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INTRODUCTION

Some people choose to work nights. Sometimes, the night chooses people. That’s what I think happened to me. On a spring night back in 1982, two years before I joined the staff at Mount Sinai Hospital, I was moonlighting in the ER of a community hospital in the heart of one of Toronto’s ethnic neighbourhoods. A maintenance worker at the hospital, a man in his early sixties, checked into the ER, complaining of pain in his belly and nausea.

“I think maybe I got some food poisoning,” he told one of the ER nurses. She mentioned it to me, and for some reason my radar went on alert. Though I was inexperienced back then, one thing I knew was that some patients greatly downplay their symptoms. This man was of Eastern European extraction and quite macho in a quiet way, the type who would be embarrassed to admit he was feeling too unwell to do his job. If he had spoken to a nurse about feeling a little ill, there was a good chance his true symptoms were far more serious.

When I examined him, he said he had eaten a chicken salad sandwich and all he really needed to do was throw it up. “Help me puke it, okay? Then I get back to work,” he said. He gave me a quick smile that suggested there was no need to fuss over him. My gut, however, said otherwise. I don’t know why, but a little voice—I tend to have this inner dialogue with myself when I assess patients—said this man was in imminent danger.

I took his history and learned he had high blood pressure, diabetes and high cholesterol. Then I ran my hand over his belly. When doctors press the abdomen for tenderness, we’re checking to see if you have signs of a surgical condition like appendicitis. That night, for reasons that escape me still, I put my right hand on the maintenance worker’s abdomen and slid it toward his belly button, expecting to feel something deadly. And that is exactly what I found.

Inside his abdomen, right in the middle, was a pulsating bulge; it felt like a tire that was about to explode, and it measured nine centimetres across. He had an aneurysm in the aorta, the major blood vessel that comes off the left ventricle of the heart and feeds the vital organs. I reckoned the aneurysm was at the level of his navel, at or below the renal arteries that feed the kidneys. At more than three centimetres in diameter, an abdominal aorta is enlarged. At five centimetres you operate. At nine you panic. If it had burst at home or while he was working he would have bled to death.

I needed to get a surgeon to operate on the man immediately and went to the nearest phone to see who was on call. As I did I passed by the nurse who had first told me to check the man out. “Food poisoning, right?” she said. I tried to resist a gloating expression. “Try abdominal aortic aneurysm,” I said. “Oh my God!” she replied.

It was just after five in the morning. Could I get the on-call surgeon to come to the ER right away? I was still new to the job and had no sense of how he would respond. I was about ten seconds into my description of the problem when he said, “Wait. Let me guess. You think the patient has an aortic aneurysm.” I was dumbfounded that he had guessed so quickly—and grateful that he was in sync with me. “We better get a vascular surgeon there right away.”

He himself roused the vascular surgeon at home. By 6:15 the surgeon had arrived and was ready to get into action. I’ll never forget waiting to see if I’d wasted my surgical colleague’s time while they examined the man’s belly. After they were finished, one of them turned to me and winked his approval. That’s about as high praise as you get in emergency medicine.

When the surgical team was ready to operate on the man, they asked if I’d like to scrub in, meaning assist in the procedure. It was a sign of respect, an acknowledgement that I had acted professionally in a way they appreciated. I eagerly accepted the invitation.

The surgeons filled me in on what had happened before I arrived in the operating room. The minute they opened the man up the aneurysm exploded. This often happens when the aorta is weak and the air pressure inside the belly cavity equalizes with that of the operating room. Fortunately, the team was expecting it; coolly, the vascular surgeon clamped the aneurysm and spent the next two hours sewing in a graft made of Dacron. After surgery, the patient was transferred to the ICU. He went home healthy ten days later.

As I left the ER that morning, I was exhausted, high on adrenaline and in awe. Had I agreed with the nurse’s first impression of food poisoning, I would probably have advised the man to drink some clear fluids and to ease off the chicken. And I’d have sent him home to a certain death. Something both mysterious and wonderful had stopped me.

This story captures many of the critical challenges I’ve faced working nights in the ER. Like the cop, the paramedic or the firefighter, I have the job of providing an essential service while you sleep. When you’ve worked at emergency medicine as long as I have, you learn to assume that people don’t leave a nice, warm bed at night to come to the ER unless they have, or think they have, a life-threatening problem. It’s my job to figure out what that is. Unlike your family doctor, who has known you for years, you and I have just met. I have to learn to size you up pretty quickly.

Sometimes, as was the case with the maintenance man, I may have to ignore an incorrect first impression formed by a nurse or a paramedic. To make the right diagnosis, I may have to dismiss the smell of alcohol on a patient’s breath or the stench of vomit on his pyjamas. Often, I have to look past a homeless person’s dishevelled appearance, or the whininess of an anxious patient’s voice.

