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			Preface


			It is astonishing that in the twenty-first century, nurses must continue to battle not only for respect but also for the right to speak.


			In a segment about the talent portion of the 2015 Miss America pageant, for example, two cohosts of The View mocked Miss Colorado, Kelley Johnson, the pageant’s second runner-up. For her talent, Johnson, valedictorian of her nursing school class, appeared in her scrubs and sneakers (common nurse footwear, but you have to admire a pageant contestant who wears sneakers) and delivered a moving monologue about how her work with an Alzheimer’s patient reminded her that she is more than “just a nurse.”


			The next day, Michelle Collins, cohost of The View, laughingly insinuated that Johnson wasn’t talented, and Joy Behar, watching a clip, asked, “Why does she have a doctor’s stethoscope?”


			While The View segment likely was intended to poke fun at the pageant, the hosts were deeply misguided in their choice of subject to denigrate. It’s mind-boggling to suggest that, say, pageant singing or bikini-wearing are more valuable talents than saving lives and giving hope. Here was a contestant who, rather than take the safe route with a traditional talent (she’s also a pianist), used her brief moment in the national spotlight to warmly pay tribute to a vital profession.


			Nurses quickly went after The View with a change.org petition  and a #NursesUnite hashtag went viral. Later that week, the cohosts issued a nonapology, claiming their comments were “taken out of context” and suggesting that angry nurses heard them wrong. “Did they hear the conversation?” Raven-Symoné wondered. Whoopi Goldberg cautioned the audience to better “listen” to the show.


			Nurses heard them loud and clear over the beeps of the monitors, the demands of their administrations, and the moans of the patients they were tending. It’s a nurse’s job to listen. That’s what they use their stethoscopes for. And by the way, nurses use stethoscopes more often than doctors do.


			Whether or not the cohosts’ slights were intentional, their comments reflect a general misunderstanding of and disrespect for what exactly nurses do. I wrote this book partly to correct those misperceptions. It’s the public who must now “listen” to nurses. Because in many cases what nurses have to say could save our lives.


			One of the most important things that nurses have been trying to tell us is that rampant nurse understaffing is causing patients to suffer. California is the only state in the country with hospital-wide safe-staffing nurse-to-patient ratio laws, which means that in any other state and the District of Columbia, hospitals can overload nurses with more patients than the safe maximum. And far too many do. Since the original hardcover publication of this book, nurses continue to report offenses. In a 2015 survey of Massachusetts nurses, 25 percent said that understaffing was directly responsible for patient deaths, 50 percent blamed understaffing for harm or injury to patients, and 85 percent said that patient care is suffering because of the high numbers of patients assigned to each nurse.


			Why hasn’t there been public uproar over such a glaring cause of preventable deaths and harm? It seems that some hospitals are silencing nurses who try to spread the word. According to the New York State Nurses Association, in 2015 Jack D. Weiler Hospital (of the Albert Einstein College of Medicine) in New York threatened nurses with arrest, and even escorted seven nurses out of the building because, during a breakfast to celebrate National Nurses Week, the nurses discussed staffing shortages. (A spokesman for the hospital disputed this characterization of the events.)


			It’s not unusual for hospitals to threaten and intimidate nurses who speak up about understaffing, said Deborah Burger, copresident of National Nurses United, the country’s largest union of registered nurses. “It happens all the time, and nurses are harassed into taking what they know are not safe assignments. The pressure has gotten even greater to keep your mouth shut. Nurses have gotten blackballed for speaking up. They’re considered troublemakers because it’s bad for business. It can be cutthroat.”


			It’s appalling that some hospitals are not only refusing to hire enough nurses to treat patients properly but also muffling the nurses who protest. Nurses are patient advocates. They try to spread awareness of these issues because they want to provide better patient care.


			The landscape hasn’t always been so alarming. But as the push for hospital profits has increased, important matters such as personnel count, most notably nurses, have suffered. “Every day in every hospital in our state and probably throughout the nation, [hospitals] are deliberately putting patients in danger,” said David Schildmeier, a spokesman for the Massachusetts Nurses Association. “Hospitals are ignoring the research and patients are suffering greatly. The biggest change in the last five-to-ten years is the unrelenting emphasis on boosting their profit margins at the expense of patient safety, lives, and the well-being that their mission calls upon them to provide. Absolutely every decision is made on the basis of cost savings.”


			The research referenced in The Nurses clearly shows that increasing nurse staffing leads to better patient outcomes. But experts have said that many hospital administrators assume the studies don’t apply to them and fault individuals, not the system, for negative outcomes. “They mistakenly believe their staffing is adequate,” said Judy Smetzer, vice president of the Institute for Safe Medication Practices, a consumer group. “It’s a vicious cycle. When they’re understaffed, nurses are required to cut corners to get the work done the best they can. Then when there’s a bad outcome, hospitals fire the nurse for cutting corners.”


			As this book illustrates, nurses are the key to improving American healthcare. Nurses are unsung, underestimated, underappreciated heroes who are needlessly overstretched, overlooked, and overdue for the kind of recognition befitting champions. Don’t silence them. Honor them. Because Johnson is right: No nurse is “just a nurse.” We couldn’t survive without them. And it takes a heck of a lot more talent to earn the scrubs and stethoscope than it does to mock a hero.


			Alexandra Robbins
January 2016


	

			
Prologue


			Four hospitals stand within a fifty-mile radius of a major American city. On the surface, they are as different from one another as fairy-tale sisters. 


			Pines Memorial Hospital is a pleasant-looking cream-colored building with a sixteen-story tower and broad, welcoming windows overlooking a quiet tree-lined suburban avenue. After decades of independence, the neighborhood’s favorite hospital was bought out by Westnorth, a large healthcare corporation, which is slowly diluting the local flavor. With 190 beds, Pines Memorial serves a highly educated, wealthy population with a large percentage of academics, retirees, and nursing home residents. Because it is close to a major highway, Pines’ emergency room, which has approximately 60,000 visits per year, often treats victims of major-impact car accidents. Nurses joke that the hospital should be called Highway Memorial, because the risks of the highway are far more relevant to the medical staff than the quiet red pine forests outside of town.


			Several miles away, South General Hospital occupies a mostly gray edifice curved away from the road, as if to shield its inhabitants from the gang violence that occurs frequently nearby. The Level-1 trauma center—
designated as such because it has the resources to treat every stage of injury, from prevention through rehabilitation—has 300 beds to serve one of the most indigent areas outside the city. South General’s ER sees 95,000 ER patients annually. The reputation of “The South” is like that of the proverbial kid from the wrong side of the tracks, hoping to keep up with her peers, but unable to overcome the disadvantages of living on the poverty-stricken south side of town.


			Forty-five minutes west, in a peaceful corner of the city, Academy Hospital, proud and prestigious, inhabits several white-pillared, brick structures that wind around courtyards and patios, reflecting the storied architecture of its surrounding university campus. With approximately 425 beds, Academy treats a ritzy demographic of young and middle-aged residents in the nearby million-dollar homes and the students at the elite university. The Academy ER treats fewer than 45,000 patients per year, partly because it simply does not have the building space to expand its emergency department walls.


			And Citycenter Medical, a longtime teaching hospital, is split between two dusty beige high-rises, perhaps representative of its dual personalities: a stalwart institution with top-notch doctors and an ER so poorly managed it is considered dangerous by many of its own staff. A 390-bed Level-1 trauma center, Citycenter has an emergency department that is crumbling beneath the weight of the 85,000 annual patients it does not have enough nursing staff to treat properly. While Pines Memorial treats more blunt force, multisystem traumas because of the car accidents, Citycenter’s traumas are typically isolated injuries, such as gunshot wounds. Easily reached by public transportation and in the heart of a densely populated city, Citycenter is a destination of choice for homeless people, drug-seeking addicts, and the uninsured. 


			In each of these disparate institutions, pale blue curtains shroud pods of frightened people. In each, seasoned healers perform routine procedures and medical feats behind bleached sterile walls. And in each, tracking invisible undercurrents through hallway mazes, nurses connect doctors to patients, carrying out copious orders in synchronized steps, entwining themselves intimately in convalescents’ lives. 


	

			
Chapter 1


			
What It’s Really Like to be a Nurse:
The Joy and Heartbreak of the “Secret Club”


			“Emergency nurses practice in an environment that has been called permanent whitewater, where constant change, challenge, and crisis are the reality. Amazing stories occur each day and some of these stories may never be acknowledged or written.”


			—Emergency Nurses Association, Award Recognition Program


			“In the hospital, we’re truly a family and we have fun together. ER nurses have the raunchiest jokes, foulest mouths, and grossest stories. Because we’re working in such close proximity there are always inappropriate jokes, comments, and teasing. Occasionally it escalates to a one-night stand between a nurse and doc, but mostly that happens off hospital grounds.”


