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			That’s a great picture isn’t it? The experiences that inspired this book began with children much like him. They’re perhaps the only hospitalized patients who don’t find their stay embarrassing. That’s why I’ve written this book. Hospitals need to become less embarrassing. Everyone will be happier when they do.

			From all the IV pokes he’s endured, it’s obvious he was one of my earliest patients. Notice the site on the top of his head and the current one in his right hand. Before that, he almost certainly had at least two more, one at each elbow. Those were the easiest, so we started with them, although they didn’t last long. A few weeks into being treated for childhood leukemia, he has endured at least four pokes along with daily blood draws. Fortunately, that misery would soon end, as our Hem-Onc unit became one of the first to use central lines routinely for pediatric oncology.

			Of course the pokes, which are over in seconds, are nothing in comparison to the chemotherapy we dealt out. This was the era that The Emperor of All Maladies describes bluntly, one where the temporary successes of various cancer treatments, “were like truces declared in the battle—signs, merely, that a more aggressive attack was necessary. The allure of deploying a full armamentarium of cytotoxic drugs—of driving the body to the edge of death to rid it of its malignant innards—was still irresistible.”

			We did just that. In our efforts to cure, we pushed our wonderful little children to the brink of death. No, we weren’t fools. We realized that some were put at more risk by our treatments than by their cancers. We knew that too little treatment for one might be too much for another. But how were our specialists to know? Childhood leukemia moves incredibly fast. Our children could not wait for a genetic understanding of their cancer. The result was aggressive treatment followed by an equally aggressive response to terrifyingly low blood counts. Our kids went through a lot, and we were why.

			How did I find myself in such a situation? Not by the usual path. My college major was in engineering rather than medicine or nursing. Therein lies a tale that I explain better in My Nights with Leukemia. Here’s a snapshot.

			I was working for a small energy-management company that was spiraling into bankruptcy. On impulse, I took an Emergency Medical Technician (EMT) course at a community college. I thought of volunteering as a mountain search and rescue medic. When the company laid me off, I looked for work. A friend suggested I apply for what today would be a nurse tech position at a nearby children’s hospital. It’d be a change, I thought, and would use that EMT training. I was accepted for nights (11 p.m. to 7 a.m.) on a medical unit caring for kids from one to nine.

			Orientation on days was terrible. The kids were fun, but few stayed long enough for me to know them. Most work was dull and repetitive, like being a maid in a hotel. I’m not suited for that. As my month-long orientation wrapped up, I wondered if nights would be different enough to make the work bearable. I knew I did not want to work on Hem-Onc, which at that time was one of the medical unit’s three clusters of rooms and off-limits to other staff. One look at those children, pale and emaciated with only a few wisps of hair, was enough to tell me to stay away.

			Then came my first night shift, and I found I’d been hired specifically to work Hem-Onc alongside a nurse. Only later did I realize that placing me in such a difficult position with no task-specific orientation warned of an administrative shift from training nurses well to condemning them for mistakes made due to poor training. I was fortunate. Three experienced nurses mentored me marvelously. If I’d been hired later, I would not have learned nearly as much. They turned a newly minted EMT into a qualified Hem-Onc nurse tech.

			My transformation from fearing to liking came so suddenly, I don’t recall the specifics. Despite the emotional risks, I found meaning in caring for seven extremely sick children, almost all with leukemia. The very severity of their illness made it easy to be good. When you place personal ease on one side of a scale and “a child dies” on the other, decisions are easy.

			Between the chemotherapy and a terrible prognosis, the work was grim. At that time the cure rate for the most common childhood leukemia (ALL) was 70 percent, a remarkable improvement over two decades earlier. But that still meant that on most nights two of my young patients—their average age was four—would eventually die. Adding to that stress, the nurse I worked with spent her time managing complex IVs. My job was to watch over those children and sound the alarm if one got into trouble. If I failed, even a few hours of delay might mean a child’s death.

			I was mystified by how smoothly I slid into the work, particularly the sense that I was meant to be there. How can that be? Nothing in my education or experience prepared me for it—or so I thought. Early on, I understood one reason I felt at home there. I enjoyed caring for the same children night after night. What might scare away others, the fear of losing a child they liked, drove me all the harder. For sixteen months I never relaxed. A single second might contain the fleeting thought that warned me a child was in trouble. A child’s mental status often altered before the numbers went bad.

			Only recently, as some long-forgotten memories came back, did I realize there was another reason I took naturally to the work. When I was the age of my young patients, I watched a cousin named Beth waste away and die. She had cystic fibrosis, but her appearance in those last months was much like the patients I was caring for. I thought the world of Hem-Onc was new to me. It wasn’t.