Every patient is suffering some degree of pain, either real or imagined, and ER physicians encounter both. Every patient is afraid of something: death or a life-changing disease or an inconvenient period of recuperation from a minor ailment. When they first come in their fear is usually of the unknown. “What’s wrong with me, doctor?” is a typical question, even if it’s not spoken out loud. But it’s in their eyes; it hovers in the air as I take down their medical histories. Some ask an even tougher question: “Am I going to die?” They want answers and sometimes I have them, even if they’re not the answers they want or pray to hear.

But sometimes I don’t know what’s wrong. Or the answers I offer are incorrect. But to survive as an ER doctor, I have to be right far, far more often than not. And I have to be right on the run, spending as little time with patients as necessary. It’s not because I don’t want to take longer but because I don’t have that luxury: there’s a waiting room full of patients. I try to work as quickly as I can on little or no sleep—a fact of life for an ER doctor.

And even when ER doctors manage to arrive at the right diagnosis, we often run into other challenges. The hospital functions with reduced staff at night. Unless a patient needs emergency surgery, the ordinarily bustling operating room is closed. So is the X-ray department. If needs be, I can obtain simple x-rays and even a CT scan of the head or a CT scan for kidney stones. However, If I want to order a CT scan of a patient’s belly or chest, I have to page the radiologist on call and convince her that the scan can’t wait until morning. If I feel a patient needs an emergency operation, I have to convince a sleepy surgeon to get out of bed and come to the hospital. I’d better be right, or the surgeon soon learns to doubt my pleas for help.

By sounding the alarm on the maintenance worker, I saved his life. I was twenty-six and this was my first taste of having saved a person seemingly earmarked for death. I didn’t know it then, but that was the beginning of a lifelong career.

When rookies get a coveted spot on the duty roster of a hospital emergency department, they can expect to work mainly nights. In part it’s a hazing ritual. I’ve heard many a mentor tell a resident: “I suffered through nights, and so can you.” Giving nights to the young ‘uns reveals another telling fact. As we get older, many of us find it hard, if not impossible, to stay alert and sharp when the sun is long gone.

When I was a newbie, back in 1982, I became the midnight man at York Central Hospital in Richmond Hill, Ontario, a bedroom community just north of Toronto. For several years, I worked ten or twelve night shifts a month, usually from 11:30 p.m. until 7:30 a.m. Back then I expected I’d pay my dues and gradually earn my way onto shifts that were more physiologically agreeable.

A funny thing happened along my journey to a decent work schedule. I realized I love working nights. During the daytime, I was distracted by all manner of unsolicited phone calls, which the ward secretaries were only too delighted to refer to me. Usually the calls came from doctors who wanted to send a patient to the ER. At night, calls like that almost never happen.

I also love the kinds of patients who inhabit the ER when the sun goes down. Many are anxious, some desperate, some crazy, and a few face imminent death. It’s not easy to deal constantly with people in need. A family doctor encounters a wide range of cases on a daily basis, from someone with a life-threatening illness to a regular, friendly patient who just needs a prescription renewed. There’s an ebb and flow of crisis and calm in the family doctor’s office. Not so in the ER. The only people we encounter who don’t have a genuine medical emergency have something else wrong with them, usually a mental issue or an addiction problem, and they can be as difficult to treat, if not more so, than those with a broken arm or a gnawing pain in their stomach.

There’s another reason why I love working nights. It gives me plenty of time to nurture my career in medical journalism. Since the early 1980s, I’ve been both an ER physician at Mount Sinai Hospital in downtown Toronto and a medical journalist. During my dual career, I’ve made it my mission to demystify the world of medicine. My work for CBC Radio led to a career on CBC Television, first as a correspondent on The Health Show, a half-hour current affairs TV series, and later on The National as its health reporter.

Along the way, I began to take note of the things doctors, nurses and other health professionals would say to each other in hospital corridors and medical lounges—beyond the earshot of patients and members of the public. I was determined to reveal the culture of medicine and what doctors, nurses and other health professionals think and feel about patients and the system. I discovered that an important purpose of my professional life was not just to help people who needed medical care. I also wanted to treat the medical system itself, to expose the way it really is, with all its strengths, weaknesses and pretensions. As I once said to a colleague, “I’m on a mission to take the hypocritical stick out of medicine’s ass. To do a ‘stickec-to my,’ if I can coin a word.”

That goal would be ultimately realized in 2007 with the creation of White Coat, Black Art, a CBC Radio series that reveals the inner thoughts and stories of people who work inside the health-care system. That’s when I thought of turning my experiences working nights in the ER into a book.

The Night Shift: Real Life in the Heart of the ER is a book about my career and about the patients I’ve seen while working nights at Mount Sinai Hospital’s ER and elsewhere. Its aim is to show what takes place on the other side of the ER doors, both real and figurative, that separate the patients from the medical staff. It’s also about my approach to medicine, which has been influenced by my other career as a freelance medical journalist. I have practised both these demanding careers for nearly the same length of time.

