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To our parents, and to those who suffer whose voices go unheard









Authors’ note


The stories told here are all grounded in reality, but we have changed names of patients (if mentioned) and identifying details so that no one can be recognized. Many of the individual patients described are typical of a large number of A&E attendees. 


Occasionally, a story may draw upon a composite of different experiences from Louise’s career, to ensure patient confidentiality is upheld.


Louise Curtis is a pseudonym.









Prologue


Shirley, April 2020


A woman in her forties lay before me. She was struggling to breathe, she looked exhausted and her oxygen levels were dangerously low. Fifteen minutes ago, she had been fine. Now, it was time for intensive care to get involved and for her to go on a ventilator. I knew that her chances of survival were growing less with each passing moment. I’d heard about the rapid deterioration in coronavirus patients, but this was the first time it had played out in front of me. I couldn’t help feeling responsible. Had I somehow brought about this series of events? The guilt was overwhelming.


Shirley had been admitted into A&E about fifty minutes before I came on shift. The doctor who I had taken over from had ordered some blood tests and we were waiting for a chest X-ray. She had also been tested for Covid-19 but we didn’t yet know the result. When I met her, she was very worried; I wasn’t.


‘Am I going to be OK?’ she asked me.


‘You’ll be fine, you just need a bit of oxygen,’ I replied. At the time, I honestly believed it.


I looked at her notes. She’d had nine days of coronavirus symptoms, but none were terribly serious. She had no prior medical history, was fit and healthy and not part of the high-risk group who were more susceptible to succumbing to the virus. I couldn’t understand why she was so anxious.


Some years back when I was newly qualified as a nurse, there was a man in his thirties who came in with chest pain. He was normally fit and healthy and looked fine. He was due to go to a ward elsewhere in the hospital to wait for a blood test to come back.


‘Am I going to be OK?’ he said.


‘Of course,’ I replied.


‘Will you tell my wife I love her and tell her to look after the baby.’


I reiterated that he would be fine, but passed the message on when his wife called up to check on him. She said she’d be arriving soon. I later found out that a few hours after he had gone up to the ward, he had a cardiac arrest and died. Ever since, I’ve had this gut feeling, a sense of dread in the pit of my stomach, when patients think they’re going to die. Lots of healthcare professionals talk about it, and it’s usually a warning sign. I did not get that feeling with Shirley, however. And knowing that makes it even worse. I even reassured her mother that everything looked as though it would be all right. I could tell she was also really worried on the phone.


‘She’s not going to end up in intensive care, is she?’ she asked.


‘We would discharge her home if only she didn’t need a bit of oxygen to top her up,’ I said reassuringly. ‘She’s going to be fine. I don’t anticipate that she will need to go into the intensive care unit.’


That was the only time I spoke to her. I never got a chance to phone her mother back and speak to her myself. The ward would do it, but it should have been me to break the news.


Back on the isolation unit, Shirley kept ringing her bell. I had spent a long time with her explaining everything as clearly as I could. A short while later, one of the nurses asked me to explain again because Shirley had said she didn’t know what was happening. Was she just a worrier or was she starting to become seriously unwell? I checked her over again and she seemed fine. Her observations – oxygen saturation, heart rate, temperature, etc. – didn’t look bad.


Then we got her chest X-ray back and it was the worst one I had ever seen. Her entire left lung was infiltrated with Covid-19. There was very little air getting in there. One of the consultants in another area of A&E rang to check I’d seen it. ‘I’m looking at it now,’ I said. He told me to call up the respiratory ward. I did and we agreed that Shirley would go there.


There was only one crew that could transport Covid-positive patients and so we had about a two-hour wait before they arrived. It was often the same two crew members, so I assumed that the others were shielding because they had health problems and were high risk. Either that, or the funding wasn’t there. In the meantime I went in regularly to check up on Shirley, who was still very worried. Her bag of fluids finished. ‘Do I need another one?’ she asked desperately. I prescribed her a second bag. Her blood pressure was teetering on the low side, her heart rate was up and her sodium was a little low too. All three things could be helped by some fluids.


