual story, 
after all, a toddler who took a fall. 
I’ve probably examined dozens of 
children who were brought in with 
that as the chief complaint: fell 
off the bed, tumbled out of the 
stroller, climbed up on the back 
of the couch and dived right over. 
I’ve felt their heads and looked in 
their eyes. Some I’ve sent to ra-
diology, but not most. Some I’ve 
worried about for obvious reasons 
— concerns about child abuse and 
inflicted injury — and I’ve looked 
them over for bruises and unex-
plained marks. Some I’ve sent 
home with their parents holding 
head-trauma instruction sheets. 
And so far, nothing terrible has 
transpired with any of them.

So why did this boy get me so 
worried? Maybe precisely because 
the head trauma wasn’t the reason 
for the visit. He was brought in for 
vomiting, and we didn’t even think 
to ask about head trauma, because 
the vomiting seemed to be part 
of some viral syndrome, and we 
heard about it only in the elabo-
rately casual doorknob question. 
Somehow that made it seem much 
more likely that the injury was se-
vere, the story not what it appeared 
to be. I hadn’t asked the right 
question, I had been pursuing the 
wrong story. I had almost missed 
this history altogether — didn’t 
that make it more likely that  
I’d missed something serious? 
Wouldn’t that turn out to be the 
“teaching point” if you were tell-
ing this story to medical students? 
Listen properly, and don’t overtake 
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the patient’s narrative with your 
own, or you’ll miss the most im-
portant information. And if I 
listened properly and rephrased 
the story as that of a 20-month-
old with a history of emesis times 
seven and recent head trauma 
from a fall down the stairs, didn’t 
that sound kind of serious?

Somehow, this encounter had 
tripped a wire with me — a wire 
braided, I realized, of history and 
literature. The literature was the 
Raymond Carver story “A Small, 
Good Thing,” about a child who is 
hit by a car, who “got unsteadily to 
his feet. The boy wobbled a little. 
He looked dazed, but okay.” He 
walks home and tells his mother, 
and then he becomes unconscious. 
The story traces his hospital course 
and describes the nightmare days 
and nights of his parents’ vigil and 
the doctors’ well-meaning but in-
ept attempts to communicate with 
the parents and ultimately futile 
efforts to save the child. It’s a hard 
story for a parent or a pediatrician 
to read.

There’s a moment in it when 
the child has just been hospital-
ized, newly unconscious. The doc-
tor has spoken to the parents in 
highly reassuring terms, and the 
boy’s father decides to go home 
and bathe and change his clothes.

Howard drove home from 
the hospital. He took the wet, 
dark streets very fast, then 
caught himself and slowed 
down. Until now, his life had 
gone smoothly and to his 
satisfaction — college, 
marriage, another year of 
college for the advanced de-
gree in business, a junior 
partnership in an investment 
firm. Fatherhood. He was 
happy and, so far, lucky — he 
knew that.  .  .  .  So far, he 
had kept away from any real 
harm, from those forces he 

knew existed and that could 
cripple or bring down a man 
if the luck went bad, if things 
suddenly turned.

There it is, I thought, reread-
ing the story. The understanding 
of how close we all are to being 
unlucky. The child who steps off 
a curb without looking. The story 
in the exam room that you don’t 
listen to properly. The superficial-
ly well patient who is sicker than 
anyone thinks. So I had this story 
stuck in my mind, and the mes-
sage I remembered best is one 
Carver probably never intended, 
one better suited to an ER instruc-
tion sheet: Even minor head trau-
ma can be serious.

At the same time, I had a true 
story nagging at me, one that my 
own preceptor in primary care 
told when I was a pediatric resi-
dent. We had been talking about 
head injuries, and the preceptor 
had offered up a grim story: an 
adolescent who had hit his head 
in some freak accident but seemed 
fine and then died from an un-
suspected bleed. The story had 
made a tremendous impression 
on me — because what sounded 
like a minor injury had killed 
someone, because it had hap-
pened in the practice of a very 
good doctor whom I regarded as 
my mentor, because he knew the 
family well and had been the one 
they called when their son died.

But I had heard that story at 
least 20 years earlier, when it 
was already many years old, and 
I wondered how much of it I was 
inventing. So I tracked down my 
preceptor and called him and said, 
rather hesitantly, “I think there 
was a story you told, back in 1986 
or 1987, and it’s stayed with me 
all these years. Something about 
head trauma that sounded minor 
but wasn’t?”

“I know exactly what you 

mean,” he said. “It broke my 
heart.” And he told the story again: 
“A 10-year-old boy sliding off the 
iced roofs of cars in a parking lot, 
he fell and struck his head. It was 
relatively minor, he was brought to 
an emergency room, was exam-
ined, had skull films. That was the 
standard then, before the days of 
readily available CTs.  .  .  .  I was 
off that weekend. The mom called 
me on Monday to say he had a bit 
of a headache but he was okay. Not 
vomiting, not great, but he was 
okay. I presumed he had a post-
concussion headache. And then 
at 2 in the morning, I had a call 
from the mom that he’d stopped 
breathing and he’d been brought 
by ambulance to an emergency 
room some distance off and they 
were resuscitating him. So I 
jumped in the car at 2 a.m., and 
off I went to this place, in time 
to pronounce him dead.” He 
paused. “He was a sweet boy, a 
good boy.”

