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Epigraph


To my parents, Ian and Janny; my husband, Kevin; and my kids, James and Sadie, who inspire and encourage me on a daily basis.

—Sara

To my parents, especially my mom, who first showed me what grit truly means—and to my husband, Jordan, who unconditionally loves ALL of me, and our children (Logan, Tristan, Emily, and Lily), who make me a better person and mom every day.

—Amie
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Introduction

We (Really) Need Another Nursing Hero

Let’s play a game. Name as many famous doctors as you can in a minute.

(And no, TV doctors don’t count.)

How many did you come up with—five? ten? fifteen? Maybe some combination of names like Norman Bethune, Wilder Penfield, Sanjay Gupta, Anthony Fauci, Vivek Murthy, Atul Gawande, Theresa Tam, Elizabeth Blackwell, William Osler, Frederick Banting, Henry Morgentaler, Gabor Maté, Brian Goldman, Carolyn Bennett, Roberta Bondar . . .

Not a lot of women, but still—a good start!

Now let’s do the same with nurses.

(. . .)

What’s that? You need more than a minute? No problem! Take your time. We’ll wait.

You only came up with one name, didn’t you.

And that name was Florence Nightingale.


IT’S HARD TO think of any profession that is as completely dominated by a single figure as nursing is by Florence Nightingale. Many of you will know the broad strokes. Born in 1820 to a well-to-do English family in the city for which she was named, Florence Nightingale is considered by many the founder of modern nursing for her work caring for British soldiers in Turkey during the Crimean War (where she earned the nickname “The Lady with the Lamp” for carrying said lamp on her nighttime rounds), where her understanding of hygiene helped control and even reverse outbreaks of typhus, typhoid, and cholera.

For these and her other accomplishments, including the introduction of trained nurses into Britain’s notorious workhouse system, and the use of statistical analysis techniques to reduce mortality rates in hospitals, Nightingale is treated with a reverence verging on adoration. The light coming off that lamp of hers might as well be a halo.

While other historical nursing figures have sparked and faded, the public continues to be reminded of Nightingale’s legacy in myriad ways. Her life has been depicted in films, in books, in television, and on the stage. There’s a Florence Nightingale award, a medal, a society, and a museum (in London, UK), and more statues, schools, and hospitals than you can shake a scalpel at. (There are four hospitals named for her in Istanbul alone.)

In fact, every continent on earth except Antarctica has something named after Florence Nightingale. And surely it’s only a matter of time before Antarctica joins the club.

Nightingale was an avid gardener, so for the 200th anniversary of her birth, in 2020, the world-renowned Chelsea Flower Show deemed it fitting to create a garden in her honour (they named it “The Florence Nightingale Garden: A Celebration of Modern-Day Nursing”). The garden featured Nightingale’s favourite bloom, the foxglove, as well as others found in her “extensive pressed-flower collection such as peonies and ferns, alongside other plants with strong healing properties like rheum (rhubarb), sanguisorba, and valerian, which were used in the nineteenth century and are still used in medicine today.” Several flowers are also named after Nightingale, including a rose and a hibiscus described as “an unusual white flower with a large, deep red eye surrounded by lavender and pink rings.”

Nightingale’s imprint has extended beyond horticulture and medicine into the military realm. The cargo ship USS Florence Nightingale was used to land troops and cargo in North Africa during WWII, while the aircraft known as the C-9A Nightingale was used by the US Airforce for medical evacuation, passenger transportation, and special missions between the late 1960s and early 2000s.

Many nursing graduates in the US still recite some version of the so-called Florence Nightingale pledge, a modified version of the Hippocratic Oath, at pinning ceremonies. The original 1893 text reads:

I solemnly pledge myself before God and in the presence of this assembly, to pass my life in purity and to practice my profession faithfully. I will abstain from whatever is deleterious and mischievous and will not take or knowingly administer any harmful drug. I will do all in my power to maintain and elevate the standard of my profession and will hold in confidence all personal matters committed to my keeping and all family affairs coming to my knowledge in the practice of my calling. With loyalty will I endeavor to aid the physician in his work and devote myself to the welfare of those committed to my care.



