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Introduction

6:25 p.m.

Dr. Goldman, it’s the emergency department calling,” says an ER ward clerk named Vivica.

At the dinner table, my family sees me flinch.

“Sorry to bother you, but the department is backing up,” says Vivica. “We’re hoping you can come in early.”

There are times I want to let these calls go to voicemail, but our group of ER physicians long ago agreed to pitch in and arrive as early as two hours before the start of a scheduled shift when we’re needed.

“It’s no bother at all,” I reply. “On my way.”

The “no bother” bit is a fib. I don’t like being called in early because it raises my stress level a tad prematurely. I don’t get the time I need to transition from Sunday dinner with my wife, kids and mother-in-law to the high-stress environment of a downtown big-city ER.

The twenty-minute drive to the hospital gives me time to steady my nerves. As a chronic worrywart who has trouble sleeping, I try to stop myself from imagining the scene that awaits me. My usual fears include working too slowly to tackle the volume of patients waiting to be seen and missing the signs of a life-threatening condition.

When I arrive, I walk through the revolving door at the back entrance to the hospital and enter the lobby. To my right, close to the front entrance, sits the emergency room, separated from the lobby by a wall. But I head in the other direction, down to the ER physicians’ offices, to change into blue scrubs. I never pass through the ER on my way to work because I don’t want to see what awaits me until I’m ready to dive in.

***

The Casino Shift is the sequel to my first book, The Night Shift: Real Life in the Heart of the ER, which was published in 2010. In The Night Shift, I described the patients I saw over the course of one night, from ten until nine the next morning. The challenges faced by doctors who work nights are well known. Fatigue occurs after you’ve been up for sixteen hours or more. Working even one night, which means not sleeping when your body’s clock says you’re supposed to, puts you at odds with human circadian rhythms that have been honed by thousands of years of evolution. I’ve worked night shifts for four decades and found it stimulating for a lot of reasons but also difficult because of its physical and mental impacts.

Casino shifts are one tactic ERs are using to address those impacts. Not surprisingly, given the name, the idea was borrowed from casino employees, who typically work a six-hour shift, from 10:00 p.m. until 4:00 a.m. or from 4:00 a.m. until 10:00 a.m. The theory is that having two doctors split the twelve to fourteen hours of the night shift is better than having one work all night because it allows both MDs to sleep at least part of the night in their own beds when their bodies are telling them it’s time to sleep.

In 2002, the first casino shifts in Canada were scheduled in the ER at the Queen Elizabeth II Health Sciences Centre in Halifax, Nova Scotia. This pilot project was overseen by Dr. Pat Croskerry, an ER physician and patient safety expert, and it found that the fifteen doctors involved said they slept more hours and had reduced sleep debt while enjoying better work performance and reduced cognitive impairment. The doctors also said the casino shift made them rethink quitting the ER, which many had been contemplating.

In the ER at my downtown Toronto hospital, where we see as many as two hundred patients a day, the casino shift begins at 9:00 p.m. and its end time is flexible. We still have a night shift doctor who starts at 11:00 p.m. and stops seeing incoming patients at 6:00 a.m., when the day physician starts work. Unlike the ER at the QEII Health Sciences Centre, we don’t have a doctor arriving at 4:00 a.m.

Casino shifts are just one of many things that have changed in the ER since I wrote The Night Shift. The fifteen years since my first book was published have seen incredible leaps in technology. I now have a handheld ultrasound device that I carry in a fanny pack and can connect to my personal smartphone. It allows me to diagnose everything from heart failure to broken bones to shards of glass embedded in a patient’s foot. In The Night Shift, I wrote at length about the challenge of learning how to insert an endotracheal, or breathing, tube into a patient’s windpipe. Today, a tiny camera attached to the tube lets me see on a viewscreen exactly where I’m going. CT scans are now as plentiful as X-rays, and MRIs, once hard to get, are usually available within a day or two. With just a few keystrokes, I can access a patient’s X-rays, blood work, diagnostic imaging reports and hospital discharge summaries in seconds.

The growth in know-how of ER physicians is also astonishing. I have colleagues who can read abdominal CT scans nearly on par with radiologists. We treat some gynecological conditions more often than gynecologists do. We assess and treat patients with emerging diseases like Ebola and dengue fever. (Although I’ve never seen a patient with Ebola, I’ve seen several with dengue.) We must be prepared to see, diagnose and treat any condition. We’ve also become experts in keeping critically ill patients alive.

There are more of us on duty at a time. I think most people would be surprised to hear this, because the conventional wisdom is that there’s a doctor shortage. That’s a recent issue I’ll get into later, but when I started doing emergency medicine in the 1980s, I was the only doctor in the ER. Now, at peak times of the day, as many as four doctors are on shift. And it’s not just ER physicians. We’ve also steadily increased the number of nurses on duty, and we’ve added nurse practitioners and physician assistants into the mix. We are also leveraging the knowledge and skills of physiotherapists, occupational therapists, speech and language pathologists, social workers, peer counsellors and pharmacists. We have embraced teamwork as never before.

But it’s not all good news. The greying of our patient population is relentless. People come to the ER with eight or nine separate issues, and their problems are exponentially more complex than they were when I wrote The Night Shift. The ones with cancer may have had many operations and rounds of chemo and radiation. Many others take ten to twenty prescription medications. It takes a lot of extra time to assess and treat patients like these. I spend ten minutes or more at a computer terminal boning up on a patient’s diagnostic and treatment history before I can even introduce myself.

Often, these patients require hospital admission. That would be manageable if the healthcare system had enough beds. But it doesn’t. On that score, Canada ranks well below other industrialized nations. Sweden, Denmark and the Netherlands have fewer beds per capita, but they make up for the shortfall with innovative home care programs that Canada lacks.

