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VOICES OF CONCERN

“Any patient being transported by helicopter is the sickest of the sick. It’s just you and that other nurse up there running the show, monitoring the patient’s status, radioing ahead to the hospital telling them what you’ve got and what you’ll need on arrival. And delivering what care you can.”

“Letting go doesn’t mean that if you lose a patient, if a patient dies, that you don’t grieve for that person. You do. I’ve grieved for every patient I’ve lost.”

“Then there’s the Friday night melee when, say, during a code, a family gets into a brawl in the ER, trying to kill each other as their way of expressing grief. It can get so damn crazy some nights.”

“She looked into my eyes for the full twenty minutes it took her to die. She held my hand. And I wasn’t allowed to do anything.”

“You just never know. You try to learn as much as you can, to do the best job you can. But you just never know.”
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AUTHOR’S NOTE

In preparing this book, more than fifty practicing nurses and several RN-tracked students were interviewed about their experiences and opinions. The clinical experience of participants ranged from less than one to over thirty years in the field, spanning forty-one states and most nursing specialities.

This book combines descriptive narrative with first-person perspectives. In either format, the attitudes expressed are those of the nurses described. To convey the emotional impact of particular situations, dialogue has been augmented, characterizations broadened, and details added. All such embellishments are based upon common nursing situations encountered directly by me or related to me by nurses and other health professionals.

In an attempt to guarantee the confidentiality of any patients described and encourage ease of disclosure, participants were informed that as far as possible, no institutions or individuals named would be identified; in most instances not even the city or state where they currently practice is mentioned. Obviously, all patient names and personal characteristics are fictitious.

Each nurse was given a choice of how to be identified—full name, first name, or pseudonym—depending upon the degree of confidentiality with which she or he felt most comfortable. The majority wished to be described by first names only, and this became the standard adopted throughout. (Pseudonyms were used upon request. For nurses with the same first name, spelling variations are employed to distinguish individuals when possible.)

Because health care is rife with technical jargon, abbreviations, acronyms, and slang, brief explanations are included within the text in order to avoid frequent reference to a glossary. I hope such insertions do not prove too distracting.

Finally, because nurses are present in so many areas of health care delivery, education, and research, decisions related to space constraints had to be made. It was my choice to place the greatest emphasis on those who have direct patient contact in hospital settings, where the majority practice. This was not meant to slight any other nurses, all of whom pride themselves upon being professional RNs.


INTRODUCTION

News reports about the crisis in health care have become commonplace. In less than a decade, the face of the entire industry has changed. Numerous social and political forces—Reaganomics; an explosion in technological advances, epidemics in drug abuse, homelessness and communicable diseases, growing numbers of aging patients, and rising physician fees at odds with tightening insurance restrictions—arrived like overlapping waves, battering the system from within and without.

A major component of the health care crisis is the nationwide shortage of registered nurses. Headlines have described the shortage as “pervasive” and “epidemic,” its “dire effects” touching every aspect of health care. In December 1988, a federal panel appointed to investigate the problem by Otis Bo wen, then secretary of Health and Human Services, issued its first report characterizing the shortage as “of significant magnitude” and concluded that it was starting to “erode the quality of health care as well as access to services.” The most dramatic indications of the shortage have been reports of intensive care unit and emergency room closings, respective symbols of medicine’s most high-tech and essential services.

At the beginning of the 1990s, nationwide estimates of the number of vacancies for positions requiring a registered nurse range from 100,000 to 300,000 and are expected to double by the end of the decade. In January 1991, the American Journal of Nursing (AJN) reported that of 999 nursing homes surveyed by the American Nurses’ Association (ANA), nearly one-fifth of RN positions went unfilled. In its March ’91 issue, the AJN reported instances of staff shortages compromising care and endangering lives in a geriatric psych unit in Virginia and a Los Angeles neonatal intensive care unit. While there are more registered nurses today than ever before—their numbers rising past the two million mark in 1988—several trends, both in health care and the larger culture, have coalesced to create current conditions.

The Bowen Report panel had deduced that the nursing shortage was “primarily the result of an increase in demand, as opposed to a contraction in supply.” Increasing numbers of AIDS victims, drug-related hospital admissions, and the elderly have translated directly into a need for nurses. In March ’91, The New York Times reported that the elderly population is growing at a rate double that of the population in general. “Moreover, the elderly population itself is aging, with a larger proportion consisting of people over seventy-five years old, who require more care than those sixty-five to seventy-five.” In hospitals, where 70 percent of working nurses are employed, the explosion of technological developments has increased the need for highly skilled and knowledgeable personnel to manage the machinery that sustains life. That has translated into a need for more RNs, often by regulatory statute.

Probably the single-most significant event impacting upon health care in the United States in the last decade was the restructuring of the entire method of payment for services delivered to the public. Medicare prospective pricing for services—commonly referred to as DRGs (diagnostic-related groups)—originated as part of a broad legislative package with Congressional passage of the Social Security Amendments of 1983. This legislation was the result of years of effort to control skyrocketing health expenditures initiated in the 1960s with the creation of Medicare and Medicaid, which expanded health coverage to millions of previously unserved citizens.