			—an East Coast travel nurse


			“It’s like high school, except for the dying people.”


			—Sam, a new ER nurse


			

			
MOLLY   PINES MEMORIAL, August


			Molly raced toward the nurses station, dodging other fast-walking staff, weaving through stretchers lining the corridors. Traffic was stopped ahead; another nurse pushing a patient bed had gotten stuck because the halls were barely wide enough for two stretchers to pass each other. Molly had no time for this. No one did. The Pines Memorial ER was overloaded with patients, many of them moaning in pain or calling for the nurses who scurried through the brightly lit department.


			After ten years as a nurse, three of them at Pines, Molly had learned to tune out the voices, and the cacophony of constant monitor chirps, high-pitched call-bell dings, and low-toned beeps of alarms from patients not her own. She didn’t even notice the smell anymore, a blend of cleaning spray, urine, and, depending on the number of intoxicated patients, alcohol.


			Molly ducked under a stretcher, scooted in front of the traffic jam, and helped the nurse lift the bed slightly to extricate the wheels. When the nurse smiled gratefully, Molly flashed a thumbs-up and hustled to the station.


			There, Erica, the senior charge nurse, caught her eye. “I’ve been trying to call a Code Purple for hours, but Charlene won’t budge!” Erica said. Friendly and smart, Erica struck just the right balance for a manager: She was firm but fair, and the nurses respected her. It was unusual for her to be rattled like this. A Code Purple—closing the ER to ambulances and rerouting patients to other hospitals—meant less profit for Pines Memorial, which would explain the administration’s resistance. But the ER desperately needed relief. 


			Charlene, the nursing supervisor, stomped into the nurses station. Erica urgently called out to her. “Charlene! We need to call a Code Purple.” 


			 “No way,” Charlene said, shaking her long blonde hair.


			“Every room is full. Everyone has more than the usual number of patients. Even the hallway is full. We don’t have beds to move these people to,” Erica insisted. “Where are we going to put any other ambo patients who come in?”


			“I’ll get back to you.” Charlene left the room.


			Erica shot a worried look at Molly.


			The medic phone rang. Medic phones, which kept Emergency Medical Services in touch with hospitals, resembled walkie-talkies attached to police scanners. As Molly pressed the radio button, the other nurses nearby groaned. “What’s this one going to be?” one nurse sighed. 


			Molly answered the call. “Pines. Go ahead.”


			A medic’s voice crackled over the speaker. “We’re bringing in a seventy-two-year-old male. Working code. Five-minute ETA.” 


			“Crap,” Molly muttered after she released the button. No time to waste. A working code meant that CPR was in progress.


			“We have to make room for a code, y’all,” Molly said, in her unmistakably Southern drawl. Erica didn’t have time to reply before the phone rang again.


			Molly reached over and hit the button. “Pines.”


			“Medic forty-two en route to your location with a fifty-eight-year-old female in respiratory distress. We have her on BiPAP.” Bilevel positive airway pressure was a method of assisted breathing. The patient probably would have to be intubated.


			“What’s your ETA?” Molly asked.


			“Ten minutes.”


			Erica summoned Charlene again. “Charlene! We’re getting two working codes.”


			As the nursing supervisor during a shift when higher level administrators were not in the building, Charlene had the authority to reroute ambulances. But today, she appeared to be more interested in impressing the higher-ups with an enormous patient load than in making sure the patients were safe and the nurses were able to do their jobs. 


			Charlene gave Erica a long look. “Okay, you can go on purple.”


			“Can you fill out the justification form? I have to prep for the codes,” Erica said, already moving toward the supply closet. To call a Code Purple, the ER had to list the number of patients in the ER and waiting room, the longest wait time for patients, and the number of beds available. Charlene would have to explain the financial loss to hospital administrators.


			Charlene backed away, palms up. “Oh no, you’re the one who has to justify this closure.” She turned on her heel and strode off. 


			Erica looked at Molly in disbelief. Molly fumed. This place is exploding, she thought. We’re expected to work at max capacity with no breaks and no acknowledgment or assistance from administration. 


			At least it was a weekday. One of the more ludicrous hospital policies dictated that on nights or weekends, the nursing supervisor had to page the administrator on call to get permission for a Code Purple. That administrator could be anyone on senior management, including IT or finance personnel. A major medical decision could be made by someone with no medical training whatsoever. At Molly’s previous hospital, the finance director was on call on a day when the ER was flooded with new arrivals. Focused on billing as many patients as possible, he had refused to call a Code Purple even when the physicians insisted that the number of patients was unsafe. A patient easily could have suffered or died because the staff was so busy checking on others. Eventually, an irate ER doctor yelled at the administrator until he agreed to divert the ambulances.


			As Erica texted “Code Purple” to the staff and notified EMS and hospitals countywide, Molly and three other nurses scrambled to make room for the incoming patients. They lifted people off hallway stretchers and into standard chairs dragged in from the waiting room. They moved patients from rooms into beds in the hallway. The patients hated being in the hallway because it was a fish tank: Everyone could see you, hear you, rush by you, and knock into your bed. But the nurses had no other choice. 


			The first code, the 72-year-old man, would be Molly’s. She wheeled a crash cart into a newly vacated room and paged the respiratory therapist on call: “We have a Code Blue coming in. ETA three minutes. And another patient coming in on BiPAP.”


			Molly opened an intubation bag to check that it contained all of the necessary supplies. She went to the medication room to retrieve the drugs needed to paralyze and sedate a patient before intubation, in case they would be needed. She set up the cardiac, blood pressure, and oxygen monitor, then visited each of her four patients to ensure they had easy access to a call light. “I’m about to be tied up for a long time with a critical patient,” she told them. 


			The double doors at the ambulance entrance opened. Two medics raced down the hall, pushing a gurney on which another medic kneeled, rhythmically pressing all of his weight onto the patient as he performed CPR. 


			The recorder nurse, who documented the proceedings and kept track of time, guided them into Room 5, which nurses had cleaned only seconds before. Molly was glad to see Clark Preston follow them. Handsome and flirtatious, brash and irreverent, Dr. Preston was loved by some nurses and hated by others. Molly thought he was funny—and decisive, which was important in a code. 


			When the medics entered, the group quickly arranged themselves on either side of the gurney, hoisted the patient onto the ER stretcher, and whisked the gurney out of the way. As Molly hooked up the patient to the monitor, a technician started an IV.


			One of the medics addressed the room: “Seventy-two-year-old male. Witnessed cardiac arrest while eating dinner at a restaurant. En route he was given three epi, two atropine. We bagged him because we were unable to intubate.” Bagging referred to a plastic mask attached to an oxygen source. Squeezing the ambu bag caused the mask, which covered a patient’s nose and mouth, to force air into the lungs.


			The respiratory therapist had the intubation supplies ready. “Give me a 7.0 tube,” the doctor said. He intubated the patient, and said, “Molly, listen.”


			Molly ducked under the medic, who was still performing CPR, now standing on a foot-high step stool. She reached under the medic’s arms with her stethoscope. She squeezed her head beneath the medic, and listened to the patient’s torso for air movement; air in the stomach meant the intubation tube was in the wrong spot. Then she listened to the lungs.


			“Equal bilateral breath sounds,” Molly said.


			The respiratory therapist attached a CO2 detector, bagged the patient, and watched. “Positive color change on CO2 detector.”


			The clatter of the gurney carrying the second critically ill patient echoed from the hallway.


			“Secure the tube,” Dr. Preston said. “Let’s run an ISTAT.” The tech quickly drew blood to test whether the patient had a chemical imbalance that could be corrected.


			“When was the last epi?” the doctor asked.


			“Four minutes ago,” said a medic.


			“Give another round of epi. Let’s give two amps of bicarb and an amp of calcium,” Dr. Preston said. “Hold CPR.”


			The medic stepped down from the stool, trading positions with a new tech. Because CPR was physically strenuous, CPR providers switched off with every pulse check, two to three minutes apart. 


			Molly quickly felt the patient’s femoral artery at the groin. “I don’t feel a pulse,” she said.


			“Continue CPR,” Dr. Preston replied. The tech resumed compressions. “Bring me the ultrasound machine.”


			Dr. Preston swiped gel on the patient’s chest. “Hold CPR,” he said. He passed the ultrasound wand over the patient’s heart.


			“I do not see any cardiac activity. What is the total downtime on this patient?” he asked.


			“We worked him for forty minutes prior to arrival,” said one of the medics.


			The recorder nurse reviewed her clipboard. “We’ve worked him for twelve minutes.”