			With those returning memories, I recalled the intense fury I felt as a young child. I was angry, but didn’t know where to direct my anger. I wanted to keep Beth from dying, but was powerless. Those feelings lay submerged for three decades until, without my being aware, they resurfaced when I began to care for those children. What I hadn’t been able to do for her, I could do for them. I could give them a chance at life. Even their deaths did not frighten me. I’d been through her death. I could go through those dark hours again. None of that was conscious, but it was real.

			Later, I would realize that my lack of the usual preparatory schooling shaped how I approached work. Having never attended medical or nursing school, I had no packaged answers for the problems I faced. Engineers build things. They aren’t taught that it is acceptable to inflict pain on sweet children. I had to come up with solutions that worked for me. I accepted that most of what those kids went through was necessary, but I never conceded an inch more. I saw their suffering as a great evil to be hated with all the fury I could muster. Any time I could shove back, I did, no matter how small the push. At times that felt like spitting into a hurricane. But I knew that as long as I spit, that evil had not won.

			The brutal hammer blows of their chemotherapy typically surfaced around one or two a.m., when our drugs hit toxic levels. Their bodies knew that, and they vomited in a futile effort to rid themselves of the poison we were pouring into their veins, I’d stay with them, holding a small bucket. That was the pitifully little I could do. I didn’t want a child to associate his parents with that pain. Parents felt the same. None ever insisted on taking my place. But I also knew that meant the child might associate that pain with me. Next to a mistake that might kill a child, that bothered me the most.

			“Would they blame me for this?,” I asked in those early weeks. To my amazement, they didn’t. By some magic, they were able to separate their sickness from their treatment. Even more amazingly, I found that they liked and trusted me. 

			You see that in the wonderful smile on the face to the little boy whose picture opens this chapter. He had a loving grandmother who made a huge difference. Not all our kids were that fortunate. For the first child I cared for who died, an overwhelmed single mother could not stay overnight, so I had to be her substitute, rocking her terrified two-year-old son to sleep. Even worse were three children with cancer who were abandoned to us. No one in their family visited. As staff, we had to make up for their absence. As busy as we were, that never worked well. 

			I soon discovered that the key to winning the trust of those children was simple. I liked them and did my best to show it. Children have an great sense of who likes them. If you don’t, they know it. They even notice when an adult’s liking has reservations—such as only liking kids who remain quiet.

			Yes, I hated what we were doing and that never altered. I was an outsider, an engineer trained to be objective almost to a fault. Nothing had prepared me for this medical house of horrors. I was making up responses as I went. My efforts to explain those feelings sometimes went astray. The nurses I worked with didn’t understand that I wasn’t being flippant when I told them, “A hospital is the worst place to be when you’re sick.” I wasn’t downplaying the marvelous ability of modern hospitals to cure even once-fatal illnesses such as childhood leukemia. I was pointing out that the curing often came with an excess of the three ills of hospitalization: pain, hassle, and embarrassment. Those are what made hospitalization bad.

			After sixteen months of working nights with three different groups of nurses, I would transfer to day shift on Teens, the unit that cared for most patients from ten and up. In the next chapter will take a brief look at teen embarrassment to lay the foundation for what comes later. Keep in mind that my experiences on Hem-Onc shaped how I would react to later events on Teens. I’d deal with embarrassment on Teens much like I’d handled pain on Hem-Onc.

			2. Embarrassed Teens
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			While I wrestled with the misery we afflicted on small children, I would occasionally face a different issue—the embarrassment felt by teens who overflowed, typically for a single night, onto our unit. Each in turn helped me to understand just a little better how they felt. Thanks to them, I came to realize that embarrassment mattered as much to teens as pain did to children. A visit to any high school will demonstrate just how much teens fear it. When a teen says, “I could die…,” he or she is almost always referring to embarrassment.

			The issues with embarrassment that teens brought to Hem-Onc would prepare me for what I would face when I transferred to care for them full-time. My Nights with Leukemia focuses on my experience with small kids with leukemia. This book centers on teens and the embarrassment they felt. Both are written primarily for healthcare professionals, but should benefit anyone.

			Now for a little psychology, at its heart, like pain, embarrassment is a stress and patients respond accordingly. Unfortunately, grown adults are not transparent enough to serve as reliable guides. They’ve learned what is expected of them and act accordingly, often concealing their true feelings. I do that myself.

			That’s why describing my experience with these teens matters. As any parent can attest, teens conceal their feelings poorly. So if you’d like an explanation for why I feel qualified to write this book, that’s it. I learned a lot about teen responses to embarrassment and that experience can tell us what’s going on in the minds of others, including adults of both sexes and all ages.