When the transport arrived, a nurse went in to check on Shirley. It’s policy to check a patient’s observations before they go anywhere. The nurse came back. ‘Shirley’s oxygen level is low and it’s fallen rapidly. I think you need to come and see her,’ she said.


I went in to check. She was slumped halfway down the trolley, which was not unusual – they must be slippy as it happens all the time – but she was alert and had colour in her cheeks. We got her into a better position, expecting her oxygen levels to rise now that she was sat upright, but as I stood there and watched, they didn’t get any better. The crew could not transport her and everyone was frustrated because a bed had been made ready, but I maintained she wasn’t fit to be moved.


A little while later I took an arterial blood sample to check her oxygen levels. They were very low. I went to my senior in resuscitation and told him I was worried.


‘Bring her here into resus,’ he said. ‘We’ll give her some more oxygen.’


We gave her the maximum but nothing was helping. I got on the phone to intensive care.


A doctor from the ICU came down, decided she needed to be intubated and took her away. By this time it was beyond my shift finish and I was meant to have gone home. I felt I couldn’t leave, though. I wanted to know that she was going to be OK. The registrar came over as it was time for me to leave.


‘Right, Louise, can you tell me what happened with this patient?’


‘It all happened so quickly. She was fine and then suddenly she wasn’t.’


‘What drugs did you prescribe her?’


I told him everything I’d done before he rushed off to see another patient. He offered me no reassurance and that conversation, and all that preceded it, left me feeling horrendous. Not only had I potentially misled her mother, but I wondered if my actions had somehow contributed towards Shirley’s deterioration. ‘This is all my fault,’ I thought. I was reminded of how little I felt I knew and it was a stark reminder of the fragility of life and that, despite all my training, sometimes I feel I don’t really know what I’m doing.


It was the end of my shift and I was getting undressed in the changing room when a colleague came in who had admitted Shirley when she first came in to A&E.


‘How is she doing?’ she asked.


‘She’s gone to intensive care,’ I said.


‘Yeah, I knew something bad was on its way,’ she replied.


Just before I left to go home, I went into the office and saw my colleague Phoebe sitting at the computer doing some work. She was in the same role as me but had a few more years’ experience.


‘Hey Louise, how’s your shift been?’


‘I feel terrible, Phoebe,’ I replied.


‘Why? What happened? Let’s talk it over.’


I told her about what had happened with Shirley and that she was now in intensive care fighting for her life.


‘I’m so scared I did something wrong. What if she dies and it’s all my fault?’


‘Oh my goodness, stop! You did the best you could and it sounds like you didn’t do anything wrong at all. Covid-19 is a new virus. No one knows exactly what they’re doing and if they say they do, they’re lying. The research around what to prescribe for patients is constantly changing.’


‘I just feel I’ve got imposter syndrome and that I’m not good enough to be doing this job.’


‘I can assure you that everyone gets waves of imposter syndrome at points in their career, even the most senior consultants. I get it all the time. You need to try and work through it and remember that patients are lucky to have you treating them, because you’re great at your job.’ 


‘Thanks, Phoebe, that’s really kind of you to say.’


‘Well, it’s true. Now get off home, it’s way past your finish time.’ 


Phoebe had made me feel better but, even so, that shift had shaken me to the core.
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Becoming a Nurse


I am an advanced clinical practitioner (ACP) in A&E. When the coronavirus crisis took hold of the UK in March 2020, I’d been in the job for five months. I had worked as a nurse for eight years but, after three years of training, this new role saw me performing the job of a junior doctor for the first time. I’m definitely not a doctor because I didn’t go through medical school. ACPs can be nurses, physiotherapists, pharmacists, paramedics or occupational therapists by background, and can end up working at the same level as a middle-grade doctor. It’s a new and little-understood role in the NHS but we see patients, diagnose them and prescribe treatment. It’s a lot more responsibility than what I was used to and my actions and decisions can decide whether someone lives or dies.


I was still getting used to this daunting realization and just starting to feel a bit more settled in the role when the whole world changed, almost overnight it seemed. Life and everything around me suddenly started going at breakneck speed and I, along with everyone else working in healthcare, was running to catch up, both metaphorically and literally.