			Dr. Preston looked around the room, making eye contact with each of the four staff members. Not all physicians did this. The staff appreciated that Dr. Preston treated them like part of a team. “Total downtime: almost an hour. There’s no cardiac activity. Does anyone have any other ideas?” The group agreed that they had tried everything.


			Dr. Preston removed his gloves. “Time of death: 18:04.”


			Erica stepped into the room. “Clark, the next one’s ready.” The doctor, nurses, techs, and medics dispersed.


			Molly was left alone with the deceased. When she turned off the monitors, the room went startlingly silent. Dealing with patient deaths like this usually didn’t bother Molly; she didn’t even know this gentleman’s name. She imagined the deaths were much more difficult for floor nurses, who took care of patients for days, weeks, or months. 


			This was not to say that each death on a nurse’s watch didn’t mean something to her. Births and deaths, miraculous saves and sudden tragedies—all were expected outcomes in the microcosm of hospital life, and their frequency both intensified the experiences and desensitized the staff. But deaths were still sacred to the nurses, who were committed to respecting and preserving the dignity in dying. 


			Molly unhooked the patient from the monitor. He was still warm. She tidied the room in preparation for the family, trashing the plastic wrap from the intubation supplies and the empty glass medication vials. The room looked much more chaotic than the procedure had been. ERs had specific protocols, and everyone on staff worked from the same playbook; if the heart has this rhythm, give this medication; if the heart has that rhythm, shock the patient. Although they had not been successful this time, the staff had worked smoothly together.


			Molly thought about how strange it was that she knew this man was dead, but his family did not. She tuned out Dr. Preston’s instructions in the next room, where he had plenty of assistance. She could have followed the action, but just because this man had died didn’t mean he wasn’t her patient anymore. There were still things she could do to help him. Molly wiped the man’s face and closed his eyes to make him presentable for his family. Families usually wanted to see the deceased one last time. Molly liked to make the patient and the room look serene.


			Moments later, the registration clerk came to tell Molly that the man’s family was waiting in the private family room. When Dr. Preston was finished with the other patient, he came to get Molly, wearing his white lab coat. He usually shunned medical coats, but Molly had told him once about a report that people believed doctors wearing white coats were more trustworthy and professional. He had donned the coat for family notification ever since. The moment he left the family room, though, that coat came right off. 


			When Molly and the doctor opened the door, the family members were seated and crying. “Did he make it?” one of them asked. This was almost always the first thing a family member said. Molly had difficulty avoiding eye contact with the family; she couldn’t let them read her sympathy. She kept her eyes trained on Dr. Preston. 


			As usual, Dr. Preston started at the beginning. “When EMS picked up your father, he wasn’t breathing and his heart wasn’t beating,” he said matter-of-factly, his bright blue eyes sincere. “So they started CPR and transported him to us. When he got here, he still wasn’t breathing and his heart wasn’t beating. We put in a breathing tube, continued with CPR, and gave him medications to try to restart his heart. I’m sorry to tell you that we weren’t able to do that. Your father has died.” 


			Dr. Preston offered his condolences. After a few beats of silence—rarely did a family say something right away—it was Molly’s turn. “Do you have any other questions for the doctor? I’m going to stay with you and let you know what happens next.” The man’s widow and her daughter shook their heads. Dr. Preston left the room.


			Doctors and nurses told the family together so that after the doctor left, the nurse could deal with the emotional breakdowns and walk the family through the next steps. Many doctors first explained how they tried to save the life, before revealing that they were not able to, because, Molly said later, “It’s easier for them to have that gradual letdown. Once you say, ‘He’s dead,’ they’re not going to hear anything else. We want them to know how hard we tried.” Doctors specifically used the words “dead” or “died” so that loved ones couldn’t misinterpret the message.


			Molly’s nursing school had offered no instructions on how to talk to the family; her psychology rotation covered only mental illnesses. The one official rule Molly had learned was that staff first had to notify the next of kin before letting nonrelatives know. When a patient collapsed in the workplace, coworkers often sat in the lobby for hours without knowing the patient was dead, because the ER staff couldn’t tell them before locating the family.


			By watching physicians like Dr. Preston, who presented the news well—and, equally as helpful, those who did not—Molly had learned what the bereaved needed to hear at this crossroad. Many nurses hated this task. Molly didn’t mind it, particularly when she was paired with a doctor who was not good at it. She considered it her responsibility to soothe and assist the families, much as she had done with the patient.


			Molly sat down next to the widow, who sobbed on her shoulder. Families usually wanted some physical contact with the nurse. Molly typically put her hand on a shoulder and let the person guide her from there. If the family member needed more comforting, she would lean into Molly’s shoulder or reach for a side hug. Molly remained quiet during these interactions. At this point, people didn’t want to hear, “It’s going to be okay.”


			When the woman’s cries subsided, Molly spoke gently. “Next, you’ll need to contact a funeral home and let the hospital know which home you’ll be using. Your husband will be in our mortuary until you make that decision. Take all the time you need. Whenever you make that decision, Registration will make the arrangements to have him transferred over there.”


			The widow looked up at Molly, still stunned. “Next week he was going to help drive his granddaughter to her first day of college,” she said.


			Almost every family told Molly something specific about the deceased, as if subconsciously trying to prolong his life for just a moment longer. Molly always tried to come up with something positive and personal to say, so that the family would know that the hospital staff saw the deceased as a human being rather than a patient. “He must have been so proud that his granddaughter is going to college,” she said.


			The widow and the daughter both nodded, smiling through their tears. 


			As soon as a nurse on the 7:00 a.m. to 7:00 p.m. shift got off work, she was supposed to “give report,” a recitation of her patients’ status for the incoming nurse. Molly already had been working for more than twelve hours without a break. She hadn’t even eaten. Nurses at Pines almost never got time off for lunch. There was rarely a chance to go to the cafeteria, break room, or simply outside for thirty minutes. Only once in the past two years had Molly been able to leave the department for a break. The usual scenario involved eating while working at the nurses station, which was an Occupational Safety and Health Administration (OSHA) violation.


			Hospitals were required to give nurses breaks, yet the constantly short-staffed Pines nurses never had time for them. Technically, nurses were prohibited from bringing food or beverages to the nurses station to prevent them from contaminating patient labs and vice versa. Priscilla, the nursing director in charge of supervising every nurse in the ER, let the OSHA rule slide because the odds of getting caught were low. When The Joint Commission—the governing body and accreditation group for hospitals—sent inspectors, they had to check in at the front desk. Immediately, a hospital-wide page would announce, “Pines Memorial would like to welcome the TJC inspectors.” Molly said the announcement meant “Hide your food!” She explained, “After the announcement, we have about ten minutes before the inspectors get to us. It’s so obvious, like, ‘Warning! Mayday! All the stuff that shouldn’t be out—hide it!’”


			Priscilla let many rules slide, actually. She seemed to try to look out for the nurses as best she could, which couldn’t have been easy because she also had to enforce the new policies thrust upon them by the Westnorth Corporation, the giant healthcare system that had taken over the hospital six months earlier.


			At 7:20 p.m., the charge nurse assigned Molly to put a Foley catheter in an obese paralyzed patient, a somewhat time-consuming procedure that required assistance. Molly walked to the nurses station, where five nurses were giving report to the oncoming shift. “Y’all, can I get a little help in Room 3 with the Foley?” she asked. The nurses ignored her. They didn’t even make eye contact with her.


			These weren’t generally uncivil nurses; they were just busy. The outgoing nurses were determined to give report and go home, and the incoming nurses didn’t want to be bothered with someone who was not their patient. The nurse Molly would give report to was already working on a trauma patient. Molly knew that if her friend Juliette had been on duty, she would have been at Molly’s side in a heartbeat.


			Molly looked over each of the nurses with her piercing green eyes. A tall, striking brunette, she was hard to miss. Five people were ignoring her—and she was not a quiet person. She had hoped that one of them would sense her frustration and offer to assist. But she would not badger them into helping her out.


			Typically, many of the nurses at Pines worked well together, giving aid when needed, knowing they were in it together. Erica, for example, was constantly assisting her coworkers at bedside on top of her supervisory duties, as she was today. Ever since the buyout, however, the atmosphere had changed. The morale was as low as Molly had ever seen it. People were just too tired and angry to help each other out. The staff knew why Pines had allowed the buyout: Independent hospitals across the country were having trouble turning a profit because new insurance guidelines made getting reimbursement for medical care more difficult. Westnorth had instituted several changes that angered the nurses, including cutting their weekend overtime pay and slicing vacation accrual in half. 