			This book represents my effort to translate their responses into useful ideas. There’s certainly a need. While I was researching the first book in this hospital series, a guide for hospitalized teen girls called Hospital Gowns and Other Embarrassments, a research librarian at one of the country’s top health science schools and I spent 45 minutes searching medical and nursing databases for anything on patient embarrassment. We tried every term we could imagine and drew a blank. The closest was an article on “integrity issues” for Iranian women in Iranian hospitals. Since then I’ve heard of a Canadian study which found—to no one’s surprise—that many hospitalized patients did not need the embarrassing gowns they were expected to wear. They could have been cared for just as easily with clothing that left them feeling more comfortable. That limited research is one reason why I’ve written this. I want to break down the wall of silence and encourage others better placed than I to do more formal research. This area has been neglected far too long.

			There was another benefit to my experience. That was the peculiar position I found myself in. As I’ve already mentioned, on Hem-Onc the stresses on our children were a result of the miseries we deliberately inflicted on them. I hoped those children would make a distinction between me and those miseries. To my relief, they did. When I started on Teens. I faced a different problem. Pain was not that great an issue with teenagers. They typically take it stoically, realizing it’s necessary. The more important issue was embarrassment in a broad sense, and that we had in abundance.

			One reason was the type of care we specialized in. We did so many orthopedic surgeries, at that time “Orthopedic” was a part of the hospital’s name. After those surgeries, our teen boys and girls were heavily dependent on staff, creating an abundance of embarrassing situations. I’ll explain that in more detail later, but for now keep in mind that for the boys their embarrassment centered on the fact that the rest of our nursing staff was female. I could do little to correct that. For our girls, however, as the only man on our nursing staff, I was the totality of their problem. If they became embarrassed, I was the cause. I couldn’t evade that fact.

			But there was an upside. If I was the cause, then I could also be the answer. All I need do was change what I did. Fortunately for me, the feelings of those girls proved so marvelously transparent. I could know, often in an instant, if what I was doing worked or didn’t. That let me discover practical ways to ease their minds. Much of this book is based on what they taught me. To them and to their patience with my blunders, I owe a great thanks.

			There’s another benefit that flows from my particular circumstances. I’m skeptical that the radical emotional differences I found between teen boys and teen girls exist in every hospital. That seems unlikely. But whether it does or not, that wide gap is helpful. Patients respond to stresses such as embarrassment differently, and those differences must taken into account. In the boys and girls I cared for, I saw those differences starkly illustrated. The boys reacted one way, and the girls in another. Both matter, irrespective of sex, because in any hospital situation, patients—whatever their sex and age—will tend toward one or the other of these two extremes. It’s wired into our natures. Keep that in mind with your patients.

			When I went into a room with teen boys recovering from major surgeries, I found withdrawal and no more than grudging compliance. Psychologists call that a fight-or-flight response. They couldn’t fight, so they fled. In this book you’ll read about the frustrations that caused me. “These are guys like me,” I thought over and over again during those ten months, “Why can’t they lighten up when I’m doing their care?” I knew one reason. Because at any moment one of our pretty nurses might burst in, leaving them flustered. 

			In contrast, when I went into a room with teen girls, I found them eager to cooperate. That’s a tend-and-befriend response. With them, I was soon telling myself, “These girls are wonderful. They make my work much easier.” I liked to know my patients, so their warm response made up for the frustrations I felt with the boys.

			More than once I asked myself why those guys couldn’t be more like the girls. From the girls, I learned much. From the guys I found myself slamming into a stone wall, learning little. Whatever I did was met with resistance. Looking back, I now understand some what I should have known then. I should have eased their frustrations and found ways to shift their response from an unproductive fight-or-flight response to a more helpful tend-and-befriend. That would have helped. I did have a few guys—typically experienced patients with major disabilities or long-term illnesses—who weren’t withdrawn. With them, our relationship went far better. That’s something you might consider when you have patients of either sex who are locked into a fight-or-flight response. Get them to focus on befriending staff and other patients instead of resisting treatment. Both they and you will be happier.

			Praise for those boys would have helped too. As I will explain in more detail later, these guys wanted to impress their nurses. Feeling unable to accomplish that like most teen guys do—by showing off—they withdrew. What could those boys be praised for? I’ve pondered that, and at first it seemed insolvable. How do you praise a guy who is lying helpless in bed with one leg in traction? He can do almost nothing for himself. Then it came to me. You praise him for what he was doing before he needed that surgery—maybe even for whatever act of male adolescent craziness landed him in the hospital. Everyone is good at something. Find out what it is and speak well of it. Then these guys might lighten up.