But first, let me take you back to where this particular journey began for me. It’s probably not where you would expect. I was determined to be the first female bishop in the UK when I left school to study theology at university. I had dreams of shaking up the male hierarchy in the church. But then, in my second year as a student, at the age of nineteen, I had a cycling accident that changed my perspective on what I wanted to do with my life.


I had decided to raise money for charity by cycling from Leeds to Paris. My best friend signed up with me and I thought it would be fun and worthwhile. As it was quite a long way, we did various training rides to build our stamina and endurance. One Sunday afternoon, I was pedalling along a country road in the Yorkshire countryside with the wind blowing in my face and my thoughts drifting off to I don’t know where, when I rode over a pothole. The jolt sent me flying over the handlebars. I remember thinking, ‘Oh no!’ mid-flight, before I crash-landed face first on the road.


Next thing I knew I was in the back of the ambulance; my best friend, who I’ve known since I was three years old, was with me but was so shocked she couldn’t remember my name, and the paramedics were making jokes about me ruining their morning cup of tea. They had dropped my teeth – the ones that had fallen out and that had been picked up off the road – in their stash of milk.


I arrived at the hospital. My head was taped down and all I could see was the ceiling. It was a very disturbing experience. I couldn’t look around me, and I could just hear all these voices shouting things before the pain took over and I blacked out.


My memories of that stay in hospital are grim. I was on a cocktail of painkillers that I now refuse to prescribe to anyone because they’re so awful. The only meaningful interaction I had with any of the staff was when the doctor asked me if I’d looked in the mirror yet. I said, ‘No.’ He said, ‘Good. Probably best not to.’


I stayed on a ward with mostly elderly patients for five days. I had broken both my elbows so moving wasn’t really much of an option. No one working on the ward took any notice of me. I can understand why now: I didn’t require much care because I was young and fit, so I was left. They brought me food, but because I’d broken my elbows I couldn’t lift it to my mouth so I didn’t eat. I would sit there, in a drugged-up state, vomiting because of the painkillers. I had sick all down my front but with no call bell I couldn’t tell anybody.


Then one day, they needed my bed so I was told to go. I was left in a hard chair by the hospital entrance while I waited for my parents to pick me up. Back at home I could hardly walk up the stairs. The pain was unbearable and I was left with a conviction that my stay in hospital had not been a good experience and that that was wrong. Surely care was meant to be better?


My memories of that time are foggy at best, but I remember my mother having to toilet me and wash me. She ran me a bath one night and put bubble bath in, which was so thoughtful and caring of her. The only thing was it was very oily so when it came to me trying to get out of the bath, I kept slipping. I couldn’t use my arms to lever myself up because they were broken and Mum couldn’t lift me either. I’m tall, like my father, and outgrew her in my early teens. I was so annoyed at her for using an oil-based bubble bath, and the whole experience was so embarrassing and painful. It didn’t take long to see the funny side though, and I started half crying, half laughing as my legs kept giving way beneath me as soapy water lapped around me. I eventually managed to get them underneath my body and carefully stood up out of the water and onto dry land. Now when I think about it, it’s really quite comical.


One thing that sticks clearly in my mind was one night when I woke up crying. I was so uncomfortable and my bed sheets were in a mess. I must have been making a lot of noise because my sister, who prides herself on her ability to sleep through almost anything, came in asking, ‘Are you OK?’ I wailed, ‘Everything hurts and I can’t get to sleep.’ She straightened up my sheets and I got back in and fell asleep within minutes.


That gesture really surprised me. It made me realize what had been lacking at the hospital. If my sister could do this, then why couldn’t professional nurses? I resolved to change things. I didn’t want other people to go through what I had experienced; I wanted better. So I applied to study nursing after I finished my degree in theology.


I was also a big fan of Grey’s Anatomy and thought I might meet my future ‘McDreamy’ husband at work. On that count, I was wrong. Although when I met my now husband Ed at university he was volunteering with St John Ambulance. He used to be on duty at gigs in the students’ union. I remember thinking ‘phwoar’ and that he was really cool because he got involved if anything medical kicked off and he got gig tickets for free (a very attractive bonus when I was living on a student budget).