A lot of beds are filled by patients with mental health conditions. Canada has a spotty record when it comes to community supports for people like this and ranks low against other nations in the number of psychiatrists and psychologists, as well as the number of psychiatric beds.

Increasingly, patients with mental health diagnoses come to the ER because they have no other place to go. That’s true as well for the exploding number of people who live in precarious housing and those who have opioid use disorder and other addictions.

To these issues, you can add a new and growing problem that threatens to destabilize ERs across the country: Family doctors are quitting their practices like never before. Many are retiring, but younger ones, fed up with the relatively low pay (compared with specialists) and an ever-increasing burden of accountability paperwork, are walking away from family medicine. OurCare is a Toronto-based research group focused on problems in the healthcare system. A national survey it conducted in 2022, led by Dr. Tara Kiran at Unity Health Toronto, found that an estimated 6.5 million Canadians do not have a family physician or nurse practitioner they see regularly. That’s up from 4.5 million in just three years. Not only that, but 60 per cent of those who do have primary care can’t get a timely appointment. No primary care means much more than no treatment for minor ailments such as urinary tract infections. It means chronic ailments such as type 2 diabetes and high blood pressure go unmanaged for years or even decades, leading to preventable complications such as heart attacks, strokes and chronic kidney disease. In many provinces, it means no cancer screening.

Sooner or later, all of these “unattached” patients, as they are called, need healthcare. And when they do, they have two choices: They can go to walk-in clinics that fill their daily appointment slots within an hour of opening their doors, or they can go to the ER. Emergency departments have become the healthcare nexus point where patients who have no other place to go meet a system that has no place to put them. Increasingly, that puts ERs in the unenviable position of having the responsibility to take on all comers and little power to address chronic shortages in the system.

“I cannot add more long-term care beds,” says Dr. Carolyn Snider, an ER physician and former chief of emergency medicine at St. Michael’s Hospital in Toronto. “I cannot seem to change hospital flow on my own. Nobody allows us to say, ‘No, shut the door,’ but every other service is allowed to shut the door in Ontario. And that is an incredibly demoralizing environment to be in as an emergency physician, but especially as a leader.”

***

When I was asked if I wanted to write a sequel to The Night Shift, I saw an incredible opportunity to give my take on emergency medicine as I inch closer to the end of my forty-plus years in the ER. Compared with the guy who wrote that first book, I’m much older and not nearly as fast as I once was. But what I bring to my work in the ER, to my time as host of White Coat, Black Art on CBC Radio One and to this book are wisdom, experience and a deep understanding of what makes ER people tick. What’s more, I believe we’re now at a critical inflection point: Either we define and fix what ails the ER and the system that surrounds it, or we turn out the lights and head towards an uncertain future that might well feature private for-profit healthcare.

This book is not a woeful tale of frustrated and burnt-out colleagues who can’t wait to quit. Oh, I’ll share with you the things in their daily work that fill them with thoughts of despair. But I will also share with you the passion they have for being there in your hour of greatest need. I’ll bring you inspiring stories about diagnoses made, puzzles solved and lives saved.

The Casino Shift is an hour-by-hour account of what the ER is like in these turbulent times. But it’s not a book about one shift at one hospital. Nor is the focus only on what ails the people we see in the ER. Rather, it’s about what’s happening in ERs big and small, urban and rural, close to the meccas of modern medicine and as remote as you can possibly imagine—and what these situations can tell us about the challenges facing the entire healthcare system in this country.

The patients you’re about to meet are mostly composites of people I have seen and treated; the same is true for many of the doctors, nurses and other frontline providers portrayed here. The only actual patients and colleagues who appear have agreed to be included.

Buckle up. It’s going to be a bumpy ride.






Chapter One Molly

7:01 p.m.

There’s chaos in the waiting room.

A glance at FirstNet, the app we use to track patients, shows that forty-three people have been triaged by nurses and are waiting to be seen. Nine have minor issues such as ankle sprains and sore eyes. Eight have intermediate problems such as abdominal pain and first-trimester bleeding. The other twenty-six have illnesses and injuries deemed major and in need of a full workup and a stretcher. It’s far too many patients for my colleague Tawny to see. She started her shift at 6:00 p.m. That’s why I’ve been called in early.

The start time for my casino shift was supposed to be 9:00 p.m. My job is to ride shotgun with the night doctor, who starts at eleven and is on the clock till the day physician arrives at six. I have no set quitting time. If it’s quiet, I might be able to leave at around 2:00 a.m. That of course assumes things will stay that way. If it’s busy, I’ll stay as long as needed to see as many patients as possible and move them through the system. I can’t predict which scenario I’ll face on any given shift. It turns our casino shift into a game of chance.

“There were eighteen majors when I arrived,” says Tawny as I enter the triage area. “I’ve seen nine and they just keep coming. I’m sorry I wasn’t able to keep up.”

“This isn’t your fault,” I tell her. As much as I’m ambivalent about being called in early, the last thing I want is to be the kind of ER doctor who makes a colleague feel inadequate for summoning the cavalry.

The triage area is one of the newest additions to the ER. It’s a long, rectangular room. On my right, there’s a bank of workstations for attending and trainee doctors, nurse practitioners and physician assistants, as well as one exclusively for the team leader, the nurse in charge. Tonight, that nurse is Cynthia. On my left, there’s a plexiglass wall with five triage workstations to assess new patients. The plexiglass lets the nurses observe the waiting room at all times.

Two of the workstations are unstaffed.

“How many nurses are we short?” I ask Cynthia.

“Two,” she replies. She’s doing her team-leading duties while covering for the missing nurse at Triage 3.

Cynthia and I have worked together for more than ten years. She’s old enough to be very experienced but young enough to still be young. If she thinks I’m past my prime, she doesn’t show it. I like her for that. She’s unflappable except when it comes to patients who are both emotional and noisy.

“Fire!” screams a dishevelled woman named Molly from atop a stretcher across the hall from the triage area. “Put out the fire!”