The night shift I describe in this book is a composite of my experiences with some of the most memorable patients I’ve seen and treated over the years during night shifts at Mount Sinai and elsewhere. The ER at Mount Sinai is often hectic, but we don’t see a lot of gore and mayhem on most nights. For this reason, freelance journalist Sam Solomon and I interviewed colleagues in emergency medicine from across Canada with stories to tell. With the CBC’s permission, I also used interviews conducted by me for White Coat, Black Art to round out the content of the book.

I’m bound by my oath as a physician to protect patient confidentiality. I’m also bound by my compulsion to tell you what really goes on in the ER. Telling meaningful stories without violating my professional obligation takes some doing. The patients I’ve written about in this book are based on real people. However, I have changed their names and personal identifying information so as to protect confidentiality.

I’ve written this book for you. If you wake up in the middle of the night with gripping chest pain or a searing kidney stone, or if you fall out of bed and break your hip, probably your first hope is that the problem will just go away. When you realize that’s wishful thinking, chances are you’ll go by car or ambulance to your nearest hospital emergency department.

The statistics on ER visits are astonishing. A 2007 study found that each year nearly forty out of every one hundred North Americans visit an ER for treatment. That means sooner or later most of you are going to need the services of someone like me. Many of you will wonder just what is going on behind the ER’s swinging doors, and whether your trust in the medical personnel who work there is well placed. I want to take you inside the ER, as I know it, and show you how it really operates. In doing so, I hope to demystify my profession and make your encounters in the ER more understandable and easier to handle.

At times throughout the book, I describe tests that I ordered and treatments that I either prescribed or administered. This book has been written for entertainment purposes only. It should not be taken as medical advice. For that, see your doctor.





CHAPTER ONE
A BREATH OF LIFE

   FRIDAY, 9:15 P.M.



I broke into a jog on my way to the subway stop near my home in north Toronto and bolted down the steps two by two, frantic I might not make it to the hospital on time. I hate being late for a night shift. I can’t bear to see the scowl on the face of a colleague who’s been working his ass off all evening but can’t leave until I arrive. Call me neurotic. Never the truant as a schoolchild (although I often fantasized about it), I’ve always fretted about being on time. I’m consistent, though. I also hate it when a colleague comes in late to relieve me.

Adding to my stress was a general anxiety that always arises just prior to a shift. Although I’ve been doing emergency medicine for more than twenty-five years I still get butterflies before starting work. One reason is that, despite my extensive experience, there are things I don’t know and procedures I can’t do as well as some of my colleagues. Few doctors will admit this, but I’m not afraid of telling the truth.

When my train pulled into the station I began to relax. The trip south to Mount Sinai Hospital wouldn’t take long. Or so I thought. As we neared my final stop, the train shrieked to a halt. An announcement over the intercom said there was an emergency at another location, causing a “slight delay.” My blood pressure rose. I cursed the wait. I hate not being in control. Thankfully, ten long minutes later, the train started inching toward my destination.

I bolted up the subway steps into the night air. I wanted to rush into the hospital, but I made a pit stop at Tim Hortons to buy a big box of Timbits for the nurses and a large coffee for me. The coffee was to keep me awake; the Timbits were for the nurses, who would remember to let me know if and when my patients were getting sicker and especially if they were about to have a cardiac arrest.

I rushed past the security desk at the Murray Street entrance to Mount Sinai, and down the steps and along a corridor to the emergency physicians’ office. I changed into greens and grabbed my stethoscope. I popped a couple of modafinil pills (a medication used by many shift workers to help them stay awake) and downed them with coffee. When you’re a fifty-something ER doc, you need every edge to stay awake and sharp.

I uttered the silent prayer to my patients I’d been saying since the first day I started practising emergency medicine: “Please don’t come too late, and for goodness’ sake, don’t come too early.” Timing is everything in medicine. If you come too late, I can’t save you. And if you come too early, I probably won’t recognize what’s wrong with you because the symptoms will be too subtle.

Then, just before I started my shift, I murmured the silent prayer that I dared not say aloud: “Please don’t let me screw up.”

On my way into the ER, I stepped into the waiting room to see how busy it was. It’s a small room—thirty-seven chairs crammed into an area eleven by twelve feet. Patients, along with family and friends, occupied three-quarters of the chairs. A television set mounted in a corner of the waiting room near the outside entrance faced in toward the nurses. The seat arrangement meant that half the patients and visitors couldn’t see it unless they craned their necks.