			Vividness is an added benefit of the descriptions you’ll find here. Although you may not find yourself in a similar situation to mine, there’s an advantage to looking at adolescents. Teens are experts at creating drama. There is no need for me to embellish what happened. Every account you will read is as accurate as I can recall. But these accounts are rendered all the more colorful by the strong passions felt by my young patients, much as ordinary sunlight is transformed by a stained glass window. Vivid contrasts then make for great writing. G. K. Chesterton defended Charles Dickens against critics that way.

			But while these are real characters they are real characters lit up with the colors of youth and passion. They are real people romantically felt; that is to say, they are real people felt as real people feel them. They are exaggerated, like all Dickens’s figures: but they are not exaggerated as personalities are exaggerated by an artist; they are exaggerated as personalities are exaggerated by their own friends and enemies. The strong souls are seen through the glorious haze of the emotions that strong souls really create.

			That’s what I hope you’ll discover here. My patient’s zest for their young lives, as well as my strong desire to care for them, transformed events that might otherwise seem sheer drudgery—bedpans, linen sheets, and even vomit—into something of great interest. It was they who made this a joy to write. I hope you find them as fascinating as I did.

			I also hope you’ll sympathize with these teens as they struggle, tossed about in a sea of troubles at such a young age. Little twelve-year-old Tina’s desperate battle to live at whatever the cost to herself carries an important message, as does Christy’s gentleness as she lay dying with a mother gone mad. Min’s fears, as well as the swelteringly hot room of the post-op girls, raise issues about patient care that need answering. This book is not about the dull and dreary mechanics of hospital care. That’s merely incidental. It’s a drama, with real people going through some of the most difficult experiences of their lives. I did not find writing it boring. I hope you find reading it fascinating.

			Judging by the response to Hospital Gowns, many readers will be delighted that this book brings up a topic that’s long needed discussing. But there are likely to be some who feel I treat embarrassment wrongly. I’ll address their concerns here.

			Some will suggest that I treat embarrassment far too seriously. Patients, they will claim, readily adapt to embarrassment. Look, they say, at how rarely they speak up and protest. Not so, I say, and I give examples, including young Min, trapped in her body cast, who said nothing but was terrified by my male presence. We should not mistake patients who are intimidated into silence with comfortable patients. Patients aren’t happy simply because they don’t scream in protest. Silence can be an indication of fear.

			On the other hand, some may insist that what I say is of little importance. A little embarrassment, they will point out, is nothing in comparison to dying. I agree that’s true, and I’ve had my share of the latter. But we must place “unnecessary” in front of “embarrassing.” Medical treatment does involve embarrassment much as it does pain, on that we agree. But that does not mean it has to be as embarrassing as it often is. That’s one of the central points of this book. Embarrassment can and should be handled better. That’s not impossible or even that hard. It simply means making it a priority and learning by experience what works and what doesn’t.

			Interestingly, all the books in my hospital series began with a failure take embarrassment seriously. I saw a news story about an elderly British woman who wanted the National Health Service to send her only women home-care workers—a reasonable request. A callous NHS bureaucracy turned her down. Angry about that, I recalled my own experiences with similar issues. I realized in the flood of memories that followed that I had the makings of several books, including this one.

			I may also get flack from the opposite direction. Some will be upset by the casualness and even humor I find in some situations. I talk too casually, they will complain, about girls recovering from back surgeries who roll on their sides, with the backs of their gowns flopping open. They forget that those girls and I had an unspoken agreement. They could roll on their sides to find comfort in a miserably hot room. In return, I would turn away quickly and never stare. There’s no reason to get upset. Given the circumstances, that worked well enough. It certainly worked better than what happened with our post-op boys in the same situation. Their zeal to remain covered up in the presence of nurses left them hot and miserable.

			Finally, I hope that the sheer likability of my young patients, so refreshingly young and filled with a zest for life, will encourage you to sympathize with the issues faced by your patients, whatever their circumstances. What’s true for a shy Maria, a desperate Tina, a gentle Christy, and an overwhelmed Pala, may also be true for your patients, including the grumpiest oldster.

			Next, we look at my first two encounters with embarrassment, and how I responded. Neither went well, but my responses will improve, that I promise. I wasn’t always as stupid as I seemed then. Telling my tale chronologically does have an advantage. You can learn along with me.

			3. Innocent Maria
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			One night, the hospital floated me to Teens, leaving me unhappy. I liked Hem-Onc kids and, thanks to my growing expertise, I floated only when Cala—the third-year nursing student who shared my position—was also working. On Teens, I’d typically spend but a single night with numerous patients I never got to know, much like working in a hotel.

			Around two in the morning, a mother came from one of the private rooms, saw me, and rushed up in a panic. Could I please help, she asked, explaining that her daughter’s bedpan was about to overflow. The nurse I was working with wasn’t in sight. With seventeen patients demanding her attention, she rarely was.