When we were first introduced by a mutual friend I had to leave the room because I was so shy and embarrassed. ‘I’ve got something in my eye,’ I mumbled, and made a quick exit. Luckily we met again at a fancy dress party. I’d gone as a Christmas present, I remember, and with a couple of drinks inside me for Dutch courage I managed to actually talk to him this time when he came over.


At university I spent two summers volunteering in Uganda and one working in an orphanage in Thailand. I also did a few short placements abroad – one in Uganda and one in Ethiopia – when I was training as a nurse. I had a relatively privileged upbringing and I don’t think I had really been exposed to any of the suffering and inequality that I saw on those trips. Since working in A&E, however, I’ve realized that even though the UK has one of the strongest economies in the world, that doesn’t mean there isn’t poverty, and people living in dire situations. It’s perhaps a bit more hidden, but I definitely see it in the emergency department.


I’ve always had a desire to help people; my mum told me she always thought I would go into a caring profession. It would have been helpful if she’d said this to me before I embarked on a three-year degree in theology, but never mind.


Spending some of my childhood growing up in the Sultanate of Oman also instilled in me and my sister a strong desire to see more of the world and to experience it in ways different to just passing through on holiday.


When I got into nursing, I worked for some weeks in an HIV clinic in Uganda, which involved going out to remote rural areas to do community visits. I saw a cancer patient who had HIV as well. He was emaciated, covered in flies, with pressure sores on his hips, shoulders, elbows and the back of his head. The skin had broken down so much that his bones were visible. There was a black market for drugs; vulnerable people were given anti-psychotics instead of anti-malarials and then died from malaria. I saw evidence of witchcraft; people would wear shells in the belief that they had healing powers. It was really upsetting, but it was their normal cultural practice.


I qualified as a nurse in 2012 and started work in A&E in the same hospital I’m in today. I loved the job but I also wanted to work abroad and started to research organizations that would allow me to do this. Many cited a tropical nursing diploma as a desirable qualification so I applied to the Liverpool School of Tropical Medicine. I ended up taking three weeks of my annual leave to go and live in Liverpool to do the course.


A friend had kindly said I could stay in the flat that belonged to his grandmother, who had passed away. His family are ordained in the church and so the flat contained the odd crucifix and piece of religious memorabilia. By this point, religion and I were not getting along. I struggle to believe there’s a god after some of what I’ve seen. It was in winter, so very dark and cold. I couldn’t figure out how to use the hot water, either. But I was there to study, and so I didn’t mind.


The course was intense; the volume of information I had to take in was overwhelming. The tutors were awe-inspiring. I really looked up to them because their life experience was incredible. They were a bit like gods for me and I wanted to be like them. I hoped that one day I would be able to be on equal terms with them and they might acknowledge me. I was young at the time and most of the other people on the course were older and had more experience than I did. It seemed everybody had worked in Mali; it became a bit of a joke to me, to be honest. Some of the attendees were really cocky and kept going on about how many deployments they’d done. Nevertheless, hearing accounts of working in some of the major global relief efforts was humbling.


We learnt how to work in disaster zones, about common diseases and how to identify, treat and manage them. I remember looking at lots of poo samples under a microscope. That was a bit unnerving – I had had tropical diseases and my poo would have been sent off to be examined and then perhaps used as a sample to help teach others like me doing the course.


After one trip to Uganda, I tested positive for bilharzia, a type of parasitic worm infection carried by freshwater snails. I had been swimming in a lake and knew I should get tested for it six weeks after I got back. I didn’t have any symptoms but was told I had it quite badly; the danger is that you can be asymptomatic and then suddenly go into multiple organ failure and die. Ed’s first question was, ‘Is it contagious?’ How loving.


Another highlight from the course was watching a man milking a snake’s glands so that it produced its venom, which could then be used to create an anti-venom. It was really odd to watch; there was a man holding a snake by its head with one hand while the other was moving up and down in what I can only describe as a masturbatory motion. All the while, I was stood right next to it, feeling very uncomfortable and wishing I could be back looking at poo samples. The whole room was full of snakes. I hate snakes. There were also boxes containing huge spiders that looked like they were being electrocuted inside because they were jumping erratically all over the place.