I stood just outside the swinging double doors that separated the waiting room from the ER. To my right, a nurse at the triage desk was taking a patient’s blood pressure. A lineup of patients waited to register. Directly in front of me, two ambulance stretchers flanked by a crew of paramedics each bore a patient. Four more patients on ambulance stretchers formed a line that snaked along an adjoining hallway. It was going to be a very busy night.




   10:00 P.M.



“Doctor Goldman, go to Resus, stat,” the voice of a ward secretary blared on the intercom.

A seventy-two-year-old woman I’ll call Sophia was having an epileptic seizure. Her arms and legs were jerking rhythmically and a trace of white froth had formed in her mouth. Her eyes were open and glassy and staring straight ahead. When a nurse called out to her, she didn’t answer.

“She’s got lung cancer and she’s receiving chemo,” one of the two paramedics who brought her in told me.

“Does she have a history of seizures?”

“Not that we know of,” he answered as the two men transferred her from their stretcher to one of ours.

“How long has she been seizuring?”

“About two minutes,” he said.

An epileptic seizure is a transient event caused by excessive or synchronous activity of the brain. Epilepsy generally means you’re born with the tendency to have seizures. Other causes include scarring in the brain associated with oxygen deprivation around birth, a history of meningitis or a stroke. Another common cause is a brain tumour. Sophia’s lung cancer made me fear that the disease had spread to her brain, an ominous, life-threatening development. But theorizing as to the cause would have to wait. I had to stop the seizure now. The longer it went on, the greater the risk of brain damage from lack of oxygen.

“Give her ten milligrams of diazepam,” I ordered.

A nurse drew up the sedative—one of the fastest-acting drugs we have at our disposal to stop a seizure—in a syringe and injected it. Within a minute, the seizure stopped. My patient started to rouse herself. Sophia’s son walked in just as the seizure ended.

“I’m Dr. Goldman, and I’ve been looking after your mother. Does she have a history of seizures?”

“No,” he said. “Only the cancer.”

I explained that the cancer had likely spread to his mother’s brain. For now, we’d stopped the seizure with diazepam. I ordered an intravenous drip of a second drug, called phenytoin, to help prevent the seizures from coming back. I told him we’d keep an eye on Sophia in the resuscitation room.

“Let’s get a CT scan of the head,” I said to the nurse, hoping silently that there wouldn’t be any cancer in the brain.

This was not the nice, easy start to my shift that I had been hoping for.

As an ER physician, my first duty is to my patients. If you have a cut, a sprain or a broken bone, it’s my job to patch you up and send you on your way. If you have a life-threatening illness, it’s my job to keep you alive until I or someone else figures out what’s wrong with you. If you want to kill yourself, it’s my job to try and stop you.

My second duty is to the system. Crudely put, my job is to “move the meat.” That means you. Pushing roughly 47,000 patients a year through the ER takes determination, efficiency, guile and some luck. Mount Sinai Hospital has 472 beds that are more than 90 percent occupied most of the time. Finding an available bed is a constant challenge. For every patient upstairs that doctors can’t discharge, there’s a patient downstairs in the ER who can’t be moved upstairs, and a patient in the waiting room who can’t be brought in.

I can see only one patient at a time, but there’s nothing to stop countless patients from coming ensemble, as it were, or paramedics from bringing in a half-dozen sick people on stretchers in half an hour. We call that getting “slammed,” or inundated. “The bus just pulled up,” a triage nurse once sighed as she scanned a lineup of incoming patients that stretched from the registration area to the ER entrance. It’s one of my favourite expressions.

We’re trying to practise safe and effective emergency medicine while battling the clock. In 2001, the American Academy of Emergency Medicine released a position statement that doctors should not have to see more than 2.5 patients per hour. A report by Dr. Leslie Zun, an ER doctor in Chicago, found that various guidelines have ER physicians seeing anywhere between 1.8 and five patients per hour.

When I start an average night shift, I’m at my most efficient; I can see three to five patients per hour. Helping me do this on any given night are between ten and twelve nurses (including the ones at triage), at least one resident and maybe a medical student. I love the excitement of caring for patients like Sophia. But when someone as sick as she arrives in the resuscitation room, I have to drop everything else to tend to her, so the assembly line grinds to a halt. And even if I manage to maintain a frenetic pace, I won’t be able to complete my interaction with each and every patient the first time I see them. It often takes several hours or more before the tests and X-rays or CT scans come back so that I’m able to send patients home or refer them for admission to the hospital. Invariably, as the night progresses, I have to continually reassess existing patients at the same time as I see new ones. By 4:00 or 5:00 a.m., I’m only able to handle about two new patients an hour.

Another factor that slows down an ER doctor is the frequent interruptions we have to deal with. Everyone in the ER, be it a nurse, a patient, a family member or a resident, thinks they can begin chatting with us anytime, anyplace. I’ve had residents walk in to tell me about their patient as I’m doing a pelvic exam on mine.