			One of the worst new policies forced nurses to pay for parking at the hospital while techs and physicians could still park for free. The nurses who didn’t want to pay for the covered garage would have to park at a satellite garage that was a shuttle bus ride away from the hospital. To catch the bus, nurses would have to get to work thirty minutes before their shift began and wouldn’t get back to their cars until at least thirty minutes after their shift ended, effectively adding an unpaid hour to their workday. What kind of company wants to make money off its employees like that?! Molly had wondered, dismayed.


			The hospital takeover had directly and indirectly affected patient care, too, which was evident when Molly ended up struggling to insert the Foley alone. The procedure took longer than it would have if another nurse had helped to lift the obese patient. ER staffing was supposed to be determined by the number of patients who came in. The number had increased drastically enough to justify an additional staff nurse for every shift, but Westnorth had refused to hire anyone. Consequently, waiting time to get into the short-staffed ER had increased from an average of thirty minutes to three hours.


			That night, on the drive home, Molly cried with frustration. She was known as being thick-skinned rather than a crier. She was so tough that once while playing pickup basketball, she tripped and broke her arm, but waited hours before going to the hospital because she was having too much fun to stop playing. Now she cried because the once tight-knit hospital no longer seemed to care about the welfare of its nurses, and her usually co- operative coworkers were so worn down that they “acted like I was invisible.” 


			As Pines Memorial’s treatment of nurses deteriorated under Westnorth, Molly had toyed with the idea of leaving the hospital. Earlier in her career, she’d worked as a nurse for an agency that assigned her shifts at different hospitals. As an agency nurse, she could choose which days she worked, and the pay was slightly higher. To return to the agency, where she was a nurse in good standing, all she had to do was fill out paperwork and send in her latest certifications.


			Molly had stayed at Pines because she enjoyed learning from her experienced colleagues. But lately, there had been too many days like today. That night, she called Priscilla and left a voice message about the day’s events. “I have gone home angry and in tears more in the last two months than I have in my whole career. If I leave work angry again, I will not come back.” It may not have been the best way to let her boss know that she was close to quitting, but she was too frustrated to care. 


			The next morning, Molly, the designated trauma nurse, was able to focus exclusively on her patients without having to deal with politics, or so she thought. A middle-aged woman had multiple injuries from a car accident, and the operating team would have to repair her ruptured spleen. Molly’s job was to keep her stable in the trauma room until the OR was ready. As Molly connected the patient to a monitor, a nurse sitting at a computer called out from the nurses station.


			“You’re going to love this one, Molly,” she said. “Now we’re going to have to pay for fancy uniforms!”


			Molly froze. “What?” She breathed deeply. She had a patient to take care of. “Just a minute. Let me finish what I’m doing and I’ll come over.” 


			While Molly continued to work on the patient, the other nurse read aloud the policy, which administrators had posted on the employee website without notifying the ER nurses. All staff would now be required to wear a standard uniform. But only the nurses would have to pay for the uniforms out of pocket. 


			“What about the doctors and the techs?” Molly asked.


			“Nope,” the nurse replied. “They’re covered.”


			That was the last straw. It wasn’t the uniform, specifically. It was what the uniform expense represented: Pines didn’t appreciate its nurses. Furthermore, management gave employees little motivation to work hard. Hospital employees weren’t held accountable for their actions, and the supervisors were either too wimpy to enforce important hospital rules (Priscilla) or played favorites (Charlene). Too frequently, certain nurses and techs called in sick, then posted vacation pictures on Facebook. Or they were unprofessional: Lucy, the laziest tech in the unit, had refused to do lab work on patients she deemed too “gross” to touch. As Molly said, “There are no consequences for poor work ethic and no rewards for good work ethic.”


			Later that morning, Priscilla gathered the ER nurses to tell them about the new uniform policy. While the group splintered into side conversations, Priscilla brushed her dark bangs off her face and put a hand on Molly’s arm. “I got your message,” she said.


			“This place is coming apart at the seams,” Molly told her.


			“I know.”


			“I’m holding to my word on my message yesterday.”


			Priscilla nodded, placating.


			“I’m not changing my mind,” Molly said. “I’m giving you one month’s notice. The uniform is just the last straw.” She could call the agency tonight, start the re-registering process, and begin orientation within weeks. She was giving Pines Memorial ample notice because she didn’t want to leave her coworkers even more shorthanded. 


			Throughout the rest of the day, nurses complained about the policy. “They’re kicking us when we’re down,” they said. “The changes are making things worse.” They looked at Molly because she was one of the most outspoken nurses.


			“Doesn’t matter to me,” she said. “I just quit.” Her coworkers laughed dismissively. “No, I actually did, y’all. I gave notice.” 


			Generally, Pines Memorial’s schedules were flexible and fair, and Molly had come to value the nurses’ intelligence and ability to stay cool under pressure. But, she thought, I can’t be angry at work every single day. 


			Molly had originally decided to make the career switch from occupational therapy to nursing after her mother had passed away. While in mourning, Molly received several letters from her mothers’ coworkers. The letters “talked about her being the best nurse they had ever known, how much fun she made work, and how much the patients and her coworkers respected her,” Molly remembered. Inspired, Molly became a nurse, too, at the age of 27—ten years ago. “I’m not that touchy-feely, but I truly love nursing. It’s a meaningful career, I’m good at it, and it’s flexible,” she said. “You can find work any time of day, any day of the year, which makes it mom-friendly.” 


			Molly had wanted to be a mom for as long as she could remember. After three years of trying to conceive with her police officer husband, Trey, she had finally scheduled an appointment at a fertility clinic. As an agency nurse, she would be able to arrange her schedule around her clinic appointments.


			More experienced colleagues kept telling Molly that once she worked at several other hospitals, she would realize that Pines wasn’t that bad. “Will I find out from working at other places that that was really as good as it gets?” she wondered. Experiencing hospital life at various institutions was the best way Molly could discover whether anybody was treating both nurses and patients right.


			She gave herself a year to find out. 


			

			
LARA   SOUTH GENERAL HOSPITAL, August


			On her way to the staff locker room, Lara stopped in her tracks. The half-used vial of Dilaudid, a narcotic five to ten times more powerful than morphine, lay on a counter. It seemed to shimmer with energy and promise. You deserve it, coaxed a voice she remembered well. You’ve been working fourteen-hour days. Your mom just died. She died in your arms. It will make you feel better. It’s sitting right there. No one will know. You want it. Take it.


			Lara had been a drug addict. It had started so innocently. Nine years ago, as a single 26-year-old nurse, Lara was chatting with the other nurses on the night shift about paying off school loans, when one of them said, “Did you know you can get four thousand dollars per egg if you donate them? We should all go together.” 


			“That’s kind of cool,” Lara had said. “I’m young, I’m healthy, and it’s easy money.”


			The next morning, the four nurses went to a clinic for the screening process. Lara, with her blonde ringlets and fair skin, was the only donor selected. After the multi-week process of egg retrieval, the doctor handed her a check and a prescription for Percocet.


			The pill was the first narcotic she had ever taken. Within minutes, she was simultaneously giddy and calm, suffused with warm happiness, the world’s best buzz. She couldn’t stop giggling. Nothing bugged her. Her insecurities—about her dating life and her skinny boy’s body, which was never fit enough for her standards—dissolved. The next day, she took another pill. She didn’t think twice about it. It was her prescription, it energized her, and there were no side effects. 


			At work she was chattier and also more mellow than usual, and she managed to stay cheerful even while dealing with ungrateful patients and tedious charting. She skipped lunch breaks. When she finished the pills, a girlfriend who didn’t need her prescription anymore offered the pills to Lara. Why not? Lara thought. That week, she took three pills at a time. 


			A few days after the bottle emptied, Lara started to feel sick. That afternoon at work, she remembered that she had morphine in her pocket, 1 milligram left over from a patient. Back then, hospitals weren’t as vigilant about counting the “waste”—the surplus drugs left over from patients’ prescribed doses. Nurses went home, shrugged off their scrubs, and dumped their pocket contents into the trash.


			She fingered the vial, running her thumb along the smooth, cool glass. If the Percocet made me feel that good, maybe morphine will, too, she thought. She returned it to her pocket to use at home. There was no inner voice asking her what she was doing, no angel on her shoulder imploring for restraint. It was just a little shot in the arm to take the edge off the day. She would never actually take narcotics at work, she told herself.


			For the next several months, Lara conveniently “forgot to waste” leftover narcotics. Instead, she brought them home and stashed the Percocet, morphine, or Dilaudid in her underwear drawer. In the beginning, the drugs popped into her mind only occasionally, an elated realization like finding a twenty-dollar bill at the bottom of a purse: Oh! I have extra narcs in my pocket! She brought home vials about twice a week. It was too easy. Even once her hospital began requiring nurses to dispose of the excess in front of a colleague, the drugs were there for the taking. “Hey, I’m wasting this milligram of Dilaudid,” Lara would say, and the nearest nurse would hardly look up as she scribbled a signature. No one bothered to watch whether Lara actually threw out the vial, a procedure intended to prevent exactly what Lara was doing.