			I went into the darkened room. The mother was right. The bedpan of a girl we’ll call Amy was filled within a quarter of an inch of the top. Some idiot had left a child’s bedpan in the room of a seventeen-year-old girl whose after-chemotherapy IV was running fast. Not knowing any better, the mother had used it.

			Slowly, ever so slowly, I inched that bedpan from underneath Amy. As I did, I heard her sobbing quietly. This must be humiliating, I thought. But alas, as well-trained in hospital culture as I was, I made little of that. “I’m doing my best,” I thought, “even though that makes it harder. I’m doing this from the side, so all I can see are her hips. Besides, if this bedpan spills, that’ll mean a linen change, which will be even more embarrassing.”

			Excuses, excuses, excuses—hospitals are filled with them. We’re doing our best, the staff say, much like I told myself that night. Maybe we are. But it’s also possible we can improve what we do. In fact, knowing how to deal with embarrassment may actually improve care. Embarrassment interferes with good medicine much like pain does. Staff shy away from procedures they’d otherwise follow because of pain or embarrassment. Patients hesitate to report problems, knowing either may follow. A brilliant Google software developer told me she’d delayed much needed medical care from a fear of embarrassment. That’s not good.

			But notice that this book’s title is Embarrass Less rather than “Embarrass Not.” I’m well aware that a hospital isn’t a five-star hotel. Embarrassment cannot be completely eliminated. But the suggestions you’ll find here have been tested and do work. They will leave patients happier. Keep in mind a critical fact. When embarrassment drops below a certain level, patient anxiety often disappears altogether. Patients feel in control and secure. In practice, less embarrassment may mean no embarrassment. I saw that over and over. That’s encouraging. With just a little effort, you can turn morose patients into happy ones.

			In the end, I handled Amy poorly. My excuse is that she was the first such situation I faced, and none of my training had prepared me. Lack of awareness and insufficient training will come up again and again. That needs to change. Embarrassment is serious and should be treated as such. Staff need to be taught to handle it. They need to be rewarded when they handle it well and to have people they can turn to for advice when they have questions. Being too embarrassed to discuss embarrassment makes no sense.

			Normally, when I did something badly, I wouldn’t rest until I’d found a better way. When I first began, one nurse helped me with that more than any other. She was careful and taught me to be the same. That’s good, particularly on Hem-Onc. But there was one area in which we disagreed.

			We totaled fluids for our patients at 6 a.m. She did IVs, while I did voids. Often, we’d have a child who’d come in the day before and whose follow-up chemotherapy hadn’t begun. There was no IV and no voids. I believed that, “nothing in means nothing out is fine.” She believed, and I quote, “Every kid pees on my shift.” 

			As you see, we differed in the importance we attached to hassle versus caution. The real issue was timing. Getting fluid out for those 6 a.m. totals meant waking a child. Since it might be weeks before that child got another full night’s sleep, I hated that. With that nurse, I gritted my teeth and woke the child. With other nurses I skipped the void, until I realized there was another factor that I needed to take into account. 

			Bitter about their lives, two of Hem-Onc’s day nurses were nasty with our younger night nurses. “What if they squawk about my zero total?,” I thought, “I might be forced to make those 6 a.m. voids.” Ah, but I saw an answer. When day shift arrived, noisy as stampeding buffaloes, our children woke up. That could not be helped. Then I could get that void. Should those ill-tempered nurses complain about that zero total, I could point to the 7 a.m. void and say, “See, nothing is wrong.” From that, I’d learned something important, which was how to reconcile conflicting expectations. I’d use that later with teen embarrassment.

			Unfortunately, what happened with Amy did not force me to think about solutions. I learned nothing, because I believed I’d done my best. Besides, my thoughts were occupied with those little kids fighting to live. I would have probably forgotten this incident, but for what happened one night with the shy and innocent Maria.

			Most nights, work on Hem-Onc was steady and predictable. We worked hard to achieve that because an emergency might mean a child died. Given how fragile our patients were, it was far better to prevent a crisis than to deal with one. When a child’s platelet count approached the danger zone, we gave platelets. When one spiked a temperature, we started broad-spectrum antibiotics. When a child needed extra attention, we adjusted our schedules to free up time. We took no chances.

			This night was unusual in that our work was actually slow. Aware of that by some mysterious power, Admitting assigned two girls to us and put them in a little-used room next to Hem-Onc. One was five and in only to have her temperature checked every two hours. The other, although she seemed in no pain, would be getting an emergency appendectomy the next day.

			Maria, the surgery patient, was fourteen. She was Hispanic, cute and petite, with dark hair and eyes, so she looked much like the stock photo at the start of this chapter. She was apprehensive about what was probably her first surgery. Since we had time to spare, her nurse and I did our best to calm her.