Never did I think then that the UK would come to be one of the worst-hit countries in the world at a time when a new virus was sweeping over the planet. After all that training and dreaming of going to another country to help, a global health emergency ended up coming to me.


In August 2018 Ed and I got married in a woodland ceremony in North Yorkshire, near to where I grew up and where my parents still lived.


My eighty-five-year-old father walked me down the aisle in a bright yellow sunflower waistcoat, jazzy tie and a top hat. Looking back, I didn’t realize at the time how precious the memory of that moment, as I linked my arm in his, would become to me. Dad obviously hadn’t got the message about not upstaging the bride but I didn’t mind. My sister and I learnt from an early age that he was a colourful, head-turning, unstoppable character. You knew when he walked into a room. ‘You never get a second chance to make a first impression,’ he used to tell us.


My husband didn’t pursue a career in healthcare; he works in engineering. I still don’t really understand what he does, and it’s part funny, part awkward when my family asks him every time they see him to explain his job. 


That’s the thing about working in A&E: people can imagine to a certain extent what my job involves. In the emergency department, I see and experience everything in extremes. We treat everyone from the guy that sleeps rough in a shop doorway to multi-millionaire local sports stars and businessmen. When patients come through our doors, they are at their most vulnerable. It’s more than that, though. In A&E we are there when people are going through perhaps the worst experience of their life. We deal in emergencies and we do it well, but it’s gruesome and we can’t always save everyone.


There are countless patients I’ll never forget. And their stories are what eventually led to me losing my faith. The worst seem to take place at Christmas, which makes them even more tragic. One Christmas Eve in particular always sticks in my mind. I was working in resuscitation – the bit of the department where all the most critical patients come for life-saving treatment. Before they arrive, we often get a call telling us what to expect. On this occasion we knew it was a man in his thirties who had been involved in a road traffic collision.


The scene when a patient arrives is not one of chaos. Everything is silent – nobody talks – with only the bleep of machines and whatever noise other patients might be making in the background. Various professionals swoop down on us from around the hospital: the anaesthetist with an operating department practitioner in tow, the orthopaedics doctor who will assess any broken bones, the surgeon who’s there for any ruptured blood vessels or abdominal bleeding, among others.


The paramedics brought this man in quickly and told us what had happened. He had just returned from an army tour in Afghanistan and had been met at the airport by his wife and newborn baby. They were driving home together when they had a head-on collision with a lorry. The wife was killed instantly, but the baby and our patient had been brought in.


He had a blood pressure and a heart rate, indicating that he was stable for now, but we were yet to discover the extent of his injuries. He did not look good. As the nurse, I was responsible with another clinician for doing the initial assessment. I looked him over from head to toe documenting what there was to try and fix. I put an oxygen saturations probe on the patient’s finger, a blood pressure cuff around his arm, heart rate monitoring leads on his chest. I cut his clothes off and inserted a cannula while everyone else also got to work.


His heart soon stopped beating and he went into cardiac arrest. The trauma team – made up of senior A&E doctors – ended up cutting his chest open to try and give his heart manual massage with their hands and to stop the bleeding. But it was futile, and he died. I remember thinking: ‘This is shit.’


A&E is a fast-paced environment so there was no time to stop. I had to push my feelings into a box and close the lid so I could go and see the next patient. Sometimes, they can hear what’s going on and they ask me if someone has just died. I often tell them yes because what else can I say?


We also see a lot of people with mental health problems in A&E, which sometimes leaves me feeling utterly powerless. Many are young, my age (I’m now thirty-two) or younger. One case that hit me the hardest, however, was an elderly woman who had attempted suicide. She had overdosed but then woken up hours later distressed and confused. She called 999, but remembered while on the phone why she was in this state and what her intentions had been, and hung up.


Before the paramedics got to her, she had stabbed herself multiple times to the chest and abdomen with a letter-opener.


When a patient attends A&E with a mental health problem one of our first priorities is to discover what level of risk they pose to both themselves and others. We have to ask honestly and somewhat intrusively, ‘What did you hope to happen when you took action to end your life?’ or ‘What are your plans if we send you home?’ The responses range from, ‘I need to feed my cats and I have work in the morning,’ to ‘I don’t want to live any longer.’ By asking these questions, we can decide what measures are needed to keep everyone safe.