ER physician Carey Chisholm, of the Indiana University School of Medicine and the Emergency Medicine and Trauma Center at Methodist Hospital in Indianapolis, studied interruptions during the course of a typical emergency shift. He found that, on average, ER physicians were interrupted fifty-two times. In twenty-one of those instances, the interruption was so extreme it forced the ER docs to stop whatever they were doing and start something else.

In aviation, it’s well known that pilot interruptions result in serious and sometimes fatal mistakes, so the industry tries to keep interruptions to a minimum. Not so in the ER. You can be trying to save a life, and a nurse will ask you for a verbal order for Tylenol. When you have the nerve to say you’re too busy, some give you a look suggesting you’re having a temper tantrum.

Noise is also an impediment to ER work. The ER at Mount Sinai gives off a constant barrage of mechanical alarms. The alarm that patients activate at the bedside is a two-note job with a long pause. The notes are the same as the first two in the classic rock ballad “Feelings,” written by Louis “Loulou” Gasté and recorded in 1975 by Morris Albert. Every time I hear that alarm, my mind immediately begins to play the song. I can’t help it.

Add to that the screams of people in pain, the delusionary wails of psychotic patients, and the constant chanting of those with Alzheimer’s and other forms of dementia and you have to wonder how doctors manage to pay the attention we do.

It wasn’t always this way. In 1923, the hospital opened as a thirty-three-bed maternity and convalescent facility. In 1953, the new Mount Sinai Hospital opened on University Avenue, across the street from Toronto’s famed Hospital for Sick Children. In 1973, the hospital moved to its present location one door north. Today, Mount Sinai is a state-of-the-art facility that teaches medical students and residents, boasts a world-ranked research institute and cares for a growing community of complex patients. I know, because we end up seeing a lot of them in the ER.

When I started working at Mount Sinai in 1984, I saw between eight and twelve patients per shift (out of the seventy or so who passed through the swinging doors each day). Those times are long gone. Population growth plus the closure of several hospitals in the immediate vicinity mean volume has gone way up. Today, Mount Sinai’s Schwartz-Reisman Emergency Centre sees 120 to 130 ER patients a day—about 47,000 a year and climbing. On some days, we see more than 160 patients. On a typical Friday night, I treat about thirty to forty patients before I hand off to the physician working the day shift that begins at 7 a.m.

It’s not just the volume that’s changed. It’s what we call the acuity—how sick patients are. There was a time when we predominantly saw patients with heart attack or pneumonia or ulcers. Now, a typical Mount Sinai patient might have diabetes, high blood pressure, heart trouble, kidney failure or cancer. Advances such as angioplasty and better chemotherapy are a mixed blessing. Patients live much longer. When I began my career, ninety something patients were a novelty; now they’re commonplace.

The sliding doors between the waiting room and the ER “may as well be doors into another universe,” says Dr. Wayne Pezzi, author of several medical books. Pezzi practised emergency medicine for more than ten years in the United States. An ER, he says, is not the glamorous or endlessly exciting trauma-filled world some TV shows make it out to be, although there are moments when that description fits.

“When people think of the ER, they think of blood and guts,” says Pezzi. “They should also think of feces, urine, vomit, pus from disgusting places, unmentionable pelvic discharges, temper tantrums, endless profanity, threats, assorted verbal abuse, and the occasional punch now and then. In fact, much of what [ER doctors] do, and must put up with, is the antithesis of glamour. It can be downright disgusting, such as when an ER doctor is disimpacting a patient [my translation: removing hard stool from the rectum].”

Unlike on TV, there’s no endless stream of swinging doors being madly flung open to let a gurney through, a team of medical professionals running alongside doing everything possible to save the life of a patient facing impending death. That’s especially true at Mount Sinai, which does not handle gunshot or car accident victims except in rare circumstances. These cases are typically directed to other hospitals in the city specializing in those kinds of trauma.

That doesn’t mean the cases at Mount Sinai are not dramatic in their own way. We treat everything from cardiac arrest to unknown rashes. A few patients are at risk of dying, but most are not. All consider their problem serious to some extent, otherwise they wouldn’t have come to the hospital, where they sometimes face long and tedious hours in the waiting room.

I became an emergency physician almost by accident. In medical school, I developed an interest in neurology, the specialty that deals with strokes and other disorders of the brain. I was so taken with the field that, in my fourth year, I made what I now regard as an impulsive decision to become a child neurologist. I was accepted for an internship at the Hospital for Sick Children in Toronto. In 1979, my final year of medical school, I did a two-month rotation in neurology at Johns Hopkins Hospital in Baltimore. At the time, Johns Hopkins had a world-famous residency program in neurology. The purpose of my stint there was to catch the eye of potential mentors.

During the rotation, I started to doubt my career choice. It didn’t help that I was lonely and homesick. On a critical day of my rotation, when I was scheduled to present a talk, I slept in and missed my chance to impress my higher-ups.