Molly is the type of patient we once called a “frequent flyer.” The nickname has been abandoned because it’s seen as pejorative and may encourage frontline workers to take these patients’ very real emotional and clinical problems less seriously. Molly has chronic schizophrenia and a fixed delusion that someone has placed a tracking device in her belly. Despite this, she hasn’t been admitted to a psychiatric hospital in years because she doesn’t possess any of the red flags that would make doctors think she’s a danger to herself or others. For instance, she doesn’t hear voices compelling her to attack bystanders or jump from a bridge. She’s homeless in large part because she’s been kicked out of every shelter in downtown Toronto. She frequents ERs like ours when it’s cold outside, as it is tonight.

“Somebody put out the fire!” she screams again.

When I first entered the triage area, I couldn’t hear Molly’s voice. Now it’s all I can hear. And at this moment, her screeching voice is more than Cynthia can take.

“This is her third visit in three days,” she says. “I know she’s not first to be seen, but do you mind sorting her out now?”

“No problem,” I say. I grab the chart and step through the plexiglass door and into the waiting room.

My anxiety about not being able to handle the crush of patients immediately begins to rise. Eight patients are waiting to register, and another five are waiting to be triaged. That’s in addition to the dozens waiting to see me or one of my colleagues. It’s more patients than we have beds, so for the time being, the waiting area will be my examining room.

The waiting area has the usual rows of chairs for people who can sit. Surrounding that are rooms for paramedics bearing patients on stretchers. They’re always full. Molly is one of several patients on stretchers down a long hallway that connects to the waiting area and serves as a temporary holding space for additional paramedic stretchers. It all feels like a fishbowl. Every major patient waiting to be seen is outside the ER and crammed into the waiting area, people with pneumonia, chest pain, abdominal pain, bowel blockages and dizziness. Any one of them could be seriously ill, their lives possibly hanging in the balance.

I try not to make eye contact with waiting patients or their family members lest they plead to be seen now. Most just sit there in silence, their illnesses smouldering away. It’s the noisy patients who grab the attention, the ones with agitation from acute mental health conditions, street drugs or some combination.

“Clifford, please stay calm.” Tawny stares down a twenty-four-year-old man with acute alcohol intoxication.

“They’re fucking trying to kill me,” says Clifford.

Four uniformed Toronto police officers surround him. They’re flanked by five uniformed hospital security officers.

“Cynthia, I need four-point restraints,” says Tawny.

“Can I get a sedation order?” Cynthia asks.

“Twenty-five milligrams of loxapine and two milligrams of lorazepam,” says Tawny.

“Fire, fire!” Molly’s cries sound more urgent.

I make my way down a fairly narrow hall crammed with nine patients on stretchers accompanied by a smaller number of paramedics. In optimal times, patients who arrive by ambulance are offloaded to an ER stretcher and handed over to the nurses. When there are no available stretchers, as is the case today, the paramedics are in what’s known as “offload delay” and by law must continue caring for their patients until the nurses can take over. A 2022 analysis of Ontario Health data by the Toronto Star found that offload times had nearly doubled in just three years.

“Somebody put out the fire!” Molly screams again.

I approach her stretcher. “I’m Dr. Goldman. Remember me?”

Molly utters a blood-curdling scream.

“Molly, what’s wrong?” I try to focus my patient on the chief complaint.

“Please put out the fire.” She momentarily looks right at me.

“What fire?” I ask.

“She’s been saying that since we arrived,” explains a paramedic named Virginia. “She was just moaning when we picked her up on the curb outside a shelter. She’s thirty-six years old and has a history of polysubstance use, anxiety and schizophrenia. She vomited two times at the scene. We gave her Toradol for the pain but it’s not helping.”

I’ve seen Molly before, but I’ve never seen her this agitated.

Virginia uses her paramedic-issued equipment to monitor Molly’s vitals. “Heart rate 126, respirations 22 with 97 per cent O2 saturation on room air. Temp 37.2 deg C, and BP 96 over 62.”

The elevated heart rate and lowish blood pressure could be signs of pneumonia or a kidney infection, or possibly even sepsis, a life-threatening condition that happens when the body’s immune system has an extreme response to an infection. The reaction causes damage to the body’s own tissues and organs. Molly’s normal temperature makes an infection less likely, though not impossible.

“Put out the fire!” Molly emits a ninety-decibel scream directly into my ears.

“You keep talking about the fire.” I hear myself sounding exasperated. “Where is the fire?”

“Fire over there.” She raises her arm and points a finger towards a window near the ambulance bay.

Molly is in deep distress and nearly oblivious to me. I’m not connecting with her. Time wasted. Time that could be spent looking after patients who can describe their symptoms with precision. What doctors call “good historians.”

I look in the general direction where Molly is pointing. That’s when I see the alternating red and blue flashing lights of a parked ambulance. I point to the lights. “Is that what you mean by fire?” I ask Molly.

“Fire, fire!” she yells.

Virginia and I look at each other like we have the same thought at the same time. She radioes her partner. “Unit 8375, can you cut your emergency lights?”

The lights stop flashing. Instantly, Molly goes quiet.

And I calm down as well. Noise is a major distraction in ERs—loud conversations between healthcare providers and patients punctuated by even louder alarms and beeps. To me, the most annoying noise by far is the long, non-musical tone that precedes each intercom announcement.

“Beeeep. PSW to room 45.”

“Beeeep. Service assistant to room 31.”

“Beeeep. Pink-zone nurse pick up line 38.”

Now that Molly is no longer screaming, I can focus more closely on her and her distress. I notice the furrowing of her brow and the tiny beads of sweat on her forehead. These are subtle but important physical signs of distress.

“Are you in pain?” I ask her. She doesn’t reply. I listen to her heart and lungs, and then start pressing on her belly.

“Owwwwww!” she hollers and pushes my hand away.