When I spoke to my elderly patient, she told me, ‘I don’t want to be here anymore. I can’t take it any longer.’


‘What do you mean by “it”? Is something going on? Can you tell me about it?’ I asked.


‘My neighbour keeps sexually assaulting me. I’m all alone with nobody to help me. My husband died some years back and we never had children. I’m terrified every time I have to leave the house in case my neighbour’s there. I only go out if I absolutely have to.’ 


At that point we were interrupted because the porter arrived to take her off to theatre where a surgical team would try and repair the damage to her liver and spleen. I called the hospital’s safeguarding team who would follow up and determine if she was safe enough to be discharged back to her own home, or if temporary new accommodation needed to be found. I never heard anything more.


I see patients at their lowest ebb and often I don’t know what happens to them. I don’t get closure so am left walking around with what feels to me like a massive open wound. You have to carry on like you’re absolutely fine and like nothing’s happened. What is there to do? The next patient needs antibiotics. Right, on it.


It’s horrible and one of the worst things about the job.


Most of the time, I’m somehow able to keep going. I have cried on a few occasions at work, but not many, and only once did my eyes well up in front of a relative. The situations that really get to me are where patients come in and there’s nobody there, so I sit holding their hand while they die. This has happened on more occasions than I can remember. I don’t like anyone to be alone at such a difficult time so I stay with them as long as I can. They’re often unconscious so I don’t know if they can hear me but I tell them, ‘It’s OK. You can go now.’ I do it because that’s what I’d want for my relative.


Another one of my worst experiences was when an elderly couple came into the department. They’d been married for sixty years and the wife had suddenly collapsed at the supper table. She’d had a spontaneous bleed on the brain. We intubated her to maintain her airway so she could keep breathing but the head scan showed she wouldn’t survive.


The plan was to take the tubes out to let her pass away. In this situation, however, you don’t know how quick it will be. It can take minutes, hours, or sometimes days. Telling the family this is horrendous and I hate it.


I went into the visitors’ room where the husband was waiting and told him the news. He looked broken.


‘What am I going to do now?’ he asked me. ‘She’s all I’ve got.’


The thought of him having to go home alone was too much to bear. They didn’t have any children. What could I do for him? Not a lot.


His wife ended up dying within the hour and that was it. I said goodbye to him as he said he wanted to go home. It felt callous and unfeeling, and like I, or someone, should be doing something to help him. I wished there was provision for us to do more, but we’re A&E. We don’t have the capacity. I’m still moved when I think about that man years later.


There are moments of joy too, however. I guess it’s those that offset some of the misery and heartbreak I experience on a weekly basis. Back when I was nursing there was a girl in her late teens who came in with stomach pain. I was triaging patients that day, being the first point of contact who then decided what course of action to take for each person. I asked her to describe the pain: ‘How long has it been going on and how long does it last before it goes away? Is it constant, or coming and going?’ 


‘It’s constant, but every now and then it gets a lot worse,’ she told me.


‘When was your last period?’


‘I’m not sure.’


‘Could you be pregnant?’ I asked.


‘No, I don’t think so,’ she replied.


Then, as if right on cue, a puddle of liquid appeared on the floor. Her waters had broken. I quickly took her into resus as tears streamed down her face.


‘Please don’t tell my dad,’ she pleaded. ‘He can’t find out, or see me.’


An image of a brutish and violent father was building in my mind. I was getting really worried. Was it a safeguarding concern? ‘Oh God,’ I then thought. ‘How am I going to get the mum here on her own?’ The girl wanted her mother with her, but the pair were in the hospital together and knew their daughter was here. The logistics of the situation were unbelievably tricky to navigate. The team and I were so stressed. We thought we’d have to get the security team down and that it was all going to kick off and be thoroughly unpleasant for all sides.