In pre-DRG days, health providers were reimbursed retrospectively for each dollar spent on patient care. Under the new plan, Medicare—with other health insurers following suit—pays for services on the basis of pre-established “average” rates for diagnostic-related groups of illnesses. Put simply, DRGs mean that if a patient is admitted to a hospital for an ailment—which statistics show should, on average, require three days of care at a cost of $2,000—then that amount of money is given as a flat fee. The built-in incentive is to treat and discharge patients as quickly as possible because the dollar difference between the projected cost and the actual cost is retained and a profit made. However, if the patient is unable to be discharged in the average time, the hospital loses revenue.

A second major outgrowth of DRGs was the tightening of hospital-admission criteria, requiring more severe degrees of illness or impairment to gain entry, thus increasing the need for more intensive nursing care.

Initially, most health care analysts did not foresee how intimately DRGs and hospital nursing services would be bound together. In 1983, which saw the largest increase in nursing school enrollment in twenty years, there was a perceived RN market glut. Many hospital administrators, foreseeing potential financial shortfalls as a consequence of DRGs, cut back on nursing positions.

Over the eighteen months it took for that to evolve into a nursing shortage—when administrators finally realized that the impact of DRGs was to increase the patient acuity level (degree of illness) and therefore the demand for more nurses—those nurses had gone into other areas.

At the very time when more nurses were needed in hospitals, RNs were also being siphoned away by other modes of health care delivery. Nurses traditionally have worked outside hospitals in areas such as public health—visiting home nurses, school nurses—private industry, the armed services, and higher education. The past fifteen years have witnessed the emergence of other employment possibilities. HMOs, PHPs, freestanding clinics, “doc in the box” walk-in centers, and private-practice models frequently require the presence of RNs to attain licensure. There has also been a sharp increase in the numbers of nurses receiving master’s and doctoral degrees allowing them to move into more independent practice spheres. Nurses are also being enticed into other fields—pharmaceutical sales, computers, real estate, entrepreneurial endeavors—where their keen organizational skills are substantially rewarded.

Simultaneously, cultural directions developed that strike at the heart of the profession. At a time when women have far greater options in career selection—doctor, astronaut, Supreme Court justice—the “female profession” of nursing has fallen into disfavor. Its image as a passive, peripheral vocation, a “support” to the “important work” of physicians, holds little allure for women who wish to exercise mastery over their careers. There is a common perception that nurses are undercompensated for jobs requiring imposing physical labor and psychological stress. In 1987, for the first time, more incoming female college freshmen declared medicine over nursing as their intended major.

Anna, an adult family nurse practitioner with over fifteen years in practice, summed it up:


“I don’t know what is going to happen. They can’t keep nurses, and they’re not making as many as they used to. Women have other options in society, and they are exercising them. There’s more money to be made elsewhere. There’s more dignity to be had. There are more intellectually stimulating and less physically demanding jobs out there. There are places you can go to work looking good and smelling good, and come home the same way with more energy left over and more money to spend enjoying it.”



Against this tide, hospitals are scrambling to fill positions. Salaries have increased across the board. The October 1991 issue of RN Magazine reported a survey that touted nursing salaries as having risen 17 percent in two years, contrasted with an 11 percent hike in the cost of living. Numerous inducements are being employed to recruit new nurses and retain those with experience: sign-on bonuses of several thousand dollars, relocation allowances, subsidized housing, educational benefits expanded to include family members, bounties to staff nurses who recruit friends, and merit incentives. In 1990 a new hospital in the University of Texas system inaugurated a nine-month, schoolteacher-mode, work-year schedule for staff RNs.

Nursing recruiters travel around the country and as far away as Canada, Ireland, and the Philippines to lure nurses to better-paying, stateside employment. But not without problems. Fifteen percent of New York City’s RNs are foreign-nursing graduates. In 1988, a desperate Veterans Administration sparked controversy when it openly recruited nurses from Puerto Rico, waiving the requirement that they pass state nursing exams demanded of stateside nurses for licensure and calling into question the quality of care being afforded patients in VA hospitals.

Many observers view such “solutions” as makeshift measures, Band-Aids applied to a hemorrhage.

Within the work force, there are issues that predate Florence Nightingale but continue to cause resentment: interference from the dominant medical community, the amount and method of compensation for services, hospital administrations that give only lip service to the notion of nurses defining the parameters of their own practice. The desire to be accorded respect and authority commensurate with the responsibility carried by each nurse is keenly felt and continues to go largely unfulfilled.

Many seasoned RNs, having witnessed shortage scares before, scoff at hospital promos huckstering nursing care in the newly competitive health care environment: “Our nurses offer the personal touch.…” “When you reach out for someone in the middle of the night, our nurses are there.”

“It’s funny,” a Philadelphia nurse with eighteen years’ experience observed. “Nobody gave a damn about us until we started to disappear.”


1

“Running the Show”

Extended Scope

Fifteen hundred feet and climbing, the chopper cruised eastward toward the coast, casting its shadow across the North Carolina countryside. The pilot hailed the flight-control tower, identifying his call numbers and purpose—“lifeguard mission, Medevac”—seeking emergency permission to cross crowded airspace. It was often necessary to traverse airfields, civilian and military, day and night. Access was rarely denied.