Her abdomen is as rigid as a plank of wood and tender all over.

“Holy shit!” Virginia says. “Her belly was soft and non-tender when we picked her up outside the shelter.”

“I believe you,” I tell her. “Something’s going on, and it’s happening fast.”

Tenderness in her belly means that Molly likely has peritonitis. It’s a serious condition in which the lining of the abdomen, or the peritoneum, is acutely inflamed. There are many causes, but the most common is a burst appendix or an infection caused by a perforation or hole in the stomach or intestines.

Peritonitis is life-threatening and demands a prompt response. Some patients deteriorate so rapidly they need intensive care. Patients may also require surgery to deal with the source of the infection by removing the inflamed appendix or repairing the torn bowel. But before I ask the surgeons to see Molly, I have to confirm that she has a surgical condition. Generally, that means getting a CT scan of her belly. To get more detailed pictures, the radiologist may want to inject the patient with radiocontrast or dye by IV drip. Since radiocontrast can be toxic to the kidneys, we must first obtain blood work to make sure the kidneys have enough functional reserve to tolerate the dye.

When the ER is well staffed and has lots of beds, there’s a great deal I can do to stabilize a patient like Molly. I can order bags of intravenous fluids to raise her blood pressure. I can use IV antibiotics to treat a suspected infection inside her belly. I can move her to the resuscitation room to receive one-on-one nursing.

Much earlier in my ER career, patients were routinely whisked inside the sliding doors and quickly placed onto stretchers. But that’s no longer the norm. In some ERs, patients with serious and even life-threatening illnesses routinely wait six, eight or even ten hours just to be brought in. Some patients wait all day to be seen by an ER physician. Increasingly, some patients die waiting to be seen.

I strongly suspect Molly has something seriously wrong, but I can’t wait for a stretcher to become available inside. I must figure out what’s wrong with her here and now.

I rummage through the fanny pack on my belt and pull out an ultrasound probe with a long electrical cable.

Virginia’s eyes get wide. “What are you doing?”

“A little high-tech magic,” I say as I plug the cable into my phone. An app immediately pops up on my display. I tear open a small pack of ultrasound conducting gel and spread it on the probe.

“It’s going to feel a bit cool and goopy,” I tell Molly. I place the gooped-up probe on her right side where the lower ribs meet the uppermost part of her belly. Instantly, my phone shows a clear and crisp image of Molly’s right kidney just underneath her liver, with an ominously large triangle-shaped black blob in between.

Virginia sees my expression and looks at the display. “What’s that?” she asks.

“There’s fluid in the belly,” I tell her. “And a whole lot of it.”

The peritoneal cavity normally contains a small amount of fluid that lubricates the tissues lining the abdominal wall and the walls of the vital organs. Molly’s belly contains as much as a litre, if not two. But what kind of fluid is it? There are three possibilities, and each carries a very different prognosis. One is that it’s a watery fluid called a transudate. This can be a sign of liver cirrhosis or heart failure; both are serious but not immediately life-threatening conditions.

The second type of fluid is pus caused by an infection from a perforated bowel or burst appendix. Infections like that can be lethal and often require surgery, but there’s usually time to save the patient.

The third type of fluid is blood. If Molly has blood in her belly, it means there’s a hemorrhage somewhere. The most common cause of acute bleeding inside the belly is trauma from being hit by a car or beaten badly. But there is no indication that Molly has been hit. From what I can see, there are no bruises on her abdomen.

Molly has started moaning softly.

The portable monitor sitting on her gurney says her heart rate has crept up to 132.

“What’s Molly’s BP?” I’m getting edgy as I wait for the paramedic to take her blood pressure.

“Ninety over forty-five,” Virginia says with a tinge of alarm.

By itself, a blood pressure that’s dropping slowly or a heart rate that’s creeping up at a leisurely pace might not indicate anything life-threatening. But occurring together along with an ultrasound showing a belly full of fluid, they suggest a condition that’s much more ominous.

“She’s going into shock.” I speak my thoughts out loud. As I’ve gotten older, I tend to do that more deliberately, so colleagues know I’ve still got it.

Hemorrhagic shock has four clinical stages, each with symptoms and signs that reflect a particular amount of blood loss and degree of danger. In class 1 shock, the acute blood loss is less than three-quarters of a litre. Patients in class 1 shock are slightly anxious but have normal heart rate and blood pressure. If you identify and control the source of bleeding, they’re in no danger. Class 2 shock means acute blood loss of up to one and a half litres. Patients in this class have heart rates between 100 and 120 beats per minute, slightly increased respirations, slightly decreased blood pressure, cool, clammy skin and slight anxiety or agitation. Class 3 means up to two litres of acute blood loss. Patients in class 3 shock have heart rates greater than 120 beats per minute, increased respirations (often referred to as “air hunger”), decreased blood pressure and pronounced anxiety and confusion. Class 4 shock means more than two litres of blood loss. Patients in class 4 shock have very rapid heart rate, extremely rapid and shallow breathing, extremely low blood pressure, loss of consciousness, pale, cool skin and blue lips or fingernails.

Molly’s symptoms and signs tell me she’s going into class 3 shock. If I’m right, she’s in grave danger. In the earliest stages of shock, the body compensates for blood loss by secreting shots of adrenaline that raise the heart and respiratory rates and narrow the arteries that supply less important organs such as the stomach and intestines. The adrenaline can keep Molly going for a while, but if we don’t quickly identify the source of the bleeding and stop it, her shock will become irreversible and she will die.

“She could be bleeding to death,” I tell Virginia, grabbing the foot end of the gurney. “We don’t have a lot of time.”

Virginia and I push Molly’s stretcher towards the entrance to the ER.

“I think Molly’s bleeding in her belly,” I tell Cynthia, the team leader. “We need to bring her into resus now.”

Resus isn’t a playground for lower primates. It is shorthand for the resuscitation room.