Before we had time to plot our next steps, the dad came rushing through with his wife. The doors to resus are really flimsy and you can’t lock them, so there was no keeping him out. We had not managed to get control of the situation. He entered the cubicle where his daughter was and started crying. He hugged and kissed her, and told her how proud he was of her. This was not what any of us had envisaged. On seeing the love he felt for his daughter, the whole team also started crying. We had been so anxious and scared that he was going to be awful but he turned out to be one of the loveliest people I’ve ever come across. She delivered a healthy baby and went home happy with her parents.


It’s situations like these that have taught me to always expect the unexpected in A&E. People surprise you and catch you out.


I was once undressing a patient so I could assess him. He was quite unkempt but very well educated and was reciting poetry to me. I took one sock off, and then went to remove the other. As I took it off, one of his toes popped out. It fell, I went to catch it, juggled it in mid-air and finally grasped it before it fell on the floor. It was black all over. The patient was lying down so didn’t see any of this. He was blissfully unaware. I was not. ‘What do I do now?’ I thought. The smell of stale urine overpowered me and made my eyes water. I considered putting the sock back on and trying to hide that this had happened; or should I come clean and tell him? I couldn’t make a decision so I rolled up the sock with the rest of his belongings, put it in a bag and quickly got out of there to tell his clinician what had just happened. Unfortunately there was no saving that toe. It would have been dead a while to drop off so easily. I was left wondering how someone so smart and successful could have such poor personal hygiene.


Another time, someone came in with chest pain. He was wearing a pristine suit. As I took his trousers off, I saw he had fishnet stockings on with painted red toenails. ‘Oh,’ I said. ‘I like your nail varnish!’ I thought it was brilliant. It was the fishnet stockings that got me. There was nothing about him that said ‘I dress up like a woman on Thursdays.’ I’ve learnt never to judge by appearances or to take things at face value.


There are the classic stories of people getting things stuck in orifices, of which every A&E professional has hundreds. One man I saw had a carving fork stuck up his anus. He was in his eighties and said he had been experimenting with his wife. I loved his honesty. ‘Good on you,’ I thought.


Usually you get teenage boys that say: ‘I fell on [insert object here].’ No one falls at the exact angle and with enough force to get a deodorant can, for example, stuck up their ass. I say deodorant cans, because they are often used – so much so that we once had a discussion trying to guess from the X-ray what brand it was. Vibrators are also popular; once I asked someone how they knew it was still there. He said he could feel it vibrating. This was eight hours later. I was impressed by the long battery life. Sometimes people put animals up there which is a form of cruelty – they usually die.


I love working in A&E. It’s a constant sprint, but a marathon at the same time. You’re always busy, no one sits down and rests. You’re kept on your toes.


The sense of teamwork is amazing. We work as one and there isn’t the hierarchy you can sometimes get in other areas. There’s no divide between doctors and nurses. It’s respectful and everyone trusts one another. When I’ve got through a shift, I think: ‘I’ve achieved that with a great team.’ I go to work for the team. I don’t want to let them down and that keeps me going too.


The stuff we see is insane and it’s impossible to get bored.


I look back at my career trajectory. Eight years ago, I was a newly qualified nurse, new to the hospital and the city. The opportunities to progress are incredible. You can follow whatever takes your fancy, whether it’s clinical advancement, teaching, management or research. I don’t think other professions are quite the same.


If you’ve worked in A&E, you can work almost anywhere. And that’s been made even more apparent since this pandemic began. You see the whole range of humanity in the emergency department and I’ve noticed even more acutely the best and worst parts of human nature in all its raw glory.
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It’s Just in Wuhan


I first heard about coronavirus on the news and from my husband’s brother. He was living in China with his wife and used to update us daily on a group chat. He was really blasé about it. ‘It’s just scaremongering,’ he would say. ‘They’re overreacting.’ Every day there’d be more restrictions on his life as they gradually shut down the country until it was total lockdown. ‘This is overkill,’ he insisted. ‘Not many people have died.’


We kept hearing about his life as the changes took hold. Only one member of the household was allowed out once a day. There were security guards who checked their temperatures when they left the apartment complex. They had a pass to get in and out of their home. They told us they had fostered loads of animals because people were dumping them in the street to get killed.