			Not only was she able to do her job while taking the drugs, but she also had more energy than she knew what to do with. She worked additional hours for overtime pay. She justified the drug use by telling herself that her increased energy made her a more productive nurse. “You’ve heard about soccer moms being able to do everything on Ritalin? That was me. I could work! I could do ten thousand things and no one suspected why.” 


			Within months, Lara’s tolerance increased and her main concern at the hospital became collecting more drugs to bring home. One milligram wasn’t enough to spark a buzz, and she felt fatigued if she tried to go more than a day without taking something. So she signed up to work every day—zero days off—to get access to the meds because she didn’t want to feel tired. She was often sick to her stomach, but didn’t make the connection between her stomachaches and the drugs.


			If you had asked Lara before she donated eggs what she thought about people who took narcotics, she would have responded, “Why on earth would someone do that?” Now it did not occur to her that she had become one of those people. It didn’t even occur to her that she was doing drugs (as opposed to taking medicine), let alone stealing them.


			Lara was a superstar nurse, energetic without being perky, unfailingly positive, and constantly volunteering to help other nurses. Nobody questioned her, nobody told her it wasn’t healthy to work seven days a week. There was always a need for more hands. She would call the nurse manager and ask nonchalantly, “Hey, can I come in for four hours this afternoon?” Nobody ever said no. 


			About a year after she took her first Percocet, the workday started to seem longer. Lara was eager to get home so that she could inject herself. The first time she shot up in a staff bathroom, a voice broke through her thoughts: “It’s getting bad if you can’t even wait to get home.” I have a hard job and it’s a long day, she told herself. If other people saw what I see at work, they’d need something to take the edge off, too. “You’ve crossed the line you drew for yourself.” I can stop at any time. 


			Lara took sixteen-hour shifts, sailing through them with midday bathroom breaks to insert an IV, eventually injecting up to 8 milligrams of Dilaudid at a time, an enormous dose, but, for Lara, just enough to keep her alert. Once, she put a heparin lock in her foot to give her quicker access to a vein. She wore it the entire workday, attending meetings and caring for patients. She told coworkers she was limping because she had dropped a weight on her toes.


			Because the medications helped her to excel at her job and to work extended hours, Lara didn’t admit to herself that what she was doing was dangerous. 


			One afternoon, she realized that she hadn’t wasted a single narcotic in five consecutive workdays. Somehow, over the past several months, her maneuvers had shifted from secretive to sloppy. Surely, she worried, someone would catch on to her. She took a swig of Pepto-Bismol to calm her stomach, which was shaky as usual. She blamed her nerves, because she was applying for a position as a flight nurse on a medical trauma helicopter, her ultimate career goal since nursing school. Ugh, if I could just get another vial, then I won’t feel sick. Then it hit her. Oh my God, it’s not because I’m nervous. It had taken her that long to see, or accept, the link between her stomachaches and her addiction.


			Many addicts say that there is often no single defining event that leads them to want to stop using. For some, there simply comes a point when they are ready to admit to themselves that they have a problem and they don’t want to have that problem anymore. That’s how it was for Lara. That day was no different from the day before, except that a layer of her denial suddenly lifted. Later, she would be amazed that she had ignored the signs of addiction for so long.


			Once it clicked, she was petrified. She was ashamed of herself and afraid of what people would think; she didn’t know which was worse. She vowed to do everything she could to quit her addiction. Lara tried calling in sick to force herself into withdrawal. Okay, I kicked this. It’s cool, she would say to herself after a few days. But then she would return to the hospital to find that her desire for the drug was stronger than she was. After hours of trying to tough it out, she would grab a vial and a needle, so easy, so irresistible, and run to the bathroom. 


			She attempted to discourage herself by calling her brother, whom she didn’t want to disappoint. She wrote herself letters: “This isn’t how you want to live your life.” She tried stipulating that she could shoot up only at night to help her sleep, or she could use only morphine so she wouldn’t get as sick. She told her roommate, Angie, a fellow ER nurse she loved, so that someone else could hold her accountable. Lara and Angie had been ER nurses together for six years. Angie was the type of strong nurse that other nurses wanted in the room with them. When they started out as new nurses together, they had leaned on each other to endure the ER sink-or-swim craziness the way many nurses did if they were lucky enough to find a competent, likeable partner. Lara and Angie had combined their strengths and pulled each other through stints at two hospitals. 


			Angie could not believe it. She was sympathetic but appalled. She wouldn’t turn Lara in, yet couldn’t persuade her to stop using for long. Each time Lara tried to stop, within twenty-four hours she slid from being able to glide through her shift and an invigorating workout at the gym to feeling too sick and depressed to function. She felt like she had the worst flu possible, a debilitating illness that could vanish in moments after an injection. So she kept injecting. She didn’t know that there were narcotics addiction treatment programs specifically for medical professionals. She didn’t know what else to do. I need to stop feeling so sick, she told herself. I’ll take something today and then I’ll stop tomorrow. She said this for four more months.


			Eighteen months after her first Percocet, Lara was offered the dream job that she had applied for: a flight nurse for a hospital system. Flight nurse opportunities, prestigious within the field, were rare. When Lara saw the helicopter she would be working on, she couldn’t contain her exhilaration. She ran her hand along the airframe, climbed inside, and sat in the nurse’s seat, incredulous that she was exactly where she wanted to be.


			The next day was a Thursday. Determined to get clean, Lara checked into the drug treatment program at her hospital. She thought she simply needed to get over a few days of drug withdrawal. She’d let the professionals get her clean over the weekend, and she’d leave on Monday, the drugs gone from her system, her body free from their grasp. Lara assumed her hospital was so large that no one would see her. She didn’t turn herself in to her ER bosses because she figured she would quickly get this sorted out. Still in some measure of denial, Lara thought that she could conquer any treatment plan they gave her. After all, she was strong. She was determined. She still didn’t realize she was that sick. 


			That weekend, when Lara was feverish from narcotics withdrawal, Angie called from the ER. The director told Angie that the department had been aware of Lara’s problem for months. “The ER knows what’s going on,” Angie said. “They know you’re stealing drugs and I think you should turn yourself in.”


			I’m an idiot, Lara thought. Who goes in for drug treatment at the same hospital where they work? She raced to turn herself in, hoping the consequences would be lighter if she admitted she had a problem and was desperate for help. She dashed out of the building and down the sidewalk in the sweatpants she’d worn for two days straight and a long-sleeved shirt covering the marks on her arms that she didn’t want anyone to see. She sprinted the block between the treatment center and the ER and barreled into the director’s office. 


			Before the ER director had a chance to speak, Lara unloaded. “I have a problem and I can’t stop and I’m trying to get help and I’m in treatment now,” she blurted through tears. “I don’t want to live like this anymore.”


			The director had been one of Lara’s favorite people to work with. A former nurse, she came into the unit and helped when the staff was overburdened. Unlike Lara’s previous administrators, who would either sit comfortably in their back offices while their nurses drowned in work or stand imperiously on the floor telling staff what not to do, this director rolled up her sleeves, pushed stretchers, and ordered food for her employees.


			The director reluctantly pushed a large stack of papers across her desk. The file documented instances when Lara had taken narcotics under a patient’s name. Lara had never taken medications from a patient, but she had taken larger vials than patients needed in order to increase the leftovers. The administration had tracked her for approximately eight months.


			“You’re under investigation,” the director told her sadly. “We’re going to have to fire you. For a long time, I didn’t do anything because I just couldn’t believe it.”


			Lara was scared. She didn’t know what would happen next. Would she go to jail? At the same time, she felt a tremendous sense of relief. This is over now and I can move on, she thought. Whatever happens is going to be better than where I’ve been. Now that it’s in the open, I don’t have to fight this battle by myself anymore.


			Lara never found out why administrators didn’t report her to law enforcement. Perhaps it was because she had voluntarily turned herself in and had entered a drug treatment program. Or perhaps they didn’t want to derail the career of an exceptional nurse. Lara reported herself to state nursing board officials, who said that to keep her license, she would have to enroll in the Medical Drug Intervention program. 


			MDI (a pseudonym—most states have their own program) was an intense multiyear program designed to help nurses and other health professionals. Even after the initial thirty-day rehabilitation, patients were not allowed to work in any medical field, so they could focus exclusively on getting clean. MDI administrators decided when to allow a nurse to take a job. Lara met nurses who had been kept out of work for a year. 