Behind him in the cabin, Cindy and her flight-nurse partner, Pam, sat at alert, faces to their windows, microphones in hand. They scanned for potential hazards, extra eyes for the pilot. During missions, every member of the team worked to safeguard the helicopter and bring it in.

“Aircraft, three o’clock,” Cindy said calmly. “No factor …” Nothing to indicate danger.

Quite often it was a factor.

Crossing airfields was the only time Cindy favored night flight, since planes are easier to spot. They listened to the radio squawk for any further word on their mission as well as weather broadcasts and air traffic patterns. Despite the close quarters within the Bell Long Ranger cabin, crowded with advanced life support equipment, she preferred it to small fixed-wing planes. There was better visibility than she’d experienced in Pipers and Apaches, and the ride was smoother.

Twenty minutes earlier, when Cindy’s belt beeper sounded, she’d experienced the semi-ready, semi-dread catecholamine surge that accompanied each flight. The thrill of the focused moment. People in aviation tend to work well under pressure, crisis-control types who savor the stress. Trauma demands an immediate response. Treatment is a race against time, an attempt to interrupt the inevitable shock process triggered by an “insult to the system.” Untreated, shock becomes irreversible, resulting in stagnant blood flow, multiple organ failure, and death.

Only a sketchy outline of the mission had been radioed ahead. Larry P., a thirty-eight-year-old Caucasian male driver of a logging truck, was the sole victim of a collision; he’d fallen asleep at the wheel and been ejected by the impact, suffering near-fatal head injuries. Transported by ambulance to an outlying community hospital, he’d been judged too drastically impaired to receive adequate treatment there.

Cindy began her mental preparations, shaking out an initial list of priorities, running potential complications through her head. The soles of her high-top safety boots tapped in anticipation. They were laced snugly for ankle support when hitting the ground, with steel-toed reinforcers for working around the broken glass and metal shards that litter accident sites.

Illuminating stripes ran down the sides of her flight suit so she could be seen in the dark. The flapped and zippered pockets bulged with devices essential in the field—hemastats, trauma scissors, tourniquets, bandages, tape, gloves. One side pocket was reserved for a supply of angiocaths, the first on-scene task usually being the starting of an IV. Her breast pocket held a “cheat book” with IV drip dosages, resuscitation fluid rates like the Parkland Formula for burn victims, and conversion tables for pediatric use, which could be flipped to in a hurry. While new to trauma fieldwork, Cindy had already learned to keep an extra 01 wrench stashed away, indispensable for opening the portable oxygen canisters hauled to scenes, having experienced the icy frustration of one breaking during a damp night mission with no replacement available.

She’d also learned to stuff pockets with more personal items. Granola bars and trail mix provided quick energy on the days when there was no break in the action. Flying on an empty stomach left her terribly nauseous. Being “weathered in” for the night in airports taught her to carry a contact case and a small supply of eyewash as well as a comb and brush, toothbrush and paste.

“So I’m vain,” she would shrug when teased by the flight crew. “I admit it.”

Flight crews weigh in at the start of each shift. Before loading her pockets, Cindy weighed 128 pounds. Afterward, 136. There were days when her pant legs dragged on the ground.

With reddish hair and an easy, wry smile, Cindy resembles Carol Burnett. Standing close to five feet eight inches, she is muscular from regular workouts. Field missions demand a certain amount of physical exertion. Many flight programs around the country encourage a 180-pound lift limit, to prepare for lugging cumbersome equipment across awkward terrain, not to mention the deadweight of a body on a stretcher.

Air-ambulance programs exist in a variety of compositions. The field team consists of one pilot and either two nurses or two paramedics or a nurse/paramedic mix. The latter has become the industry norm, used in 86 percent of the over 150 hospital-based helicopter programs across the United States.

North Carolina employed only registered nurses. It gave Cindy a great deal of pride to be working in an area she considered on the cutting edge of her profession: to be a member of the National Flight Nurses Association and to be following in the footsteps of pioneers who struggled through years of controversy and cynicism when others in both fields, aviation and nursing, were insisting that flight nurses would never be used to their full potential.

Cindy treasured the transition from hospital nursing to field-work, embracing the increased autonomy and independence. In recent years, the scope of practice of nurses has broadened tremendously, extending to duties and responsibilities previously reserved for physicians. Nowhere is this more so than in an area like flight nursing. Cindy gladly accepted the challenge to all the knowledge and skill she had gained throughout her career, even when the responsibilities tied knots in her stomach.


“Any patient being transported by helicopter is the sickest of the sick. It’s just you and that other nurse up there running the show, monitoring the patient’s status, radioing ahead to the hospital telling them what you’ve got and what you’ll need on arrival.

“You deliver what care you can. Of course, the ultimate rule is: Do no further harm.”



Essentially, two Medevac operating scenarios exist: Inter-hospital transfers and off-the-road (OTR) missions.

This flight was one of the former.