I returned to Toronto in crisis. It took me years to realize that a guardian angel had saved me that morning. Neurology, I now know, would have been a dead-end choice for me. Oh, I could have and would have done it well. But something creative was stirring inside my soul that would not become clear for a few years. Sleeping in saved me from years of professional and personal regret.

Still, I had applied for and been accepted as a first-year resident at the Hospital for Sick Children, in what would have been my first year of training toward becoming a child neurologist. I couldn’t back out. I completed the year and transferred to what was then known as Sunnybrook Health Sciences Centre, where I did a residency year in internal medicine.

By then, I knew that I wanted to write. I had attempted to write a novel, but was unable to finish it. In July 1981, I wrote an article that was published in the science section of the Globe and Mail. That one success convinced me I wanted to explore my interest in writing. That’s when a career in emergency medicine began to beckon. I knew fellow residents who earned extra money moonlighting in local ERs. I decided to give it a try, and soon found that emergency medicine was stimulating and intellectually satisfying. Best of all, it was part-time work that left me plenty of time to write and to work in broadcasting.

Not long after I began my career as an emergency room doctor on July 1, 1982, I took part in my first cardiac arrest as a staff emergentologist. I was working night shifts at Northwestern General Hospital, located in a working-class part of Toronto.

As often happens in a workplace that deals with constant stress, such as law enforcement, journalism and medicine, seasoned staff watch (and test) the rookies to see if they can handle themselves under pressure and to determine whether they have a sense of humour. Veteran nurses and paramedics tend to be the toughest adjudicators of young doctors. They’ve had to deal with too many self-important recent graduates who didn’t respect the vast knowledge and experience of existing staff.

One evening a male patient was brought in following a heart attack. He had been without a heart rhythm for at least ten minutes, perhaps longer. Although everyone knew he was dead, the cardiac arrest team had to try to resuscitate him nevertheless, just in case a miracle occurred. During my residency I had taken the advanced cardiac life support course, and this was an opportunity to put theory into practice. As leader of the arrest team, my role that night was to figure out why my patient’s heart had stopped and how to put things right, if possible. Adhesive electrodes attached to the patient’s chest told me he was in asystole: no heart rhythm and little chance of bringing him back to life.

In desperation, I charged the defibrillator and prepared to give my patient an electrical jolt of 300 joules to the heart. I put gel on the defibrillator pads and pressed them against the patient’s chest, one on the right side of the breastbone and the other over the patient’s left nipple. I yelled “clear,” the signal for everyone in contact with the patient’s stretcher to step away so they don’t get an electrical shock. Following that cautionary check, I pressed the button on the defibrillator and was greeted with a brief puff of smoke and the acrid smell of singed flesh. Inadvertently, I had allowed one of the electrodes on a paddle to just catch the edge of an electrocardiograph lead, which was applied to the chest on a strip of adhesive paper. To my horror, the paper had briefly ignited.

A grizzled nurse, who looked as if she had smoked a pack or two of cigarettes a day during her decades on the job, peered at me over her bifocals and shook her head ever so slightly. “Well, if he wasn’t dead before, he is now,” she said, which broke everyone up. I laughed along, but I felt mortified. It was a humbling experience, and one that I’m glad took place early in my career.

Ours is a profession where mistakes can kill—not in this case, I’m happy to say; there was nothing we could have done to save this unfortunate man—and that enormous responsibility is not easy to deal with. Some doctors find it hard to admit they are human and capable of error. Some find it equally difficult to see the parts of the system that don’t work well or that need improvement. If they did admit these shortfalls, they might have to question aspects of their job they’d prefer not to acknowledge or examine.

The dark-humoured nurse took me down a peg or two that day. I don’t know if I needed that initiation, as I’ve always been harder on myself than anyone else could ever be. But it didn’t hurt to go through it. It has remained a vivid memory of my potential to make a significant mistake and of the need to react with humanity—in this case, with humour and humility—when I cause something to go wrong.

I couldn’t really enjoy the nurse’s humour because I was terrified of freezing in a life-or-death situation, such as when you have to intubate a patient—pass a breathing tube down the patient’s airway. We do this when a person’s lungs are so damaged or filled with fluid that she can’t breathe in enough oxygen to survive without a ventilator. We also do it when a patient’s level of consciousness is so depressed by anything from a head injury to alcohol or drugs that he can’t keep food or vomit from flowing up the esophagus and pouring into the lungs, a condition called aspiration. An aspirating patient can suffer a respiratory arrest right then and there, or she can die several days later of aspiration pneumonia and shock.

When I was a clinical clerk at Sunnybrook Health Sciences Centre in 1979, I had a two-week rotation in anaesthesia. That meant I had fourteen days to learn how to intubate a patient—to shove an endotracheal tube down past the vocal cords and into the trachea or windpipe. What could be simpler?