			The thirty-day rehab program was a beast. Lara was the sickest she’d ever been. She had flu symptoms, sweats, chills, extreme fatigue, aches, and unimaginable joint pain. She couldn’t brush her teeth because it hurt too much to close her fist around her toothbrush. For weeks, the agony was unrelenting, but Lara was determined to take no medications to ease her through it. She attended her assigned meetings and classes, where program leaders introduced her to Narcotics Anonymous and forced her to examine her demons.


			Lara didn’t need a therapist to explain to her why the drugs were so tempting. Her divorced parents had been physically and mentally abusive. She remembered vividly the days she arrived at school bruised from beatings, and the times her parents called her fat, ugly, and stupid or told her she would “never be smart enough to be a nurse.” Her mother was a mean drunk by night and a sweet woman by day, with no memory of her behavior the night before. 


			The program also taught Lara that she had been turning to narcotics to escape something else. Lara had believed she was strong enough to ably manage the horrors she saw in the ER—the dying babies, the grisly traumas. Her hospital allowed no time for debriefing; following a tragedy, nurses were expected to get right back to work. Lara had been repressing these images and experiences for years. She hadn’t realized they were eating away at her still.


			Three months after Lara completed rehab, MDI placed her in a medical advice job. She had gone from working as a Level-1 trauma center nurse to answering an advice hotline. Mortified, she cried during her drive to work for the first two weeks. Every morning before 8 a.m., seven days a week, Lara had to call a 1-800 number to check whether she would be randomly tested. On testing days, within two hours of the call, she had to give a urine sample at a lab (and pay $55 for the test). If she missed the test, she would be kicked out of the program and lose her license permanently, no excuses.


			Lara had slogged through the misery of withdrawal. She regularly called her case manager to complain. “I hate you guys!” she’d say. “I’m not doing this. You can take my license.” Ten minutes later, she would call back, contrite. “No, never mind! I didn’t mean it!”


			The program was so strict that Lara met many fantastic nurses who gave up their licenses rather than stick with it. But she was determined to tough it out. “MDI will back you up when you reapply for your license. They want to know how serious you are,” she explained. “Now that I can look back, they did know what was best for me when I didn’t. I wanted to go back to the ER. But they had to approve the job.”


			After two years, MDI allowed Lara to resume patient interaction by working at a doctor’s office for eighteen months. Finally, MDI let her interview for an ER job at a different hospital. Her résumé was still impressive. She breezed through the interview until the end, when she was required to mention the program. Every month, her employer would have to fill out forms asserting that Lara was not impaired at work.


			Another nurse in the program had given Lara advice: “Just look them straight in the face and say, ‘I’m doing the right thing now, and have been for a long time.’ Don’t apologize. You made a mistake. You’re moving on.” So she did, unflinchingly looking the interviewer in the eye. 


			 “I’m impressed that you’re so honest with me,” the interviewer said. She told Lara later that she gave her the job because she was so forthright.


			Lara had done so well with her recovery that her mother asked her to take her to an AA meeting. Her mother never drank again. Soon, her brother made the same request. Before long, Lara’s family was sober. But Lara’s battle wasn’t over; it probably would never truly end. 


			After twelve months in the ER position, Lara was considered an official graduate of the program. She would not have to disclose her drug issue or treatment again. 


			Years later, when she applied for the job at South General Hospital, she didn’t mention the addiction. She considered herself fortunate for many reasons, one of them being that the coworkers and friends she did tell about her addiction didn’t judge her. She felt secure knowing that her friends, including Angie from one ER and Molly and Juliette from another, were supportive. 


			One of the great aspects of nursing was that it could forge lasting bonds. Working so closely with coworkers on matters intimate and important created the kinds of forever friendships that could buoy a nurse through long hospital days. Molly, a straight shooter, and Juliette, a loyal pal, fell into that category. “When nurses get to know each other, we have each other’s back. We really will do anything for each other,” said Lara, who worked every Christmas holiday shift for thirteen years straight before she had kids so that other nurses could celebrate with their children.


			Despite the facts that nine years had passed since her first Percocet and Lara was married now with two beautiful children, at South General narcotics tempted her every day. There were even more drugs available here than at her first ER. Nurses constantly left half-full vials on the counters and the protocol for disposing of them was often ignored. Oh, look at that, there are some narcotics sitting right there, a little voice would nudge Lara. 


			She knew that the relapse rate for narcotics addiction was extremely high. To keep herself in check, she attended three Narcotics Anonymous meetings a week. She could count on dozens of friends she had made through NA who would help in an emergency. “In a way the addiction is a huge blessing because I have real strong people in my life now and they help me,” Lara explained. “I would have never thought that such a horrible situation would turn so positive.”


			Lara had been doing pretty well resisting temptation, all things considered. Until six days ago, when her mom, long suffering from emphysema, died in her arms. She was 65. Lara was devastated. She didn’t know how to cope with the loss of a parent. 


			Now, on her first day back at work since the funeral, Lara stared at the vial in front of her. The narcotic promised her security, comfort, confidence, and a happy buzz that would dull the pain of her mother’s death. She wanted it so badly she could barely breathe. It will make you feel better. No one will know. You want it. You deserve it. Take it. 
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			The Secret Club


			Nursing is among the most important professions in the world. 


			In no other profession do people float ably among specialties, helping to ease babies into being, escorting men and women gently into death, and heroically resurrecting patients in between. There are few other careers in which people are so devoted to a noble purpose that they work twelve, fourteen, sixteen straight hours without eating, sleeping, or taking breaks and often without commensurate pay simply because they believe in the importance of their job. They are frequently the first responders on the front lines of malady and contagion, risking their own health to improve someone else’s. Nursing is more than a career; it is a calling. Nurses are remarkable. Yet contemporary literature largely neglects them. 


			At 3.5 million strong in the United States and more than 20 million worldwide, nurses are the largest group of healthcare providers. The women who comprise 90 percent of the workforce are a unique sisterhood whose bonds are forged through the most dramatic miracles and traumas as well as the tedious, routine tasks necessary to keep human bodies functioning. Nursing, for brave men and women, is “like a secret club that holds immense emotional joy and fulfillment in spite of shared tragedies,” a Michigan nurse practitioner told me. Nurses call the profession a secret club because their experiences are so novel, their jobs so intimate and occasionally horrifying, their combination of compassion and desensitization so peculiar, that they imagine nobody else could understand what it is like to work in their once-white shoes.


			Pop culture would have us believe that nurses play a small, trivial role in healthcare; medical television programs tend to show doctors lingering at patients’ bedsides while nurses flit and intone “Yes, Doctor” in the background. But this is not the case. As a Minnesota agency nurse said, “We are not just bed-making, drink-serving, poop-wiping, medication-passing assistants. We are much more.”


			They are, for example, reporters. They discuss and document patient status, serving as the main point of contact for doctors, surgeons, therapists, social workers, and other specialists. They are watchmen, keeping vigil, meticulously monitoring vital signs, deciphering patients’ individual trends and patterns, painstakingly double-checking dosages and medications. They are detectives, investigating deviations, asking questions, listening carefully, searching for clues. They are warriors, called to serve at the first sign of outbreak, fighting infection, containing disease. They are gatekeepers, turning staff members away when patients need a break from procedures, a nap, or a moment to digest their circumstances. They are scientists, constantly learning, tackling sociology, psychology, physiology, anatomy, pharmacology, chemistry, microbiology. They are advocates, lobbying physicians for or against procedures, for pain assistance, for a few more minutes of time. They are teachers, educating people about their condition, demonstrating home healthcare to patients and parents: how to suction a tracheostomy, change an airway, inject a medication, breastfeed a newborn. They are the muscle, holding patients down to insert or remove tubes or needles, pushing people to get out of bed following surgery, breaking a sweat when performing CPR, lifting, moving, pushing, forcing, turning. They are confidantes, protectors, communicators, comforters, nurturers; easing fears, offering solace, cradling babies whose parents can’t be there, consoling loved ones who feel that all hope is gone. They are multitaskers: supporting, coordinating, and inhabiting all of these roles at once. And they are lionhearted diplomats, helping a patient die with dignity in one room, facilitating a recovery in the next, keeping their composure even when they are shaken to the core.


			•   •   •


			To examine what it is like to be a member of this secret club, I interviewed hundreds of nurses in the United States and several other countries. Essays based on their perspectives of the behind-the-scenes realities of nursing support stories that follow a year in the life of four ER nurses in an unnamed region of this country. Most of the people and hospitals in this book have pseudonyms and/or identifying details changed or omitted to protect their privacy. Some chronologies have been shifted.