Cynthia takes half a second to absorb the new challenge before swiping her key card in the security lock to open the door to the inside of the ER. “I’ll let Lance and Rishna know you’re on your way.”

I just hope we can figure out why Molly is bleeding in time to save her.

***

Patients like Molly—those with an illness or injury who may be inching towards death in an ER waiting room—were once the exception. Nowadays there’s often a Molly lurking in every overcrowded ER.

Dr. Raghu Venugopal is an emergency physician who works evening and overnight shifts at three busy ERs in downtown Toronto. He has lots of stories of finding the proverbial needle in the haystack—the one patient among dozens of very sick people who is actually closer than the others to dying.

Venugopal recalls one shift where he picked up the chart of a man in his twenties who was having chest pain. Our training and experience say that’s nothing to worry about because young men don’t get heart attacks. He went to see the man and immediately realized that, like Molly, he was going into shock in a hallway.

“He was dying in front of me,” Venugopal told me, recalling the moment. Several life-threatening cardiac catastrophes flashed through his mind, the most lethal being an aortic dissection—a tear in the young man’s aorta.

“Not on my watch,” Venugopal thought. “We don’t have a bed, but I don’t care what anyone thinks. We’re going to CT and then into the resuscitation room.”

The CT scan showed that the young man’s aorta was intact. Nevertheless, Venugopal and the paramedics took the patient to the resuscitation room. “And he suffers a cardiac arrest right there.”

Venugopal, the nurses and the paramedics defibrillated the young man and brought him back. He was later found to have advanced coronary artery disease and needed an angioplasty to unblock his coronaries. He made a full recovery and has since gone back to work.

That man survived because of Venugopal’s quick and decisive action, and because he had the time to recognize and save his Molly. But still, he worries that there may come a time when he has two or three Mollys to pull in at the same moment and won’t know which one to choose.

***

The ER has always been a stressful place to work, but with near and actual misses happening with greater frequency, it’s also becoming a scary place to work. One of the biggest and most far-reaching changes I’ve witnessed since I wrote The Night Shift is the impact of that fear and stress on the doctors, nurses and other healthcare providers who work alongside me. That includes paramedics like Virginia, who bring patients to the hospital. The lack of ER stretchers and the growing backlog of patients in the waiting room have meant that paramedics are unable to offload their patients and have to spend more and more hours—sometimes entire shifts—attending to people they have brought to the ER. Every hour they spend in the ER is an hour they cannot spend responding to emergencies in the field.

To deal with this problem, the Alberta government issued a guideline for paramedics to offload their patients to ER stretchers within forty-five minutes of arrival. How strictly that guideline has been followed is a matter of controversy.

As reported by CBC in early March 2023, the opposition NDP released an email it claimed was sent from a unit manager to ER staff at Calgary’s Foothills Medical Centre. The email said that beginning on March 15, patients at Calgary ERs were to be offloaded by paramedics within forty-five minutes regardless of whether staff were available to care for them. “I know this comes as a big shock to all of us and I am not sure how we are going to manage this,” the manager wrote. “Please know if there was anything I could do to prevent this I would but this is being mandated from the government.” (The province denied that the guideline was an order. Kerry Williamson, a spokesperson for Alberta Health Services, said that forty-five minutes was a target, not a mandate.)

In September 2024, Athana Mentzelopoulos, then president and CEO of Alberta Health Services, sent a note to healthcare workers warning of increased ambulance calls during the fall and winter months. The note said a number of steps would be taken to address the issue, including increasing ER capacity and using the new ambulance offload guideline. It stated that when the system was at critical capacity and few or no ambulances were available, paramedics could be released to respond to calls rather than waiting in the ER with their patients.

***

Dr. Paul Parks is an ER physician at Medicine Hat Regional Hospital in Alberta, and a past president of the Alberta Medical Association. He told me that the offload policy was implemented with no corresponding increase in nurses, doctors or stretchers. It’s his view that the policy has had at least two unintended consequences. The first is to privilege patients who arrive by ambulance over those who come in on their own by putting the ambulance patients on ER stretchers sooner, even though, perhaps counterintuitively, it’s not uncommon for people who bring themselves to the ER to be sicker and in more urgent need of care than patients brought in by paramedics.

The second unintended consequence is to force nurses to be redeployed from rooms inside the ER to the offload hallways to care for patients on offload stretchers. “We have them go work in the hallway for the offloaded patients who still haven’t gotten into the emergency department proper,” said Parks. He told me that sometimes the demand to redeploy nurses to the waiting room is so extreme that the ER must close beds on the inside. “It’s caused us some really perverse, ironic struggles. You take your good ER nurses that want to be doing emergency nursing in the actual ER, but there they are in a hallway with eight or ten patients.”

Increasingly, nurses have given up trying to effect change and instead are quitting the ER altogether. Hospitals across Canada are reporting high nurse vacancy rates. A report by Ontario’s acting auditor general, for example, found that at some hospitals in the province, as many as one in four nursing jobs across all departments are unfilled. At William Osler Health System, which runs hospitals in Brampton and Etobicoke, the nurse vacancy rate jumped from 6 per cent in 2019–20 to 26 per cent in 2022–23. During the same period, the vacancy rate at Toronto’s Hospital for Sick Children (SickKids) climbed from 8 per cent to 22 per cent. Other provinces are faring worse. At the beginning of 2023, Nova Scotia Health reported that eighteen units at regional hospitals had a nurse vacancy rate of 50 per cent or more. The ER at the Cape Breton Regional Hospital had an astronomically high 80 per cent vacancy rate of licensed practical nurses.

Some of this was caused by the Covid pandemic, but some is a result of the increasingly stressful work environment—nurses in frantically busy ERs routinely miss breaks and are often compelled to work overtime to cover for colleagues who call in sick. Some nurses are also going to the United States, where pay and benefits are better. That may have changed with the Trump administration’s new and more hostile attitude towards Canada.