			About midnight, I was with the five-year-old when Maria asked the nurse for a bedpan. The nurse responded all too professionally, “Mike will take care of that,” and hurried away. In one sense she was right. Bedpans, urinals, and diapers were my responsibility not hers.

			Alas, shy Maria wanted a female nurse but was stuck with me, a guy with a manly beard. What was she to do? Her plight is why in Hospital Gowns I stress to teen girls that they should not expect staff women, either doctors or nurses, to spare them from embarrassment. Often they won’t. Later, I’ll explain why.

			Here’s some background for those who’ve not worked in hospitals. Medical units are all about fluids. Patients are often on IVs, so the staff focuses on fluids coming in and out. Hem-Onc was that multiplied by ten. Our kids had two or sometimes three IV pumps running around the clock, with their treatments constantly changing. They received antibiotics, blood products, chemotherapy, nutrition, pain medications, and even nasty anti-viral drugs. That’s why the nurses complained that they spent more time with IVs than with patients. My gripe was that I spent my time doing “pee-pee checks.” I monitored and recorded the volume and often PH of urine for each child. As I mentioned, near the end of each shift, fluids out needed to be almost the same as fluids in. The work was dull and repetitive but necessary. I knew it mattered, so I endured the drudgery.

			That’s why, when I went to take care of Maria’s bedpan, I was like a robot, doing what I’d done hundreds of times before with little kids. I pulled down her sheet, flipped up her gown, and pulled down her undies all in one quick motion. I’d done that so many times, I didn’t need to look.

			Matters would have stood at that but for something different which happened that night. Hem-Onc nights almost never received new admissions. Our patients were scheduled well in advance. When one left, another came within a few hours, typically during the day. But because Maria had arrived late in the evening, the previous shift had not written a nursing assessment. That delighted the newly graduated nurse I was working with. After her assessment was done, she asked me to read it and give my opinion.

			What she’d written was good, but one comment ticked me off. She wrote that Maria “denies recent sexual activity.” Yes, I knew that was mere boilerplate, placed there because Maria’s complaints were abdominal and at least theoretically might have been the result of a sexually transmitted disease. But Maria was a such an innocent girl—something the nurse knew as well as I—that I became angry. I considered stomping up to her, pointing to that phrase, and saying, “With that ‘denies recent,’ you insult Maria. You make her sound like an out-of-work prostitute.”

			Then the incongruity of what I’d be doing struck me. Maria would never see what her nurse had written. But she had seen me come up and treat her like I would treat a small boy who’d wet his pants. I was a far worse offender than this nurse. Outside the hospital, what I’d done might have gotten me arrested.

			Looking back, it took seeing my own hypocrisy to make me aware that nothing in my training or that of my nurse made either of us aware that we shouldn’t be treating a fourteen-year-old girl like a four-year-old boy, particularly when there was such an easy choice between caregivers. Slow as that night was, the nurse could have easily taken care of that bedpan. The fact that she did not illustrates a strange but common attitude in hospitals that I call “staff are not male or female.” It’s strange because patients rarely share that feeling. It’s common because it simplifies decision making. The sex of the caregiver and patient are treated as irrelevant. That brings up a major point of this book. Staff are male and female. They need to be regarded as such. Recognizing that is not the end of the world.

			Fortunately, no harm followed. Maria was as trusting as she was sweet and must have regarded what happened as yet another inexplicable part of being hospitalized. That night, she continued to be friendly with both of us. But she should have been treated better than that. Unlike with Amy, this time I realized I had made a mistake. I asked myself what I should have done differently.

			First comes a disclaimer. Keep mind that at this point the complications of caring for teen girls such as Maria weren’t my focus. They came to us perhaps once every six weeks when there wasn’t a bed on Teens and then typically only as one girl for one night. In fact, they were so rare that I never noticed that they were almost always girls. The “almost” explains why. The first teen I cared for was a fourteen-year-old boy getting an early pediatric bone marrow transplant. That meant I didn’t notice the pattern with normal overflows. Looking back, Admissions must have sent the teen boys to the surgery unit, one floor up, and sent us the girls. Also, most of these girls were well enough—typically just before or after ordinary surgeries—that they needed little attention. We simply gave them a bed for the night. Busy as we were, they were easy to ignore.

			No, what mattered to me were the kids from one to nine that I cared for every night. Could I learn something from my clumsy treatment of Maria to benefit them? Our younger kids, I realized, were not an issue. Nothing embarrassed them. Being hospitalized was like “playing doctor.” Their bewitching innocence is where I got the idea for this book’s cover. I wanted a light-hearted cover to balance out a book that must be serious at times. If anything, those little children may have wondered why we weren’t giving them ‘owies’ on their little bottoms like their family doctor did. Although missing their parents, most were happy enough with us. I didn’t need to change how they were treated.