			The nurses I chose as main characters illustrate a variety of triumphs and struggles common in the profession. Confident, funny, and charmingly bossy, Molly is well loved by both patients and staff. When Pines Memorial’s anti-nurse policy changes lead her to quit her job, she signs with an agency instead. Molly has given herself one year to find a hospital that treats nurses and patients well enough that she would want to join its staff. At the same time, she begins fertility treatments that place her on the other side of the curtain.


			Lara, an able, trustworthy, committed ER nurse at South General, continues to battle the temptations of prescription drugs that are preposterously easy to steal, and doesn’t know that the coming year will bring major events that could trigger her downfall. Juliette, an ER nurse at Pines, is a hard worker who doesn’t hesitate to advocate loudly for her patients even when it is not in her own best interest to do so. Her blunt outspokenness does not endear her to many of her colleagues. Subsequently, she feels unwelcome in a workplace where patients’ lives depend on collegiality and communication among staff. And at Citycenter Hospital, Sam is a new nurse, young and awkward, whose introversion can come across as unprofessional. Sam is discouraged by her doctors’ and administrators’ overall lack of respect for nurses, but she has to overcome other hurdles, including rumors about her promiscuity. 


			These four women and the other nurses I interviewed voice a rallying cry for their colleagues. Through their stories and others’, this book presents an extensively researched snapshot of a subculture as well as an investigation of the medical industry’s treatment of the nursing profession. Physicians grapple with some of the same problems as nurses, and countless skilled and compassionate doctors treat patients, solve medical mysteries, and save lives. Physicians’ voices are already heeded, however. This is not their story. As such, some doctors may be depicted negatively in the stories to follow, but this book does not intend to denigrate doctors, techs, or, for that matter, patients. It is meant to represent nurses’ perspectives and to celebrate them.


			In doing so, this book does not romanticize the career. Nurses want the public to know the truth about nursing. It can be a difficult, exhausting, exasperating, and dangerous job in which they are often overworked and understaffed. But it is also joyous, rewarding, challenging, fascinating, exciting, and meaningful. Nurses want current and future patients and their families to know the healthcare secrets that can save their lives. And they want potential future nurses to know how deeply and passionately they love what they do. “Nursing is not a job. It is a life,” a Kansas nurse manager said. “It is who you are.”


			The nurses who shared their thoughts and stories for this book invite you to peer behind the Staff Only door at the controlled chaos beyond: the jubilance and heartbreak; the temptations, drugs, lies, and violence; the miracles and wonders; the dark humor and innuendo; and most of all, the people who care for us when we are at our most vulnerable and bolster us on what could be the worst or best or last days of our lives. 


			“Doctors breeze in and out. They do not share the most intimate moments with the patients, but they are the ‘important’ ones who get the media accolades,” a New Jersey nurse practitioner said. “It is the nurse who holds the hand of a patient without a family, who talks to them while they take their last breaths, who aches for them while they die alone. It is the nurse who cleans the patient’s body, wipes away the blood and fluids, and closes his eyes. It is the nurse who says good-bye to the patient for the last time,” she said. “Our story needs to be told. We want to be heard.”


			They will be. And you will never view healthcare the same way again.


			

			
JULIETTE   PINES MEMORIAL, August


			When she left the patient’s room, Juliette retrieved an alcohol swab from her pocket and began to wipe down the pen the man had used to sign his discharge papers. Then she thought better of it. The patient was crazy and probably didn’t bathe often. She threw out the pen, stripped off her gloves, and trashed them, too. Back at the nurses station, she scrubbed her arms, hands, and neck with hand sanitizer, even though she had been wearing a yellow contact isolation gown.


			Juliette’s husband made fun of her for being a germaphobe nurse, but she didn’t care. She sanitized her hands so often they were red and chapped. All day long she saw sick patients who didn’t wash their hands, who touched their faces (or worse), and then touched everything in the room. She reminded patients to cover their mouths when they coughed or sneezed, and still, they sprayed the triage booth unapologetically. The first couple of years she had worked as an ER nurse, she was constantly sick with respiratory or GI illnesses. Now she rarely got sick, but she was determined to protect her family from those germs. Even at home, Juliette made her daughter, Michelle, wash her hands constantly. Molly—the opposite of a germaphobe—teased Juliette that she bathed her child in Purell. 


			The ER felt different without Molly. In the three weeks since Molly had left, the unit had been noticeably quiet and boring. Without Molly’s witty sarcasm and infectious laugh, it was harder to deal with Charlene, the insufferable nursing supervisor. Without Molly, Juliette was lonely at work.


			Socially, Pines Memorial hadn’t panned out as Juliette had hoped. At Avenue, the hospital where Juliette, Molly, and Lara had worked together before, the nurses had formed a lasting bond. They were together constantly, at and outside of work. When the Avenue nurse manager, whom Juliette had adored, left, and a disorganized, inexperienced manager took over, the nurses scattered to various hospitals across the region. But they had grown so close that three years after leaving Avenue Hospital, they still gathered a few times a year for parties and called each other for advice or comfort. Juliette and Molly were particularly tight. Neither woman was afraid to speak her mind.


			When they left Avenue, Juliette and Molly had worked briefly for an agency that had sent them to Pines, where they eventually signed on to work full-time. At Pines, they had joined an ER that was dominated by a clique of beautiful nurses. Pines was known for its attractive nurses and dreamy doctors, but the ER nursing clique outshone the rest. They were a group of nine women who lived in the same town and scheduled frequent social events, including playdates for their children. They invited Molly, who did not have children. They did not invite Juliette, who did. For years, Juliette had tried to gain entry. She often complimented various members of the clique and she frequently mentioned her 7-year-old daughter.


			It didn’t work. They chatted about their get-togethers at the nurses station, right in front of Juliette. They posted on Facebook, arranging outings and rehashing them afterward, even though Juliette could see every exchange, every ebulliently posed photo. They were pleasant enough in the ER, but they never made her feel included. They acted, and looked, like a sorority.


			The clique loved Molly—everyone did—but she didn’t hang out with them. Instead, she was a loyal friend to Juliette. Juliette was 42 years old, and it still hurt to be left out. She wondered if they rejected her because she was six feet two inches tall and overweight. Between her size and her bright auburn bob, she couldn’t have looked more different from the clique. Juliette wasn’t looking for best friends. She just wanted to feel like part of a team. And the fact that Priscilla, the nursing director, was part of the clique made Juliette feel even more excluded. 


			Didn’t they already have something in common, something that could supersede the bonds of colleagues in other professions? They were healers, all of them, whose job was to reach people, to connect with them, to make them whole. Why couldn’t they be as compassionate to each other as they were to their patients?


			“You don’t need them. You have me!” Molly would say.


			But not anymore. Molly’s resignation was a blow to Juliette and to the ER in general. Dr. Preston, himself a large personality, had told Juliette that Molly’s leaving was a major loss to the department. Clark, who had light blue eyes and curly white-blond hair, was loud and hilarious, livening up the ER. He was one of the few doctors to insist that nurses call him by his first name, which seemed to soften the medical hierarchy. He could often be found joking around with the nurses, particularly the cute ones. Although he was a risk-taker with his patients, he was also straight- forward, which patients and nurses appreciated. 


			Once, a successful high school sprinter had come to the ER with a badly fractured ankle. “He can’t race tomorrow,” Dr. Preston told the boy’s parents, who were obviously overbearing and competitive.


			“What will happen if he races?” the boy’s father asked, prioritizing the sport over his son’s health.


			Dr. Preston smiled. “He’ll lose.”


			Right now there wasn’t time to dwell. In addition to four other patients, Juliette had two rapid heart rate patients who needed constant monitoring. She was also precepting—training—a new nurse, which meant having someone at her heels and explaining everything she did throughout her shift. Juliette enjoyed precepting because she liked teaching and working closely with another nurse, but it did add to the busyness of the day.


			Juliette and her precept, a freckled girl named Noelle, had just transported a complicated stroke patient to the Intensive Care Unit, when Charlene assigned them another extremely critical patient, a 60-year-old man who had fallen in the shower and hit his head. As Juliette and Noelle worked him up, Charlene told her, “We have another LOC [loss of consciousness]. Room 18. Brain injury.”


			Hurrying down the hall, Juliette saw that Room 8, which was directly in front of the nurses station, was empty. Andrea, the nurse assigned to that zone, was idly surfing the Web. Why is Charlene giving me so many critical patients when Andrea has none? she thought. Suddenly, the monitors started beeping from Room 18. The new patient was crashing, unable to maintain his vitals. 


			When Juliette entered the room, she saw a neurological physician’s assistant frantically attempting to insert an IV into the brain injury patient. “I can’t get IV access,” the PA said. She had to prepare the patient for a central line, an IV line going into the major vein near the groin. Sometimes central lines could be difficult to place. 