And it’s not just nurses who are quitting. More recently, ER physicians have started heading for the exits as well. Dr. Michael Howlett, president of the Canadian Association of Emergency Physicians, or CAEP, told Maclean’s in 2024 that colleagues across Canada are giving up the ER to work in walk-in clinics that are still stressful but have more predictable hours, or are taking on teaching and administrative roles in hospitals. The result is a large and growing shortfall of ER physicians. “CAEP predicts that we’re going to have a lack of 1,500 emergency physicians in Canada by 2025,” said Howlett. “That number is going to keep growing.” Nothing has changed in the meantime to alter that prediction.

Beyond the regular ER physicians who are quitting, there’s a new and disturbing trend: The chiefs and heads of departments are also packing it in. When Dr. Carolyn Snider finished her first five-year term as chief of the emergency department at St. Michael’s Hospital in Toronto, she chose not to re-up for a second term.

“I have a moral responsibility as a leader,” Snider said, “and was responsible for dealing with every critical incident and every patient relation related to things I had no agency to change. And that is why it is so hard to be a leader in emergency medicine . . . More and more leaders are stepping down before the end of their terms because the systems aren’t allowing for the match between agency and accountability.”

Shortfalls of doctors and nurses in urban ERs lead to scheduling snafus and overworked frontline staff. Burnout is a constant threat, and thoughts of quitting are ever present. And we’re not only talking about people who’ve been in the field for decades. In January 2022, Jacelyn Wingerter, a registered nurse with less than a year of experience in the ER at Saskatoon’s Royal University Hospital, told CBC that she already felt defeated. “You don’t get a break. You have to run for 12 hours straight doing one thing after another.”

In smaller rural and more remote hospitals, those shortfalls sometimes force ERs to close for anywhere from half a day to several weeks. When The Night Shift was published, ER closures almost never happened. Fifteen years later, they have become a regular occurrence in many parts of Canada.

My friend and colleague Dr. Ken Milne has called the ER the light in the lighthouse that never goes out, no matter what. But in a growing number of ERs in almost every province and territory, the light is flickering. Increasingly, people on the front lines talk openly about the “collapse” of emergency medicine. In 2024, CAEP published EM:POWER: The Future of Emergency Care, a 328-page report on the crisis in the country’s ERs and what to do about it. “Nurses and physicians show extreme levels of burnout,” the report noted, “and are quitting in alarming numbers; ambulance offload delays are soaring, and patients are leaving emergency departments without care and with limited recourse.”

Dr. Steve Flindall has worked at a busy suburban Toronto ER for twenty-one years, and he has seen everything the CAEP report described and more. “Every time I think we’re on the verge of collapse, people just seem to step up,” he told me. “The emergency staff just keep doing more with less, and despite that, we make space and give care. But I don’t know how much extra we’ve got to give.”

Dr. Raghu Venugopal sees things in terms of accountability metrics: Patients waiting longer than recommended to be triaged. Kids waiting twelve hours or more for fairly minor complaints like allergic reactions. Admitted patients waiting hours or even days to get a hospital bed. “If we look at multiple indicators,” he said, “the emergency room system in Canada has collapsed.”

All this means that the margin of error to save patients like Molly gets smaller and smaller.

***

7:30 p.m.

“Service assistant to room 60 stat.” Cynthia’s voice on the intercom sounds calm but purposeful.

Molly’s moans fill the air as Virginia and I push her stretcher through the sliding doors of room 60, the resuscitation room. This fully equipped suite has almost everything we need to save her life. Lance and Rishna, the nurses working the resuscitation area, have just started their twelve-hour night shift. They’re already priming IVs and gathering medications.

“Two fourteen-gauge IVs running wide open with Ringer’s lactate,” I tell Lance. Ringer’s lactate is an intravenous fluid we administer to replace lost electrolytes and fluids in patients who are dehydrated or in shock.

Virginia and I slide Molly’s paramedic stretcher alongside the gurney in the centre of the room.

Tawny walks briskly into the room. “Can I help?” She’s followed by Cynthia.

“Let’s get Molly on the gurney on three.” I grab the orange paramedic blanket underneath Molly at the foot of the stretcher. Tawny moves to the head of the stretcher, and Virginia and Cynthia take the sides. “One, two, three.”

Molly moans loudly as we slide her onto the gurney.

“I’ll take the airway,” says Tawny. She preps to do a rapid sequence intubation so she can intubate Molly in a hurry. “Get me a hundred milligrams of ketamine and sixty of rocuronium,” she calls out to Rishna. Ketamine is a powerful sedative and rocuronium is a muscle relaxant. “And call the respiratory therapist to grab the video laryngoscope.”

More nurses join the gathering team to save Molly.

Lance has already collected tubes so he can get blood work and insert the IV with one poke. “Do you want a trauma panel?” he asks me. A trauma panel is a group of standard blood tests ordered on trauma patients: a complete blood count, electrolytes, creatinine, amylase, coagulation screen, blood alcohol level, venous blood gases, lactate level and a blood group and screen.

“Affirmative to that,” I say, “plus type and cross for four units of packed red blood cells. Molly has an acute abdomen and a whole lot of free fluid. It could be pus but I’m pretty sure she’s bleeding.” And then I add, “Get an HCG stat. And get a service assistant to run the blood work up to the lab.”

The HCG, or human chorionic gonadotropin, is a pregnancy blood test. Because Molly is a thirty-six-year-old and (I assume) of child-bearing potential, it’s essential to find out if she’s pregnant.

Cynthia and another nurse, Jason, put adhesive ECG leads on Molly’s chest and extremities. “Cycling BP every two minutes,” says Cynthia.