Hospitals have set helipads. Typically, before landing, the copter does a high-reconnaissance spin around, scanning for obstacles on deck. There have been dogs asleep on landing pads, trash lying about, and loose paint chips. Even stray pieces of paper that get sucked up by the prop wash into the intake valve, leaving crews stranded with a downed helicopter, a maintenance bill climbing into the thousands of dollars, and a deteriorating patient going nowhere.

In hospitals unschooled in the uses of helicopters, staff have greeted them pulling gurneys with unsecured mattresses—and if they really want to be nice, a few loose sheets slung over them—which have caused considerable damage. Hats, jewelry, even loose lab coats have been known to be sucked up by the pressure.

Cindy remained watchful as they set down, working the mike, and feeling the tension tug of her responsibilities on the ground about to begin.


“It’s the patients who have cardiac problems or who are critically ill, inter-hospital transfers with a multitude of illness, who are the ones it’s trickiest to transport. They’re basically time bombs. It’s a cramped environment, and you don’t have the luxury of the diagnostic capabilities you’ll have at the hospital.

“You have some equipment. You try to resuscitate and stabilize to the best of your ability. If you’re lucky, you may be able to use a ventilator or a pulse oximiter or a CO2 monitor. You can have fourteen lines hanging, and be monitoring hemodynamic pressure with a Life-stat blood-pressure cuff as well as a catheter inserted for cardiac monitoring.

“It’s bad when somebody arrests, and you’re trying to resuscitate while pulling out, maybe trying to intubate or start the first round of cardiac drugs. Maybe they’re bleeding, maybe screaming. It can get very hectic very fast.”



The other team members went to assess Mr. P. as Cindy flipped through his chart noting fluid replacement forms, flow sheets, and graphs while listening to a report from the ER nurse. The damage was pervasive. He’d been traveling at about seventy miles an hour when he rear ended another semitrailer. The hospital did not have the surgical capability to secure an airway.

When going into a critical care, inter-hospital transfer situation, it is the flight nurse’s responsibility to integrate all information relating to the patient’s treatment thus far—X rays, blood gases, vital signs, social history, etc. The patient may have been in that hospital anywhere from a few hours to several days or weeks, long enough for him to become too critically ill to be managed. One hopes everything relevant is charted. There is a saying about the amount of attendant paperwork: For every patient who enters the system, a tree dies.

In this instance it was brief, proportional to his stay. It seemed a clear-cut case, despite the multisystem trauma—bilaterally fractured femurs, head injuries, a pneumothorax (gas or air in the tissue that enfolds the lungs). Just package the patient and go.

Then Pam returned, ashen-faced.

“Cindy, this man is just too sick to move.”

“He’ll never make it,” the pilot concurred.

Cindy followed them to his cubicle. She had been a nurse for eight years, her career beginning as an ER staff nurse after she graduated from a diploma school in Louisville, Kentucky. During the following years, she gained experience in critical care, surgical and in-hospital trauma nursing. Still, Mr. P.’s condition caused her to catch her breath. He had the worst facial trauma she had ever seen. There were no connecting bones left. He had goulash features—no nose, cheeks, or forehead where they should have been. If one side of his face were touched, the other would slide away. His neck was twice its normal size, looking like two footballs and prohibiting the securing of a surgical airway. He had subcutaneous emphysema. This means the skin is puffed up by gas or air trapped in the subcutaneous tissue. The slang for it is “Rice Crispies,” because of the crackling sounds the gas makes.

Making matters truly awful, he was conscious, if barely able to whimper, following them with helpless eyes.

Yet, he was breathing.

“I leave it to you guys,” the ER physician said amiably, understanding the dilemma. “This is what you do all the time. You need to decide what you can handle. All I can tell you is that there’s nothing else we can do for him here. It’s a shit situation for sure. I’ll support you either way.”

As senior flight nurse, Cindy had to make the decision to hold or run with it. The three of them ran through the options, agonizing over outcomes. She felt her pulse racing, perspiration rings starting to form. What to do? Did they leave this man in the hospital when the nearest ear, nose, and throat surgeon was forty-five minutes away? Did they dare to even lay him down and risk compromising his cervical spine, possibly losing what little airway remained?


“You have to examine your options, and sometimes you don’t have any. I think every time a nurse goes on a mission like that, whether in the back of an ambulance or in aviation, you wonder, ‘Am I doing everything I can? Am I as smart as I can be? Am I able to troubleshoot these problems as quickly and most therapeutically as I can?’

“You go through that, but you have a certain amount of confidence in yourself as well. Sometimes you just hold your breath, grit your teeth, and do it. That’s why it’s so important to maintain your skills, that you have constant continuing education. This is not the arena you want to be slipping and sliding in.”

They ran with it.



Weather is never static and conditions change quickly. At liftoff, the day was clear, well within weather minimums. For daytime flights, the rule was eight hundred-and-two, meaning visibility of eight hundred feet cloud ceiling and two miles in circumference. (Nowadays, if a flight call comes in and the weather is bad, either in the departure area or at the destination, they won’t fly. Twenty years ago, there existed a rodeo cowboy attitude of “we’re out there to save lives no matter what!” There were accidents because of that attitude. Now nobody flies in weather that is not safe. Rescuers have to go by ground. It is unfortunate for that person hemorrhaging in an auto accident or that stabbing victim, but crews are not risked.)