The pledge has since been modernized, and today most versions omit the cringeworthy parts about “purity” and aiding the physician in “his” work (insert eye roll).

WHEN IT COMES to Nightingale’s efforts to inject science into nursing education, establish standards of care, and attend to the psychological needs of patients, her reputation largely still holds up.

In many other respects, not so much.

Although Nightingale died over a century ago, no one really seemed to question her legacy until 2020, when the New Zealand Nurses Organization (NZNO) announced that on International Nurses Day, which falls on May 12 and is—you guessed it—Nightingale’s birthday, it would be celebrating Indigenous and home-grown nurses instead of Nightingale because of her “troubling role in colonization.”

In New Zealand (and Australia), Nightingale had been a close advisor to colonial authorities, supporting the forced migration of Maori tribes so that European colonizers could settle their land and bring upon it “the inestimable blessings of Christian civilization.”

In an outraged response posted shortly after the NZNO’s announcement, Nightingale Society co-founder Lynn McDonald accused the NZNO of misconstruing Nightingale’s language, and of failing to note that Nightingale had also called colonial rule “violent,” “overbearing,” “self-seeking,” and “oppressive.” In another post, titled “Florence Nightingale: A Leading Anti-Racist,” McDonald said that the nurse “was the first person to make public the high rates of disease and death in residential and day schools in Canada.”

But the NZNO’s statement struck the louder chord, and a number of nursing websites and news outlets picked up on it. In November of that year, Dr. Natalie Stake-Doucet, an RN from Montreal, posted a much-read article, “The Racist Lady with the Lamp.” Stake-Doucet referred to Nightingale’s own writings—most of which are available online—to lay out some of the more problematic aspects of her legacy; in particular, her enthusiastic support of British colonialism, even when it involved the sacrifice of Indigenous people.

Stake-Doucet made it clear that her aim wasn’t to erase Nightingale from the history books. Rather, she wanted nurses to better understand the figure they had been unquestionably worshipping for so long. “The historical figures we choose to venerate say a lot about who we are,” she requoted from the NZNO’s original statement.

HISTORY HAS TRADITIONALLY been written by victors and colonizers, so when we were first kicking around the idea of this book, we told our publisher we didn’t want to knock Nightingale off the pedestal she’s been on for so long—we nurses don’t do violence—but at least to nudge her to the side of that pedestal. If we did that, we could make room for unsung or less-sung nursing heroes past and present. Maybe some nurses without the taint of white supremacy on them?

In a 2023 essay called “The Problematic Myth of Florence Nightingale,” journalist Sarah DiGregorio explains what the effect of Nightingale’s dominance of nursing history has been:

The idea of Nightingale, the lady with the lamp, as the prototypical nurse—this mythic origin story—has served to further white supremacy in nursing and to strip nursing history of its truer, broader kaleidoscopic power. The real history of nursing is utterly radical in its vastness and in what it says about the care we owe each other. Maybe that radicalness is why that history has been so elided, even as nursing historians have sought to bring it forward.

If we could do that, then maybe we could help people see Nightingale for what she actually was: a deeply dedicated but also flawed and racist human being who was simply the most prominent in a long line of nursing achievers to come.

BUT THE TRUTH is that, initially at least, we struggled with our self-imposed assignment to find the revolutionary nurses, especially the diverse revolutionary nurses who were worthy of such adulation, the ones who could lead our profession as it continues to evolve in the twenty-first century.

Type “famous nurses” into a search engine and you might get three that aren’t Nightingale or dead or American.

Search for “nurse influencers,” on the other hand, and you’ll get lots of names. But most are in the business of entertainment or self-promotion. They’re not using the platforms they’ve built to advocate or create lasting change. They’re more like caricatures of nurses.

So we turned, as we so often have, to social media. We asked our followers on Twitter (it was still Twitter then) to name nurses they admired from any era. Guess who almost everyone chose?

Those who didn’t choose Flo usually went with a nurse they knew and liked but who had no real public profile. We were still at square one.

Near the end of The Wizard of Oz, Dorothy tells the new friends she made on the way to the Emerald City—the scarecrow, the tin man, and the cowardly lion—“If I ever go looking for my heart’s desire again, I won’t look any farther than my own backyard.”