			But when I thought of our older kids, something did come to mind. About six or seven, the kids on Hem-Onc began to behave differently. Rather than use a call light or ask for a urinal or bedpan when I came into their room, they’d wake their parents. When I appeared later, a urinal or bedpan would be waiting by the sink for those endless pee-pee checks. In the past, I’d simply enjoyed that as one less thing to do. Now I saw it differently. Those six-and-up kids were developing a sense of modesty, probably by imitating adults. Since it seemed the same for boys and girls, it wasn’t sexually tinged.

			There was another factor I discovered when I asked an administrator why children were transferred from our medical unit to Teens at ten rather than puberty. She explained that at about ten, boys and girls become curious about the opposite sex. That made keeping them in a multi-bed room awkward. Modesty at six, curiosity at ten, and budding sexuality at twelve was the progression. Age matters, I realized, so I began to take it into account.

			Another factor complicated matters. If all children six and up had parents staying with them, modesty would not have been an issue. But some parents of older children with leukemia could not stay overnight, and the larger medical unit where I also worked had multi-bed rooms with no space for parents to sleep. I needed some practical way to handle the modesty of kids six and up when parents weren’t around.

			The answer proved easy. Almost all these kids wore underpants, so I adopted the simple expedient of slipping a bedpan in place first, then slipping down their cartoon-character undies beneath their gowns. I also realized that was how I should have treated Maria. That only took a few seconds longer and was far less embarrassing. Only when I transferred to Teens did I discover that this new technique had a serious flaw. More on that later.

			Next, we’ll look at a girl who had a no-nonsense way of dealing with embarrassment. Her response wasn’t just rare. As sensible as it might appear, it was the only such response I saw during my entire 26 months at the hospital. Later, we’ll see why that matters.

			4. Grumpy Barb
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			Like them or not, grumpy patients can teach us much about what other patients may be feeling but not saying. In this chapter we will look at a most exceptional girl. Outliers like her help us to establish boundaries. She did something no other girl I cared for ever did—she flatly refused to be embarrassed. For that, she deserves all the praise I bestow on her in Hospital Gowns.

			I was working with ordinary medical kids that night. A little after midnight, we got a call from the ER. They had a teen girl for us. I went to transport her and found I was early. The front desk clerk told me she was in an exam room with a resident. I went in and found an abundance of loveliness. Barb, a pretty, fifteen-year-old, was talking with Dr. Lovely, our loveliest and, in my estimation, smartest woman resident. 

			How did I know Dr. Lovely was smart? Easy, because she asked me for advice and took my suggestions. I liked the residents who did that. They knew nursing staff had more hands-on experience than they. In contrast, the less talented seemed terrified that someone might challenge their judgment. They made mistakes they’d could have avoided had they only listened.

			Barb had a sunburn that was painful but not dangerous. As I entered, Dr. Lovely was offering to apply a lotion to ease the inflammation. That’s when a potentially embarrassing situation arose that I saw all too often. The sunburn was on the girl’s chest or, to be more precise, her breasts. Since I wasn’t needed, I decided leave, but I hated those embarrass-or-flee situations. Whatever I did felt wrong. Staying when I wasn’t needed made me feel like a pervert. Slinking away made me feel like a recovering pervert. Something should be done to make those exits less awkward for opposite-sex staff. In this case, perhaps Dr. Lovely might have said, “After this gentleman leaves, I will….” That would have been my exit cue. I’d have felt better, and this girl would have felt more assured.

			A few minutes later, Barb came out, and I walked her to the medical unit. When we arrived, I began filling out the admission paperwork. At one point, I needed her weight, so I asked her to stand on a scale. Only then, as she faced away, did I realized why she was clutching her blanket so tightly. Her bare arms, shoulders, and back spoke clearly. Someone in the ER had taken away her blouse and not bothered to returned it. Without that blanket, she’d be topless.

			Since I didn’t know the blanket’s weight, I suggested she put it down while facing away from me. That’s when she uttered those momentous but ever-so-rare words, “No way.” That wasn’t a problem. I took her weight with the blanket and subtracted a couple of kilograms. In her case, accuracy mattered little.

			Why, I asked myself as I wrote this book, did she—alone among all the girls I cared for—refuse to do something that wasn’t actually embarrassing, when so many others submitted to genuine embarrassment without a word of protest? There are a couple of reasons.

			First, most of the girls I cared for were seriously sick and eager to cooperate with those who would get them well. Barb was clearly ticked off and felt no need to pander to anyone. If I were to reconstruct events, it’d run something like this.