You stand behind the patient’s head with the person lying face up on a stretcher and you insert an instrument called a laryngoscope into the patient’s mouth. A laryngoscope is basically a six-inch handle with a retractable blade that’s curved into the shape of a tongue. Without this instrument, you can’t see the vocal cords; without seeing them, there’s nothing to stop you from inserting the endotracheal tube into the patient’s esophagus. If you do that, you’ll kill the patient.

To intubate a patient, you’re supposed to insert the blade over the tongue and use a groove or bracket at the side of the blade to push the tongue out of the way. If you can do that, you’re supposed to inch the blade down the patient’s throat or pharynx until you see the epiglottis, a big flap of skin located at the root of the tongue. The epiglottis keeps food headed toward your stomach from going down the trachea and into the lungs. If you’re successful at reaching the epiglottis, you’re supposed to insert the tip of the curved laryngoscope blade into a space between the root of the tongue and the epiglottis called the vallecula. If you’re able to do this, you use the handle of the laryngoscope to lift the epiglottis up and out of the way (sometimes you have to lift up the patient’s head). And presto, you finally see the vocal cords—the destination for the endotracheal tube.

Sounds fairly easy, no? Not so fast. If the tongue is big and floppy, it often gets in the way. Even if you can get the tongue out of the way, the epiglottis might hide the vocal cords. If the tip of the laryngoscope blade isn’t quite in the vallecula, you can try lifting the epiglottis out of the way all day long and the vocal cords won’t pop into view. No cords means blind intubation. As I mentioned, a blindly inserted endotracheal tube often goes into the esophagus.

You learn by practising first on a mannequin. Then you practise under supervision in the operating room on live human beings. That’s when you discover that almost everyone is shaped differently from the mannequin. You discover that obese people, especially the ones with fat necks, are a lot more difficult to intubate. You find out that older people with arthritis are also tough because you can’t move their necks into a good position.

Unfortunately, during my two-week rotation in anaesthesia back in med school, my “mentor” was a burned-out man in late middle age. The first morning of my rotation he left me alone with a patient during an operation well underway. “I’m going now to prepare my lunch,” he said. He held up a couple of half-filled syringes. “If the patient’s blood pressure goes up, give him an inch of this. If he bucks, give him an inch of that.” He then walked out of the operating room before I could ask a question.

This was the guy who was supposed to teach me how to intubate. When I had trouble getting big fat tongues out of the way, he laughed. When I had trouble locating the vocal cords, he said I lacked the brute strength to lift the head out of the way. This was years before I saw all kinds of petite women do it. How was I to know that proper positioning, not brute strength, was the secret of successful intubation?

No matter how many times I tried, I couldn’t intubate. I was starting to get frustrated. So was my so-called mentor. On the last day of my rotation, he was determined that I master the technique.

He anaesthetized and paralyzed the patient and handed me the laryngoscope blade. I worked hard to get the tongue out of the way until I was finally able to get the blade past the tongue. For the first time, I could see the epiglottis. But I couldn’t see the vocal cords. I struggled for what seemed like another minute. The patient started to show signs of respiratory distress and was moments away from suffering cardiac arrest. The anaesthetist took the laryngoscope away from me, pulled it out, and began to ventilate the patient manually with an Ambu bag, a handheld device used to ventilate a patient until you can get a ventilator set up. The patient stabilized. I breathed deeply.

The anaesthetist handed the laryngoscope back to me and insisted I try again. This was 1979, and students didn’t refuse their mentors’ requests. I complied. He kept needling me to try harder to lift the head. Still, I couldn’t see the vocal cords. This went on for what seemed like another two minutes—pushing the patient perilously close to a cardiac arrest.

When it was past clear that it was my lesson or the patient’s life, the anaesthetist bowed to the inevitable. In a panic, he shoved me aside and put the tube in himself.

I was traumatized by the experience for years afterward. True, my teacher, a seasoned anaesthetist, was there to take over. So technically, the patient’s life wasn’t in danger. But to an impressionable mind, it felt like that. And it seemed to me that the anaesthetist was more concerned about a “teachable moment.”

I covered up that sense of failure through much of my early and middle career as an emergency physician. From 1984 until 2003, I had a successful career as an ER physician at Mount Sinai while rarely having to intubate a patient. Back then, you didn’t have to. The patients we saw seldom needed it. In those rare instances when intubation was necessary, we enlisted the on-call anaesthetist to do it for us.

My inability to intubate made me feel inadequate as an ER doc. I’m a general practitioner (GP) emergency physician. I got my general licence back in 1982. Back then, you could start a career as an emerg doc simply by working in the ER. Oh, I passed all kinds of examinations in the years ahead. In 1986, I got my Certificate of Special Competence in Emergency Medicine from the College of Family Physicians of Canada. In 1992 I passed the written and oral examinations set by the American Board of Emergency Medicine. Those successes were powerful evidence that I belonged in the club of ER docs.