			Charlene had overloaded Juliette with critically ill patients as if the preceptee were an assistant, rather than extra work for Juliette. Trainees were supposed to be learning directly from a preceptor, not thrown into the deep end as full-fledged nurses. Quickly but gently, Juliette instructed Noelle how to help. “Go check on the patient with the cardiac drip. Ask him if he’s having any further chest pains, and then check to see if the cardiac drip needs to be titrated based on his chest pain. Check on Room 16’s level of abdominal pain. Then come back here to see what else we can do for this brain injury patient before we assess him again.” 


			The PA tried again to insert the IV, but couldn’t. The pressure was getting to her. “Get me an ICU nurse! We need more people in here,” she hollered. 


			Juliette rushed to the hall to ask Charlene to check on Noelle and Juliette’s other critical patients. Charlene was nowhere to be found. 


			Scatterbrained and prone to favoritism, Charlene spent much of her day gossiping in her office, rather than making sure that patients received proper attention. She was hard on Juliette for coming into work five or ten minutes late when traffic was particularly bad, but said nothing to clique nurses who arrived half an hour late without explanation. She was overly focused on getting patients out the door as quickly as possible, so she could bring in more patients and increase hospital profits. And she certainly didn’t prioritize the overall safety of the ER. Recently, when a loud bang sounding like a gunshot occurred near the nurses station, Charlene shoved another nurse out of the way and bolted out the front door. For weeks, the nurses made fun of her for abandoning staff and patients to save herself, especially because the noise turned out to be a harmless equipment malfunction.


			Charlene thought she was part of the clique. The nine nurses kissed up to her so that she would give them the plum assignments, and the ploy worked: Charlene blatantly favored Andrea and the other dominant clique members when it came to scheduling. But Juliette had heard them laugh about Charlene behind her back. The childishness of this behavior exhausted Juliette, who did not want juvenile social maneuverings taking up brain space that she hoped to devote to patient care. 


			Juliette’s patient was now completely unresponsive. His Glasgow Coma Scale, a range from 3 to 15 used to measure consciousness, was a 3: He was not opening his eyes to painful stimuli, talking, or moving any extremities. Without the central line dispensing medication, he couldn’t be intubated. 


			Finally, the tech got the line in. Juliette immediately started the medications to prepare the patient for intubation. 


			When the respiratory tech arrived to take over, Juliette and Noelle made sure their other patients were stabilized. Then Juliette stripped off her gloves, sanitized her hands, and found Charlene at the nurses station, where Andrea was still shopping online. “I’m done. I’m going to minor care for the rest of the day,” Juliette said. “I’ll meet you there,” she told Noelle.


			“Okay,” Charlene said. “But you have to give report to ICU.” 


			“Andrea can do that,” Juliette said, frustrated. Charlene should never have assigned her three ICU-bound patients simultaneously when each of them required a nurse’s undivided attention. 


			Andrea scowled at Juliette. 


			“Never mind. I’ll do it,” Juliette said. She wiped down the phone with an alcohol swab before picking it up.


			Later, Juliette found Charlene in the break room. “Why didn’t you give that patient to Andrea?” she asked.


			“Because it was fine for you and your preceptee to take him. You guys could handle it together,” Charlene said. “And it was wrong of you to tell Andrea to call report.”


			Juliette looked Charlene in the eye. “Sometimes I feel like Andrea does a lot more talking than working, and I took it out on her.”


			“I understand,” Charlene said, matter-of-factly. “I do that in my work assignments sometimes.”


			“Sounds like you’re admitting to favoritism,” Juliette said.


			Charlene rolled her eyes. 


			The next day, Charlene assigned Juliette four seriously ill Cardiac Care Unit–bound patients, while other ER nurses had only the relatively low-maintenance run-of-the-mill ER cases, none of whom would be admitted to the CCU. 


			Juliette was a first-rate nurse, and could handle difficult patient loads. But every ICU and CCU patient needed a nurse who could spend time with them one-on-one. On a personal level, Juliette could ignore that Charlene and some other coworkers didn’t like her. She knew that stressful working conditions affected how she spoke to people. However, she worried about how tensions and exclusions, power trips, and freezing out among the nurses could impinge on patient care. Perhaps that was why the clique’s snubs bothered her so much. They weren’t folding sweaters here. Juliette took great pride in being a hardworking nurse who cared intensely for her patients. 


			Oh, who was she kidding? Of course she took the rejections personally. Between her weight and family issues, she had been socially insecure her entire life. Maybe what bothered her most was that people could lower her self-esteem in an arena in which she felt confident that she was good at what she did.


			

			
SAM   CITYCENTER HOSPITAL, August


			Just don’t kill anyone, Sam thought, taking deep breaths as the charge nurse distributed assignments. You’ll be okay. Just don’t kill anyone. 


			She could see herself in a mirror across the hall, her arms self- consciously wrapped around her ample chest. Petite and slender with long, dark hair usually tied back in a ponytail, Sam had large gray eyes framed by delicate wire-rimmed glasses. She was sure her normally olive skin had a green tint this morning.


			Since she had awakened at 4:30 a.m., 24-year-old Sam had been fighting the nausea that accompanied her nerves on her first official day as a nurse. It wasn’t that she was inexperienced. She had interned here at Citycenter Hospital for three months after graduating from nursing school. Before nursing school, she was an ER technician at Pines Memorial. But this was different. Now she would be held personally responsible for potentially fragile lives.


			Sam sighed with relief when the charge nurse assigned her to Zone 3. The Citycenter ER was divided into a minor care area for stitches and breaks, and three treatment zones: Zone 1 for the sickest patients, Zone 3 for the least sick. She would be less likely to accidentally kill a patient who wasn’t too critical to begin with. As the charge nurse wrapped up the meeting, Sam mentally ran through the phone numbers she had memorized. New nurses were given cards with phone numbers for the charge nurse, lab, radiology, computer help desk, and tube station, a pneumatic labyrinth of tubes that sent specimens and paperwork through the walls to various departments of the hospital. Sam had learned as an intern that if the staff believed a nurse didn’t know what she was doing, they gave her a hard time. She had worked her tail off to get here. She wasn’t about to lose any respect on her first day because she had to look up a phone number.


			Sam went to the nurses station to check the computer for the outgoing nurse’s report. Because the night shift nurse’s patients all were discharged, triage had assigned a new slate of patients. “Room 12: Lac of unknown area.” A laceration sounded easy enough. Sam walked into the patient’s room. He—or she, it was difficult to tell—started talking before Sam had a chance to ask questions.


			“I didn’t tell them at Registration, but I was really tired of this whole situation, so I decided to take matters into my own hands,” said Lou, whose chart identified her as female, pointing downward. “I went online and read about this banding procedure. I got hair ties, tied the hair ties around it, took some sterilized scissors, and I untied it, and I cut it off. But there was a lot of blood, so I tied the hair ties back around it.”


			Sam didn’t know what the patient was talking about. “Oh, okay,” she replied. “Well, let’s just see what we’re working with here.” She lifted the gown. Her mind went blank except to register, Uh, there should be balls there. She cleared her throat. “Are you in pain?” she asked.


			Lou’s voice was shaky. “Yes.”


			“Okay, well I’ll definitely get you some pain medication, probably some antibiotics. I’ll go see what the plan is,” she said. She speed-walked to the nurses station, her thoughts reeling. Self-inflicted ball-removal had definitely not come up during nurse training.


			She quickly checked the computerized board, which listed the patients, their chief complaints, their room, their nurse, and the residents or attending (the doctor in charge), as well as a small section for comments. Kathleen, a new physician’s assistant, was assigned to this patient. Sam found her in the hallway.


			“Uhhh, Room 12?” Sam asked.


			“I know. Urology’s coming,” Kathleen snapped, without making eye contact. “Someone else will deal with that.”


			Sam had heard other nurses say that Kathleen was uncomfortable treating patients with more than minor injuries. She must have picked up Room 12 because triage had listed the chief complaint as “lac.” Some laceration. Evidently, the patient had told triage “I cut myself” without explaining the important details. 


			Lou wasn’t going to bleed to death, but her condition was serious nonetheless. Sam wasn’t about to let her wait in pain while Kathleen passed the buck. She found the attending ER physician outside another patient room. Bernadette Geiger was an African American woman with a high, childlike voice and a reputation for being extraordinarily compassionate. Sam knew she wasn’t supposed to approach an attending directly, but she didn’t know who or where the resident was and she worried the patient would suffer in Kathleen’s care.


			“Um, could I please get pre-op labs, antibiotics, and pain meds for the patient in twelve?” Sam asked, her heart pounding. 


			“Sure.” The doctor smiled and wrote the orders. 
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