“Brian, how much TXA do you want?” Rishna is drawing up tranexamic acid into a syringe. This is a medication that binds to a receptor on a protein named plasminogen, found in blood plasma. Plasminogen plays an essential role in dissolving blood clots. By blocking the receptor, TXA helps slow down the rate of bleeding by coaxing Molly’s blood to clot.

“Two grams, please.”

Rishna pushes the dose.

Meanwhile, a respiratory therapist named Rebecca wheels a video laryngoscope up to Tawny at the head of the bed. “What size tube do you want?” she asks.

“Seven point five,” Tawny replies. “Molly, we’re going to give you some medication to make you sleepy, and then I’m going to put a tube into your throat so you can breathe easier.”

“Shall I push the ketamine now?” Lance asks.

“Yes,” Tawny replies. “Then wait one minute before giving the rocuronium.”

The sequence of medications is deliberate. If you’re paralyzing a patient with rocuronium, you don’t want her to be awake for that, because the experience is extremely traumatic. So the ketamine is administered first, and Tawny waits about a minute for the sedation to kick in.

Ninety seconds later, Molly is no longer moaning. But since her muscles are completely paralyzed, she isn’t breathing either.

Tawny looks into Molly’s mouth as she inserts the video laryngoscope. Rebecca turns on the video screen, which shows a perfect view of the inside of Molly’s oral cavity. Tawny looks at the screen and can see exactly where she’s going as she advances the scope over Molly’s tongue and towards her epiglottis. “I see the vocal cords,” she says matter-of-factly.

Rebecca hands Tawny a 7.5 millimetre endotracheal tube with a bendable stylet inside.

Tawny continues to look at the screen as she passes the tube through the vocal cords. “I’m in,” she says. She removes the stylet and holds the precious breathing tube in place as Rebecca quickly attaches a sensor to track Molly’s carbon dioxide level and connects the sensor wire to the monitor.

“I’ll start setting up the ventilator,” Rebecca says.

“Rishna, start a ketamine drip at fifteen milligrams per hour and titrate,” says Tawny. The drip will keep Molly sedated for as long as she is intubated and on a ventilator.

Suddenly, the blood pressure alarm on the vital signs monitor starts chiming. The systolic blood pressure, which was 90 millimetres of mercury just a few minutes ago, is now 75.

“What dose of Levophed do you want?” Cynthia is two steps ahead of me. She’s already preparing an infusion of norepinephrine bitartrate, a vasoconstrictor. Levophed is a go-to medication that raises the blood pressure. It’s essential for patients in shock.

“Start at twenty micrograms per minute and taper to maintain a systolic pressure of ninety,” I reply.

“Resus nurse, stat result on line 38,” says Vivica over the intercom.

Rishna and Lance are occupied, so Cynthia picks up the phone. Everybody keeps an eye on the team leader, who scribbles figures onto a scratchpad and gives her last name to the lab technician on the line before hanging up.

“Hemoglobin is seventy-two,” says Cynthia. “Lactate six point seven. The HCG is positive.”

The positive HCG is the missing piece of the puzzle. It means that Molly is pregnant.

That fact almost guarantees that the fluid in her belly is blood. The most likely explanation for the blood is that she has an ectopic pregnancy that grew through one of her fallopian tubes until it ripped the tube apart and started to bleed like a firehose into her belly cavity.

You might think it would have been simpler and saved valuable time had I been able to see the ectopic pregnancy when I put my ultrasound probe on Molly’s belly in the hallway. Seeing a live pregnancy in the belly would have nailed the diagnosis. But by the time the fallopian tube ruptures, there may not be any pregnancy left to see on an ultrasound. Most often, an ectopic pregnancy is assumed when the HCG is positive and the womb is found on ultrasound to be empty.

“Two units of O-negative blood,” I call out. O negative is the universal donor blood type. It’s the kind of blood we keep in a fridge in the ER for those occasions when a patient is so gravely ill that she needs a transfusion before the blood bank can determine her actual blood type. O negative is used most often in cases of trauma and any other occurrence of hemorrhage when the blood type is unknown.

“Sounds like a job for the rapid infuser,” says a colleague nicknamed Fix as he walks into the room pushing an IV pole with a device shaped like a rectangular box mounted in the middle. An ER resident named Shirley and a nurse named Christine follow close behind. The rapid infuser is a device that warms and delivers extremely large volumes of blood products and intravenous fluids. When a patient has a rapid and uncontrolled hemorrhage, like Molly does, the rapid infuser is a lifesaver.

Fix’s first name is Philip. He got the nickname because he knows how every medical device in the ER works. And if it’s broken, he knows how to fix it. He and Shirley started at noon today. They are currently assigned to the ambulatory zone, or AZ, of the ER, where they’ve been seeing patients with relatively minor conditions such as cuts and ankle sprains.

Nearly eight hours into their day, they should be exhausted, but Fix doesn’t show it. He exudes boundless energy as he works with Christine to set up the rapid infuser, all the while teaching Shirley so that she’ll be able to set it up herself next time.

“Thanks for stepping in, Fix,” I tell him. “You too, Tawny.”

“Teamwork makes the dream work,” says Fix.

“Cynthia, can you have Vivica page OBGYN stat?”

***

7:45 p.m.

After two units of blood, Molly’s blood pressure is 100 over 45 and her heart rate is 105. She’s still in pain, but she appears more stable.

Soming, a senior resident in obstetrics and gynecology, and Ben, a second-year OBGYN resident, are seeing her in the resuscitation room. A service assistant arrives to help the two doctors and Rishna transport Molly to the operating room, where they’ll remove her ruptured fallopian tube and repair whatever damage they find inside.

“Good save, Dr. Goldman,” says Soming, who at twenty-eight is young enough to be my daughter. When I was her age and just starting out, I wanted to be called Dr. Goldman. Now that I’m close to retirement, I wish younger docs still called me Brian.

“The team did an amazing job,” I reply, deflecting the accolade to its proper place.