I started seeing the images of overcrowded hospitals in Wuhan on TV and thought, ‘Oh wow, that looks hectic.’ It was terrible for them, but I was glad it wasn’t in the UK. It was so far away and I never thought that we would be affected. I thought it would spread beyond Wuhan a bit but not to the extent that it ended up blanketing what seemed like the whole world. Perhaps that was me being naive, or perhaps it was a lack of understanding about this new disease.


Although news of the virus was drip-fed into my work and personal worlds, life carried on largely as normal in December and January. I had Christmas off – a rare treat – so spent it with my family. I was working days over the end of December and didn’t dare stay up to see the new year in because I liked to be as rested as possible for each shift. Before becoming an ACP I’d found the work had become second nature. It was easy and that’s why I wanted to become an ACP. I craved a challenge and to be a better nurse with more time for patients.


When I began in the role, in October 2019, I was as nervous as when I first started in the NHS. Every day was so mentally exhausting. I was constantly on high alert and double checking everything I did while making sure I documented it correctly. I got so worried that if I didn’t get enough sleep, it would impact on my work the next day and my ability to care for patients. So I made sure I got at least six, ideally eight, hours’ sleep.


Alongside work, everyday life continued. The weather at the beginning of the year was miserable; there were floods, the days were short, the dogs always rolled around in the vast quantities of mud on their walks, and I was feeling more exhausted than usual. Life in A&E is unrelenting.


My dogs mean the world to me. We got Lexie because I wanted company during my days off when Ed was at work. She was a rescue dog, a Labrador cross, and had obviously been abused by a past owner because, when we first got her, she was very nervous and barked at every stranger that came into the house. She still makes a racket when the postman delivers anything. We adopted Max, a Parson terrier, a couple of years later when his owner couldn’t look after him anymore. He is a rascal. Leave any food anywhere within his reach and he’ll inhale it in seconds. He once destroyed a packet of pistachios my sister had brought and spent the next day pooping whole ones out. He hadn’t even chewed them. He also mauled a friend’s phone because it smelt of coconut butter handcream.


When I get time off, Ed and I like to go running, especially with the dogs. One Saturday morning, I was driving to a cross country race my running club had asked me to take part in. I hate cross country running but find it hard to say no, so there I was, on my way to what would turn out to be hours of trudging through mud that was so deep and sticky that my left shoe came off.


In the car, a message came through from my sister. It read: ‘Are you there?’ She was in Brazil for work. She is a journalist and was on a month-long reporting assignment. My sister rarely gets in touch, especially when she is thousands of miles away, and so I knew it was something important. I called her back with the hands-free set in the car. She picked up immediately.


‘Hi, Louise. I need some advice,’ she said sheepishly.


‘Oh, OK. What’s up? How was your new year?’


‘I’ll tell you about that later. Am I on speakerphone?’


‘Yes.’


‘Is Ed there?’


‘Yes, we’re on our way to a race.’


‘Can you take me off speakerphone please?’


‘I can’t, I’m driving.’


‘Ugh, this is awkward,’ she said, addressing the both of us. ‘Well, you’re my brother-in-law now, so I guess I can tell you.’


Already, worst-case scenarios had started forming in my mind. To give you a brief insight into my sister, she is, what I would describe as, a shit magnet. Bad things happen to her. I say bad, but what I mean is that some of the situations she gets herself into are ridiculous and provide endless entertainment at family get-togethers.


There was the time, when she was learning to drive, that our father asked if she wanted to go to a nearby town for practice. He was very dedicated to her passing her driving test. I think he saw it as a challenge that would keep him entertained and occupied for months. I decided to go along because I had little else to do with my time while living in rural North Yorkshire. Dad went in the passenger seat and I was in the back. We were on the way home when the unexpected happened. I still to this day do not know how, but she somehow managed to stall halfway up a hill that had been immediately preceded by a steep downhill. Panic ensued. Her hands were flailing everywhere, she was screaming and Dad was shouting: ‘Never take your hands off the wheel!’ Meanwhile, the car was slowly creeping backwards, inching ever closer to the Ferrari that was on our tail. I looked out the back window and made an apologetic face to the driver before turning around and giggling to myself.
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