And then — once your precep-
tor, always your preceptor — he 
took me through the story of the 
child I had seen in clinic and 
agreed with the management. 
“But I thought about your story,” I 
said. “I guess I always think about 
your story a little bit, and this 
time I really thought about it.”

“The moral of the story is 
that minor head injuries are sig-
nificant,” he said. “It still grieves 
me — I must have been full of 
sadness when I discussed it with 
the group. But over the course of 
my 30-plus years, this little boy 
who died is the only one.”

“So what is the real moral?” I 
asked.

“Medicine is knowledge, judg-
ment, experience, and luck,” he 
said.

So I have been thinking about 
the voices that echo in your head 
when you make a clinical decision 
— even a relatively low-acuity deci-
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sion about a child who doesn’t 
seem critically ill. You can’t let all 
the what-ifs terrorize you, or you 
would do a lumbar puncture on 
every young child with a high fever 
and do a CT scan for even the 
most minor bump on the head. So 
you just go on practicing, haunted 
by stories — stories you’re a part 
of, stories that happen to people 
you love or know well or take 
care of, stories you hear from your 
teachers and colleagues, and the 
occasional well-told story that en-
ters your brain and lives there  .  .  . 
all those ghosts that hover at your 
shoulder or in the dark places of 

your mind. I had a peculiar sense 
of multiple levels of precepting 
— of me standing over the in-
tern, and my preceptor standing 
over me, and of the ways that your 
medical education comes down 
to you partly from people you will 
never meet.

I’d like to think of it, in part, as 
a collective medical memory. And 
also as a way of honoring the pa-
tients who have suffered “bad 
outcomes” — and their physicians, 
too, the ones who are grieving 
still, who have told and retold 
these difficult stories. Bad things 
can be only a step away, and we 

need to absorb that knowledge 
and yet still do our job. It seems 
to me right and proper that even 
in everyday primary care, there 
should arise these unexpected, 
unpredictable moments when the 
collective memory catches at your 
sleeve, when the ghosts whisper to 
you to watch out, to think again, 
or at least to scribble a cell-phone 
number on a piece of paper towel 
and call later just to be sure that 
everything’s truly okay.
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Exploiting a Research Underclass in Phase 1 Clinical Trials
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In November 1996, the Wall Street 
Journal reported that Eli Lilly was 

paying homeless alcoholics from a 
local shelter to participate in safety 
testing of new drugs at its trial site 
in Indianapolis.1 “These individu-
als want to help society,” asserted 
Lilly’s director of clinical pharma-
cology. The subjects, however, said 
they took part for easy money and 
free room and board. Although 
Lilly reportedly offered the lowest 
per diem in the business, it man-
aged to attract poor subjects from 
all over the country.1 The medical 
director of the local Homeless 
Initiative Program said Lilly had 
created a “shadow economy” of 
paid human subjects.

Today, the Lilly episode seems 
like an early warning about an 
emerging set of ethical problems. 
Over the past decade, clinical tri-
als have moved from universities 
to private testing sites, the pres-
sure to recruit subjects quickly has 
intensified, and ethical oversight 
has been outsourced to for-profit 
institutional review boards (IRBs). 
Payment to subjects has escalated, 

creating “shadow economies” in 
cities throughout North America 
and elsewhere. In 2005, Bloom-
berg Markets reported that SFBC 
International, a contract research 
organization, was paying immi-
grants to participate in drug trials 
under ethically questionable condi-
tions in a dilapidated Miami mo-
tel. A few months later, nine ap-
parently previously healthy subjects 
at an SFBC subsidiary in Montreal 
contracted latent tuberculosis dur-
ing a trial of an immunosuppres-
sant. In 2006, six healthy subjects 
required intensive care in a phase 
1 trial of a monoclonal antibody at 
a London facility run by the con-
tract research organization Parexel. 
For all the ethical debate over these 
cases, however, few commenta-
tors have addressed the most 
troubling question: Is it ethically 
problematic to pay poor people 
to test the safety of new drugs?

Paying study subjects is not a 
new practice, but neither is it un-
controversial. According to reg-
ulators, payment should not be 
so high as to become an “undue 

inducement,” lest subjects enroll 
in risky, unpleasant, or degrading 
trials against their better judg-
ment. But this standard gives IRBs 
little practical guidance: a sum of 
money that the wealthy can easily 
resist may be very tempting for 
poorer people. Keeping payments 
low, however, seems unfair to 
the poor, who submit to trials 
precisely because they need the 
money. And whether or not such 
people are being unduly induced, 
the larger question is whether they 
are being exploited.

To exploit people is to take un-
fair advantage of them, but there is 
no consensus that current trial ar-
rangements are unfair. Defenders 
of the status quo argue that people 
who enroll in trials have agreed to 
their conditions, that they get paid 
enough to make it worth their 
while, and that they are made bet-
ter off by the arrangement. Never-
theless, there are good reasons 
to believe that poor subjects are 
being exploited.

First, poor people are less likely 
than wealthier ones to get access 
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