They were cruising at altitude when they punched into fog. At first, those in the rear were unaware, crouched and kneeling on the floor, focused on infusing blood and monitoring air exchange.

Pam noticed it first in the sway of the IV fluids.

“Cindy,” she whispered.

Then they felt it, ever so slightly, the helicopter tilting. They looked at each other, then out the windows. It was Cindy’s first experience with fog. It was not a feeling she liked. It engulfed the craft. All they could see was milky white.

“Oh” was all she could say.

It is essential for a pilot in such circumstances to switch from flying by visual cues to reliance on his instrument panel. What he needs to be most concerned about is not becoming confused. Vertigo can easily overtake him. In this instance, the pilot immediately went to instruments despite some dizziness. He later told them, “It was like this little voice was on my shoulder going, ‘Look out the window! Just look out the window!’ ” Instead, he got on the radio, making a swift recovery, talking to flight control, telling them his heading and requesting to be vectored around.

In the rear, it was difficult for Cindy not to transmit her fear to the patient. Like the pilot, she concentrated on technique, doing what she could.


“Punching into that fog became a metaphor for many situations in nursing. Later, that is, when I started breathing regularly again. You find yourself in a situation that can go sour in an instant, something you have little or no control over, uncertain of your direction or position, dependent upon the technology you employ and the skills of those you work with, demanding every ounce of attention and expertise you can muster to focus on what is essential and not be distracted by the tension of the moment, the crisis surrounding you.”



Upon arrival, a team of two surgeons required over an hour of surgical intervention to secure an airway. (Eventually, Mr. P. recovered nicely, leaving the hospital after a month of rehab, with no lingering problems.) They caught up to Cindy doing her in-house rounds.

“We just can’t believe that you folks brought him in! He had closed-casket written all over him.”

“You guys don’t know the half of it.”

*  *  *

There are over eight million disabling accidents annually in the United States. Approximately one hundred thousand will end in death, about one every four minutes. That’s one thousand injuries and eleven deaths each hour. Trauma ranks as the fourth highest cause of death in the U.S. and Canada, just behind heart disease, cancer, and strokes. For those in their thirties or younger, it is the leading cause. Over half are motor vehicle accidents, more each year than the entire body count of the Vietnam War. Alcohol is involved in more than 50 percent of these, whether during holiday periods or not. Saturday is the worst day, August the bloodiest month.

During an off-the-road (OTR) mission, accident victims are transported directly from the scene to the nearest facility that can treat the injuries. There is a combatlike tension when people are coming in, the team never certain what they’ll find. It is necessary to remain acutely vigilant, searching for odd, outstretched tree limbs, uneven terrain, all those things that are difficult to see from the air.

“There’s a wire on the left-hand side.…”

“Cyclone fence in the shadow of the tree …”

Speed is the priority in an OTR. “Load-and-go” is the phrase for it. The helicopter sets down and the loads are done “hot,” with rotor blades turning. Trauma patients aren’t going to benefit from lengthy intervention at the scene. The speediest route to a surgical suite is the best treatment.


“On-scene patients usually have a lot of nuts-and-bolts-type injuries—broken bones and holes that you plug up and airways to be addressed. These are the kind of patients that people like myself and other flight nurses and flight paramedics like to care for. We’re like addicts, to a degree. We’re like people who like fast food for immediate gratification. When you are able to turn someone back over to their family, somebody you’ve salvaged, and they turn to you and say, ‘Thank you, you did a wonderful job …’ it is very grand. You thrive on that.”



When all goes smoothly, and the initial ground providers—be they state police or ambulance crews—have the patient packaged tight for takeoff, ground times can be as short as five minutes. Complicating factors frequently lengthen that time. And then, there are the rare times when chaos reigns, when there aren’t enough supplies or manpower, when there isn’t enough expertise to go around.…

Local police sent out a disaster call, the highest priority, for a school bus crash with multiple injuries. The helicopter team arrived as the first advanced life support group. As they touched down, crew members were stormed by police and volunteers, who literally ripped every piece of available equipment from their hands and raced back. There were seventeen injured children. Luckily, when they received the call, the team thought far enough ahead to load up with extra fluids, bandages, blankets, and equipment.

Still, it wasn’t enough.

It became necessary to institute military triage, making judgments about which children could and could not be saved, separating according to severity of injury, jumping from child to child, trying to intubate and get an IV line started before going on to the next one and then the next. For everyone involved, it was pure horror.


“Lives were saved, but it was a real helpless feeling. Those of us in emergency medicine sort of see ourselves as: Save all life, end all pain. When you can’t see that patient through, when you’ve just got to go from starting an airway to dressing a gross hemorrhage to passing over that person with a bone sticking out of their leg, it chills you. Decisions had to be made between children who were in cardiac arrest versus children who had not arrested, but were profusely bleeding. Who to transport out first?

“It’s emotionally wracking if you have any compassion at all. But that’s triage; you want to do the most you can for the largest amount instead of the few. Another helicopter company arrived and were transporting kids out as quickly as possible. But it wasn’t quick enough.

“The hours in that day just went on and on and on.”