But I have never done a residency in emergency medicine. As a result, I missed years of training in everything from orthopedics to plastic surgery to intensive care, and, not surprisingly, anaesthesia. My much younger colleagues had learned five different techniques of difficult intubations. They were smart, better educated and a lot slicker at handling a laryngoscope than I was. By 2002, I found myself beginning each shift with a silent prayer that no patient arrive in need of emergency intubation.

Then came the outbreak that changed everything. On November 16, 2002, the first known case of atypical pneumonia occurred in Foshan City, in Guandong Province in China. By February 2003, health officials from Guandong Province reported a total of 305 cases and five deaths from acute respiratory disease. On February 21, 2003, a sixty-four-year-old medical doctor from Zhongshan University in Guandong Province arrived in Hong Kong for a wedding. He checked into the ninth floor of the Metropole Hotel. A day later, the doctor was admitted to the intensive care unit at the Kwong Wah Hospital with respiratory failure. By March 4, 2003, he was dead.

On February 23, 2003, a seventy-eight-year-old woman from Toronto checked out of the Metropole Hotel in Hong Kong for a return flight to Canada. On March 5, the woman died at Toronto’s Scarborough Grace Hospital. Her forty-four-year-old son would be the next Canadian to die. Officials from the World Health Organization labelled the new disease severe acute respiratory syndrome or SARS. It would be some time before scientists at the Michael Smith Genome Sciences Centre in Vancouver, British Columbia, and the National Microbiology Laboratory in Winnipeg, Manitoba, identified the virus that caused the disease. About 8,500 persons worldwide were diagnosed with probable SARS during the epidemic, and there were over 900 deaths. In Canada, there was a total of 438 probable cases and forty-four deaths. There weren’t that many cases, but the death rate was staggering. If you got this infection, you were in for the fight of your life.

I was working a set of nights when Dr. Allison McGeer, who became one of Canada’s leading authorities on SARS, examined the first cluster of seriously ill patients who had been transferred from Scarborough Grace Hospital. “I don’t know what we’re dealing with,” said McGeer. At the time, doctors hadn’t yet identified the virus. I remember asking her if it could be a pandemic strain of influenza.

“Could be,” she said.

Turns out it wasn’t. SARS wasn’t a virus that spread readily from person to person. You had to have prolonged exposure to the cough secretions of an infected patient to be at risk of getting the disease. Health-care workers were especially vulnerable. More than one hundred in Canada contracted SARS. That number included at least one anaesthetist at Mount Sinai and at least one respiratory therapist. Suddenly, during the spring and summer of 2003, it became much more common for ER staff like me to intubate our patients, many of whom arrived with fever and respiratory distress and were suspected of having SARS.

Fortunately, this time I had some great teachers. I have no idea what they thought of me, a doctor in his late forties asking to be taught how to intubate. I approached Dr. Ivor Fleming, an anaesthetist who at the time took care of the duty roster. He paired me up with anaesthetists who patiently taught me the proper technique.

This time, I got it. Slowly but surely, with the help of anaesthetists like Fleming, Gord Urbach and Gordon Fox, I began to feel comfortable with a laryngoscope blade in my hand. More importantly, they taught me newer rescue techniques that can keep a patient alive and well oxygenated until help arrives.

I’ll never forget the first time I did a crash intubation in the ER after my period of retraining. The patient was a thirty-year-old who had become a quadriplegic years earlier in a car accident. He was prone to severe pneumonia, and had required intubation and an admission to the intensive care unit mere months earlier.

One look at the guy told me he was minutes away from having a respiratory arrest. His face was a dusky blue colour, the telltale sign of cyanosis. His breathing was laboured and shallow. He was disoriented from lack of oxygen. I knew this was the moment to intubate him myself. I called for a respiratory therapist to assist me. I prepared to use a technique called rapid sequence intubation, or RSI. Basically, you give the patient oxygen, something to sedate him, something to anaesthetize him and something to paralyze him. All in a five-minute span. Then you intubate.

My heart was pounding as I gave the nurses their orders.

The moment I administered succinylcholine, the paralyzing drug, I experienced that sick, giddy feeling I imagine skydivers get as they stand in the open door of an airplane, waiting to jump with a parachute. Like all skydivers, I always have a backup chute—a surefire technique I can use, in case I can’t intubate, that can keep the patient alive long enough to try a second time, or to call an anaesthetist to take over. But until the paralyzing drug wore off, his life was in my hands.

I held my breath as I waited for my patient to twitch, a muscular reaction called fasciculation that happens the moment before the patient is completely paralyzed. Thirty seconds later, his muscles
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