			Her face, arms, and back weren’t sunburned, nor was the top of her chest above the blanket, so it’s not hard to work out what happened. That day Barb had foolishly tried to get a topless tan. She forgot that skin that’s never been tanned burns easily. She was now angry at herself for being so stupid. That evening after she went to bed, she discovered that her sunburn made sleep impossible and told her parents. They probably replied with, “You did what?” Then they drove her to our ER, with everyone in the car seething with anger. Since it was after midnight when they arrived, they left her with some pointed “you got yourself into this mess” remarks. That explained why, rather than go home after receiving the ointment, she had to stay overnight.

			Barb’s troubles did not end there. ER’s all-female staff took her blouse and failed to return it, forcing her to clutch that blanket. My request that she lay it down became the final straw, hence her “No way.” She’d been pushed enough. She would not go one inch further. In Hospital Gowns, I tell readers that her firmness was commendable, but her ticked-off attitude wasn’t necessary. Say “no,” I tell those girls, but say it nicely. Hospital staff endure enough criticism. They don’t need more.

			Barb’s second reason matters more. Most patients came to us in great need. We were the premier children’s hospital for one fourth the land area of the U.S., including Alaska. Many patients needed care only we could provide. They felt they must go along, even with embarrassing situations. They feared their illness more than they feared embarrassment—as if they must choose between the two.

			I did my best to counter that fear in Hospital Gowns. I stress to my readers—primarily teen girls—that a cheerful, cooperative attitude coupled with a firmness about what they feel uncomfortable about will go over well with nurses. They don’t need to be afraid that a “no” to embarrassment will get them put onto some dreadful black list, with words like these: “Ah, I see you refused to be embarrassed earlier today in front of a dozen leering male premed students. That we do not permit. There will be no pain pills for you tonight. You must lie awake, miserable, to consider the error of your ways.”

			Barb was a notable exception. She was in our hospital only because her parents had dumped her on us. After that lotion was applied, she needed us no more. In a pinch, she could call a friend to pick her up. Even more important, she didn’t have to do what I said. She had no reason to care whether I liked her or not.

			What should I have done differently? First, I shouldn’t have been grumpy about having my work interrupted by an unexpected, middle-of-the night admission. Then I would have been thinking more clearly. Second, I should have been more observant of her situation. Before we left the ER, I should have noticed her missing blouse and had the staff recover it. I needed to learn to never transport a patient without looking for things being left behind. If she’d gotten her blouse back in the ER, she would have been less grouchy.

			Note that it took all that on her part—doing something stupid, being in pain, clashing with parents, feeling extremely ticked off, having her blouse taken away, and not needing hospitalization—to get her to say “No way” to being almost embarrassed. That should tell us that we need to be gentle about the hidden pressures we put on patients. We need to avoid as much as possible the hidden coercion that comes with hospitalization.

			The next girl we discuss illustrates what happens when that isn’t done. Tina’s desperation became one of my saddest experiences, one made all the worse by the fact that she was my patient for but a single night. I would never see her again.

			5. Desperate Tina
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			About five a.m., as I was checking on the kids in a multi-bed room, I heard someone move behind a curtain. She was the mother of the slender, twelve-year-old Tina. The girl had wet herself, and her mother had just finished changing her clothes and sheets. I felt doubly guilty. First, because I hadn’t checked on Tina since midnight. Second, because I thought I might be responsible for that wetting.

			The first guilt was easily dismissed. Tina, who had leukemia, was to start her follow-up chemotherapy the next day. Since Teens didn’t have a bed free, she came to us. Because she was no different from when she’d been at home the night before, my orders were to check her at midnight and then leave her alone. That I had done. I hated waking up sick kids even when it was necessary. With her, it wasn’t necessary.

			I think I understand now why she wet herself. Kids coming in for their first chemotherapy don’t grasp how bad it is. Their treatment so closely follows their diagnosis, typically by a couple of days, that they have little time for dread or fear. Subsequent chemotherapies are different. They know what to expect. Despite the added risk, a few of the children I cared for insisted on being drugged into oblivion for their follow-up chemotherapy. In Tina’s case, her anxiety must have kept her from sleeping her last few nights at home. Hospitalized and exhausted, she had slept too deeply and wet herself.

			My other guilt wasn’t so easy to dismiss. Had the fact that she had me, a guy, for her caregiver meant she didn’t ask for help when she needed it, fallen back to sleep, and wet herself? That made sense. She was twelve, an age when quickly changing bodies give boys and girls additional reasons for shyness. But as I thought about that, I dismissed the idea as ridiculous. First, as I talked to her mother, she was sitting up in bed making no effort to cover what pitifully little she had on, tiny panties and what her mother might have called a trainer bra. No shyness or modesty there—too little in fact.
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