Cindy was working in a trauma center near Tampa, Florida, when she became aware of a program for Mobile Intensive Care Nurses in North Carolina. Because staffing levels for rural emergency departments were skeletal, they employed RNs to provide radio orders for emergency medical service (EMS) units. Similar systems exist in parts of California, Arkansas, and other states as well. For several years, she’d had the growing desire to be involved in Medevac work, coming to feel she would be unable to put closure on the “hands-on” part of her nursing career unless she became a flight nurse.

She contacted North Carolina and found that the people there were devoted to the concept of the emergency department nurse as a professional. She was single and unattached, living in fairly plush surroundings along the Gulf Coast, but was willing to do whatever it took to gain a new piece of career experience. The job offer in Chapel Hill requested that she begin in two weeks. It meant liquidating and leaving very quickly.


“For me, that was appropriate. I wasn’t in the air, but it was a stepping-stone to gain the type of education that’s necessary for a flight nurse.”



It turned out to be exactly the right decision. It wasn’t long afterward, while attending a course on basic trauma life support, that a man who was one of the moving forces in the local trauma community leaned over her shoulder during a lecture and whispered, “Do you like to fly?”

“Sure,” she replied. “Where are we going?”

“Greenville … We’re going to set up a new flight group there. I’d like you to come by in two weeks and put in an application.”

“Okay,” she said matter-of-factly while thinking, Wow, this is really happening!

A month later, she had the job.

Other team members came from across the country, recruited specifically for the program. There were seven other nurses and a medical director—none of whom had previous flight experience—and pilots, mechanics, and secretaries. The country was new to everyone. It was the second program set up in the state, covering thirty-four rural counties, including the coastal area and outer banks.

The hours were brutal. Shifts were twelve hours long and rotated from a month of days to a month of nights. They worked three days on, two days off, then reversed it. Still, Cindy loved it. There was exhilaration in laying the groundwork for a new system, setting up philosophies and goals, quality assurance and continuing-education seminars. Everyone, every piece of it, worked collaboratively, learning to respect each other’s skills and areas of expertise. After her experience in the fog, witnessing the pilot’s recovery, she developed a great deal of confidence in the pilots she flew with.

Being located in a small community, they became a very close-knit group, receiving much direct feedback from those they served. It was not uncommon for people in the area to write notes in the local paper: Thanks to the flight team, ever careful to recall the names of the nurses. You saved my son’s life.

Around the time that Cindy arrived, there was much discussion about regionalizing the entire system, strategically stationing five flight groups around the state. As in many other areas that have flirted with regionalization, the plans became bogged down in political skirmishes and financial realities. It can be quite an expensive undertaking; for example, the state of Maryland—the only place in the United States where there is an integrated statewide system—spent $41 million in 1989 to acquire nine state-of-the-art trauma helicopters.

Because the state did not allocate funds, private hospitals moved into the patient retrieval business. Despite the concern that many patients who are victims of blunt and penetrating trauma—“gun-and-knife-club members”—are oftentimes underinsured, if insured at all, hospitals soon found it was an image boost as well as a financial incentive to become designated a “trauma center.” Trauma incidents often involve multiple injuries to multiple victims who commonly engage the services of several hospital departments, the reimbursement ripple extending throughout the system.

The enhancement in prestige also increased the number of non-trauma, elective visits. What better promotional tool for any hospital, the advertising budgets of which can sometimes reach into the millions of dollars, than to have a sleek, sexy, glitzy machine sailing overhead with its logo emblazoned in high-gloss letters?

Many of the downtime duties of the nurses in Cindy’s group dealt with the business side of air care. Generating feedback reports to original referral sources, be they community hospitals or surface EMS providers, was an essential ingredient. Each wanted to know the disposition of the patients they sent. In part, the reports were motivated by educational and humanitarian purposes. In part, it was basic marketing strategy.

If Hospital X has been designated as a Level I trauma center, there are a variety of community hospitals within its sphere of influence. But sitting about 160 miles to the west is competitor Hospital Z, with its own flight team and the potential to scoop up patients and revenue. If the customer isn’t appropriately stroked, the next time they have a critically ill patient—or five critically ill patients—they may decide to give the competition a try.

As far as possible, flight teams try to keep their sources happy. It’s necessary for flight nurses to establish flexible working relationships in the field, to be a diplomat when on a mission, to know when to strike up a take-charge, “everybody stand back, the flight team is here!” attitude, and to know when to sidle up to someone on-scene and say, “Hey, I’m here, could you tell me what’s going on?” The rule is to never step on toes unless the patient is being compromised by incompetence.

Numerous inducements for customer relations are used, from price undercutting through memorabilia—little helicopter pins, coffee mugs, or CPR posters—to elaborate, free in-service programs for the staff: “Yes, thank you for calling us. Perhaps next time, if you have any questions about how to resuscitate a pediatric case, our folks would be delighted to come out. We have this free class that at any given moment one of our nurses would love to come by and share with you.”

The smaller hospitals love it.

Working with the families of those injured was a common element in Cindy’s job as well. Many people need someone to translate the workings of the system for them. Contacts to assist in this often begin at the accident site, directing them to the hospital, telling them whom to contact upon arrival, even helping them find nearby lodging, if necessary.