***

All told, six nurses, three attending ER doctors, two learners and one respiratory therapist converged on room 60 to save Molly’s life. That’s a good chunk of the resources and personnel of the ER. In the interim, nine more patients arrived in the waiting room.

Cynthia and I glance uneasily at one another as we walk back to the triage area.

“That could have been a disaster,” she whispers.

Cynthia is right. Molly’s ruptured ectopic pregnancy started with a trickle of blood in her belly that grew over who knows how many hours or even days.

I start to play “what if” in my mind. What if I didn’t see Molly before everyone else? What if I didn’t listen to Cynthia, who was just trying to deal with the noise Molly was making? What if I didn’t have my ultrasound probe with me? What if I didn’t pull her stretcher into the ER?

Molly is on her way to the operating room. She has a good chance of surviving in part because we got lucky and found the needle in the haystack—the one patient out of dozens in the waiting room who could wait no longer.

It’s not even 8:00 p.m. My actual casino shift doesn’t begin for another hour. It’s going to be a long night. I can feel it.






Chapter Two Waiting Room

8:00 p.m.

I hear you started without me.” Ahu, a second-year resident in family medicine, approaches me in the triage bay wearing a big grin.

“I got called in early,” I reply while looking at the list of patients waiting to be seen. “I thought about calling you in too but got sidetracked by a patient.”

“You should have called me.” She sounds disappointed at missing out on a great learning opportunity. It’s how I would have reacted when I was a resident.

“Sorry about that.” By way of explanation, I point to the throng of patients in the waiting room.

For Ahu’s one-month rotation in the ER, I’m her supervisor. Next year, she’ll be doing an extra year of training to become an ER specialist. In her first year of residency, Ahu did a mandatory two-month rotation in the ER. In this, her second year, she has several months of elective, or non-compulsory, rotations. Residents use these slots to gather additional experience in areas of medicine where they feel the passion to learn more.

But there’s also a tactical reason for putting in extra time in the ER. Spending her elective time here is a great way to show her commitment.

I’m really glad she’s on this evening. We’ve worked together three times, and I’m impressed by her knowledge and her poise.

“There’s plenty more patients to see.” I look out at the slew of patients in the waiting room. “There’s a couple of people waiting to be seen inside. You look in on them, and I’ll try to slog through what’s stacking up out here.”

“We’ll catch up, Dr. Goldman,” she says to me. “Did I ever tell you that Ahu means ‘gazelle’ in Persian?”

That makes me smile.

***

Like all other scheduled ER shifts, the casino shift has a particular order of duties. As the freshest doctor on duty, I will see the most acutely ill patients for the next two hours, until the night shift doctor arrives. Tawny, the ER doc who preceded me, moves over to the rapid assessment zone, where she’ll typically see patients with chest or abdominal pain, pregnancy-related bleeding or gynecological problems. Fix returns to the ambulatory care zone, where he’s seeing patients with minor issues like cuts and lacerations, burns, earaches and bone fractures.

With no empty stretchers available inside the ER, the waiting room is my examining room. I scan the packed space looking for a patient named Larry. The place is buzzing with even more patients than when I first got here. Zahir, a sixty-two-year-old man who lives on the street, is slumped on the seat of his walker. Tawny’s patient Clifford, now sedated, has been placed on a stretcher.

“Larry?” I call out, looking for a spark of recognition. Patients not named Larry and their loved ones try to grab my attention instead. Given how long they’ve been waiting, I can’t blame them.

Healthcare providers believe that the saying about the squeaky wheel getting the grease was coined with patients in mind. Not infrequently, the quiet ones are the sickest.

Out of the corner of my eye, I spot the hand of an older woman waving weakly.

“I’m Dr. Goldman,” I say, taking in Larry’s tired and sunken eyes. He’s ninety-one years old and looks dehydrated and debilitated. He registered to be seen at 4:20 p.m., more than three and a half hours ago.

“He probably can’t hear you in all this noise,” says the woman. “He’s hard of hearing. I’m his wife, Helen.”

“Pleased to meet you, Helen and Larry,” I reply. “Come with me.”

Helen appears just slightly more robust than her husband. She grabs a bag while helping Larry slowly get up from his chair.

“Can I carry something for you?” I’m trying to be solicitous, but I’m also trying to speed things up. Every minute saved is a minute I spend seeing the next patient.

“We’ll manage,” says Helen. More often than not, no matter how ill they are, patients and their loved ones refuse offers of help.

Larry’s shuffling gait makes me suspect he has Parkinson’s disease. He holds his belly as he walks, grimacing as the two follow me on the short journey to a large room just off the waiting area. It contains four stretchers separated by privacy curtains. We shuttle patients in and out of this room to do quick assessments, ECGs and blood work.

I help Larry climb onto the only unoccupied stretcher. He’s not unstable like Molly. His heart rate and blood pressure are okay. But he has a slight fever and he looks ill.

“What’s going on, Larry?” I ask in a loud and deliberate voice. It’s less noisy here than in the open waiting room. Still, there are close conversations happening on either side of us, and I’m hoping my patient can hear me.

Larry has a puzzled look on his face.

“Tell the doctor what’s wrong,” says Helen.

“My belly hurts,” he replies instantly. “I keep throwing up. I can’t hold anything down.”

“I guess your lips are harder to read than mine,” says Helen, a tiny smile forming at the corners of her mouth.

“How long have the two of you been married?” I ask Helen.

“Seventy years this June,” she says.

“That’s beautiful,” I reply. “How many kids do you have?”

“We had one son,” says Helen. “He died of leukemia when he was four.”

“I’m so sorry to hear that.”

“It was a long time ago.” Helen looks off into the distance.

“I need to feel your belly,” I tell Larry. “Helen, can you ask him to point to where it hurts?”

The abdomen is divided into four quadrants that are bisected by the belly button. Larry points to his left lower quadrant. I
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