“Here’s my card. Give me a call, and I’ll be able to tell you what’s going on with your family member.”

There was a tremendous amount of follow-up of each case brought in by air, reams of paperwork to be processed. For instance, in the case of the truck driver, Mr. P., severe social problems existed for his wife. When Cindy stopped by the ICU after coming in from another mission, Mrs. P. was in the waiting area with her seven children, six of whom were under the age of twelve.

They were obviously indigent; they had no diapers, no shoes. They had run out of milk at home. The wife was a humble, passive person, unlikely to seek assistance. She felt totally isolated, paralyzed in her concern for her husband. They had only recently moved from the southwest and had no friends or family nearby. Cindy set about making calls to the appropriate social agencies, explaining to Mrs. P. the bureaucratic process and means of circumventing snags.

Another priority component for nurses was the maintenance of proficiency. Flight nurses practice “extended skills,” which need to be kept up. Performing procedures such as intubating patients, inserting femoral artery lines, or performing surgical cricothyrotomies when the upper airway is obstructed are not uncommon in fieldwork.

Another task, rarely formalized, was learning to cope with the work and living with all that is witnessed, the situations taken home to sleep with at night, and the powerlessness known to every nurse of being caught in between.…

The call was for a six-month-old boy. Cardiac arrest in the home. No one knew why. He had been sitting on the porch, propped up in his child seat, drinking his bottle quietly, nodding toward sleep. He snuggled into the covers as soon as he was laid down. When a family member went to check on him, he was blue, not breathing. They rushed him to the emergency department, where a pediatrician instituted resuscitation. The physician called for the flight team after several minutes of working on the child with virtually no response.

Radio transmission is often at its worst while the aircraft is setting down on the pad. None of the crew picked up that the doctor had decided to discontinue the code. When they walked through the door, he looked startled.

“Oh, God, you’re here! Great, we can go ahead and transfer this kid.”

Cindy and her partner quickly sized up the situation. The child had been in full arrest for an hour. It was hopeless.

“Let’s be blunt, doctor,” Cindy said, taking the physician aside. “This child is dead. There is no hope whatsoever of saving him. You need to call this code and put this situation to rest.”

He wasn’t having any of it. He wanted the child out of his service. Unself-consciously abrupt, he left to inform the family of the transfer. He had someone to dump this tragedy on.

“Cindy, we can’t take this baby,” Pam said. “We’ll be doing CPR in flight all the way.”

“I know, I know.…”

Cindy placed a call to their medical-control physician and related their situation, hoping for reprieve, but knowing the protocol too well.

“Well, now, Cindy, I can’t really discontinue anything over the phone. You know the drill—he’s the one who’s with the patient.…”

“So, then we have to take this major catastrophe and transport it for thirty minutes? That’s what you’re telling me?”

“I’m sorry …”

She felt impotent, infuriated. She felt the fog rolling in. She wanted to turn around and throw up on the floor.

The pilot stood by, waiting, watching while Pam and Cindy began mixing solutions, hanging multiple drips, setting up the transfer gurney, passing instructions to the ER nurses, their flight suits already wringing wet.

“I have never felt so helpless,” he said.

“I know.” Cindy nodded.

“What can I do?”

“You can’t do anything,” Cindy shrugged. “But thanks.”

That was the first conversation between her and her future husband.

As they exited, the hospital staff nurses continuing compressions, bagging the baby, the pediatrician returned, alone.

“Where are the parents?” Cindy demanded.

“They’re back in the waiting room.”

“Well, I want them to come out here.”

“There’s no time,” he said, shooing them along. “Hurry.”

“There’s time!” Cindy insisted.

He tried nudging them through the doors, but she clasped its edge, lodging her hip against the gurney. “Those parents are coming out here.…”

“It’s not even the parents. They’re the grandparents. It’s one of those extended family things. The mother doesn’t even know yet. Nobody knows where she is. She’s just a kid herself, fifteen or sixteen years old. Now, get a move on.”

“I don’t care who they are; they’re family. It’s important that they be with this baby before he’s gone.… If you don’t want the responsibility of pronouncing this death, so be it, but we’re not going until they see this child!”

“All right, all right!” He snapped angrily for one of the staff to bring the family. “Now, will you get this kid on board.”

They moved the child quickly, taking over compressions from the hospital nurses, who offered apologies and wished them good luck. Maneuvering in the tiny space, trying to keep the drips going, Cindy and Pam attached the cardiac leads. The child was secured inside the cabin when the family arrived. They were a couple in their late thirties, clutching each other with that numbed, bewildered look common to the terrified.

“He’s going to look different,” Cindy said, assisting them into the cabin, directing them to the head of the bed. “There are tubes and blood and bandages. But it’s okay to touch him. That’s right, you need to hold your child.…”

Their movements were tentative, fearful of dislodging IV lines. She urged them on, the tension welling, almost palpable in that cramped space, the rotors whipping above.

“Do you see what we’re doing here? Every once in a while, I have to externally provide compressions for the heart.… I have to be very honest with you that I don’t think your baby is going to make it. You must understand we are doing all …”

The woman drew in an astonished breath. She spoke slowly, as if trying to recall a dream, beginning with a phrase known to all nurses: “But the doctor said you were going to save his life!”

“Well,” Cindy stammered, stunned. “It’s just not a case of it being in our hands right now. It’s much more grave a situ—”

“Yes,” her husband nodded. “He said you would take him to the university hospital, and they would put a pacemaker in.”

Cindy was doubly stunned, astonished at the scope of the lie, unable to respond. She tried to speak but felt sickened. There was not a hospital within hundreds of miles where such an experimental procedure would be attempted on a child of this age, even under optimal conditions.

She looked them in the eyes, shaking her head sadly. The couple was so wracked with emotion that they fell to the floor. She helped them up, trembling herself, knowing the child would not be alive when they next saw him, imagining their tortured drive to the hospital, seeing them walk through the corridors, having to wait for the elevator to take them to the pediatric ICU, nursing their secret hopes, only to see his sweet dead body.

Cindy stood amid the fracas, choking on raw rage and revulsion, looking past the couple to the pediatrician with an expression that said, I wish I had an Uzi right now, mister, because I would torment you with it.

It took some time, but she guided them beneath the tubing and wires to where they could pick him up.

“You need to kiss your child good-bye.”

The helicopter lurched with lift-off, its single engine straining upward at an angle. The couple remained statue-still, clutching each other, faces upturned, growing smaller as the helicopter rose. It was like the descriptions of after-death experiences, the soul rising away from the body.

Both she and Pam knew it was an exercise in futility, an insult to whatever life may have remained. They held their own tears in by focusing on the task at hand: bagging, compressing, checking lines—the ABCs of emergency intervention: Airway, Breathing, Circulation. The loss of a child is the ultimate loss. More than any other experience, it encourages that nagging question: What if …? So they kept at it, unrelenting, working balls-to-the-walls as muscles grew to ache and the sweat ran down their flesh.

Full-scale resuscitation followed landing, without results. Cindy’s supervising physician, whom she’d spoken with on the phone, approached and patted them on the back.

“Boy, that was really a heroic run.”

“Doctor,” Cindy ice-eyed him, motioning toward the door. “We need to go outside.”


“We went under the canopy outside while I laid that man wide open. I said, ‘You have no idea, as a nursing professional, what you just put me through.… There was no reason that had to happen!’ I went on and on, all the frustration and rage and pity just gushing out of me. I saw those people and how they wept. That would be my memory. After it’s all done and over and everything’s gone, you’re the person who’s left with that, and the memory of that child.

“That affected me very deeply.

“It was a situation that just burned me out. It burned me that other forces can manipulate you. It’s all a part of that political thing between doctors and nurses. So often it boils down to raw power.

“Now, when I give my lectures, I tell that story and talk about how important it is to take that thirty seconds or a minute, whatever it takes to let these family members see that person.… That, and, ‘Don’t lie to people. That’s the most important thing. You are doing no one any service by lying to them.’

“That’s true for nurses at the bedside, in an ER, or in the field. We’re the ones who are with patients, who care about that person’s emotional needs.”



Cindy was in fieldwork for two years before feeling she needed a break. She could see why the military rotate flight nurses out after that amount of time. After two years, she had seen so much hurt and pain that she stopped seeing the successes. The fifty-five-hour weeks began feeling exactly like that. The difficulty of managing a personal life between shift work, sick-out coverage, and late days off the clock started gnawing her concentration.

She started looking critically at her career. There is steady pressure within the profession for nurses to attain a bachelor’s degree. She had been enrolled in classes the entire time in North Carolina but missed more than she completed; when it’s 7:00 P.M. and you should be punching out to go to a class at eight, but are off in East Jerusalem on an OTR, it makes for a tight fit.


“I found myself asking, ‘Am I the only one seeing the bad things?’ The glory had faded. It was a period of just hard, kick-ass work. You find yourself out in some Screaming Beaver in the middle of the night responding to a 1050 PI [multiple extremity amputation], turning 02 cylinders, and your hands are so frosted that your fingers won’t grip. Or you find yourself cleaning up the helicopter after a patient has puked in it, because people puke in helicopters just like they puke on the ground and in ambulances.… And I mean, who else is gonna do it?

“You find yourself getting angry over some minor thing like not being able to grow nails because you know they’ll break off while lugging equipment around. You start thinking defensively—where will I be in ten years?

“Do you really want to be jumping out of helicopters when you’re fifty, Cindy?

“On the other hand, you have all this autonomy and independence that you know they’d never let you exercise if you returned to hospital-staff nursing. Once you’ve become so autonomous, once you’ve been out on the road and taken charge and sharpened your assessment skills to that degree, how do you go back?”



Personal considerations ultimately decided for her. The pilot she’d been dating called one evening to tell her that the corporate office was transferring him to Montgomery, Alabama. He wanted her to come along. They decided to marry. Around the same time another nurse, Mary Jo, with whom she had started out on the team and who was eight months pregnant, finally decided it was time for maternity leave. The signs seemed right for a change.


“A week after I left, the helicopter crashed, killing everyone aboard, including Pam, my ex-roommate and flight partner. There was a fire on
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