And it was in our own backyard—a.k.a. The Gritty Nurse Podcast—where we found the inspiring figures we were searching for, hiding in plain sight. People like Cathy Crowe (the OG!), Natalie Stake-Doucet, Dr. Leigh Chapman, Linda Silas, Ovie Onagbeboma, Carolyn Brost Strom, Renee Thompson, Nurse Blake, Tracy Zambori, Hadley Vlahos, Patrick McMurray, Ashley Bartholomew, Adrianne Behning, Jami Fregeau . . . (we’re running out of breath!).

A few of those nurses, accordingly, are profiled in chapters of this book.

Mini-bios of other “Nurses with Grit” who we admire but haven’t yet had a chance to speak to (or never will because they’re dead) are sprinkled throughout these pages, names we think everyone should know.

As the profiles show, nursing has evolved radically since Florence Nightingale’s day. No longer stuck exclusively at the bedside (although there are plenty of nurses who still love it there), today’s nurses practise their science-based profession in a wide variety of ways and environments. For instance, community health nurse Debi Wade spends most of her time visiting clients in their homes, where she helps them find jobs or get their kids enrolled in school. As a pioneering street nurse, Cathy Crowe spent decades treating her dehoused clients in encampments, under bridges, and in shelters.

Then there are travel nurses like Swardiq “Q” Mayanja and Lindsay Pentland, who use hospitals’ increased reliance on itinerant, short-term staff as an opportunity to see the world while making some decent cash.

Nursing has long been known as a “helping” profession, but Rachel Radyk showed us that help can come in different forms. In nursing school, Rachel started exploring and connecting with her Indigenous roots, and she has made serving that community the focus of her practice ever since. In doing this, she also attempts to shed light on some dark aspects of nursing history that many would prefer to leave in the cellar.

And of course there are also many, many nurses doing important work in clinics and hospitals. People like ICU and emerg nurse Nikki Skillen, whose rough exterior hides a heart of gold. Or David Metzger, a.k.a. Nurse Papa, who cares for children with cancer and wears his own golden heart right on his sleeve.

Then there are disruptors like Natalie Stake-Doucet, who channelled some of the lessons she learned from her hippie activist parents into getting what she needed to do her job properly during the pandemic.

INTERSPERSED WITH THESE stories are our own. Since we started our podcast in December 2019, we’ve become public figures and nursing advocates. We frequently get asked how we ended up in the profession, so we’ve shared our respective journeys in this book. Where did we come from, what first sparked our interest in nursing, what did we learn in nursing school? We describe experiences we’ve had while working in our specialties: labour and delivery (Amie) and postpartum (Sara). (Spoiler alert: some of the biggest challenges we face aren’t patients but doctors and administrators.) You’ll find out what really goes on during those infamous night shifts, how it feels when the tables are turned and we become the patients, and what it’s like to do nursing on the fly.

Nursing is full of heartbreak and inspiration. It’s also full of ghosts. Pretty well every nurse we’ve ever met has an uncanny story to tell. Many nurses will repeat these tales only to other nurses, but we decided to share some of these stories—plus a few of our own. (You’re welcome!)

ANY OF THE nurses you meet in these pages could be a worthy successor to Florence Nightingale. But we believe that, collectively, we’re an even greater force to be reckoned with.

Time for that old lamp of hers to shine its light forward.





The Making of a Gritty Nurse

Sara

My decision to go into nursing was driven by my lifelong natural interest in health and biology. I remember, as an eight-year-old, pulling up a stool to my parents’ closet so I could reach the anatomy books that were stashed on a high shelf there. They were boring, black-and-white textbooks with tiny print, not the gruesomely coloured ones with multi-layered transparencies you can pick up in bookstores, so I’m honestly not sure what the attraction was.

My mom had been a nurse, so to a degree I was also following in her footsteps. I say to a degree, because her prime motivation when she started nursing school was to be with my dad, who was studying engineering in Florida. They’d met by chance while she was down there visiting a friend who just happened to be my dad’s roommate. Before that, Mom worked in a restaurant in Waterloo, Ontario, where she lived with her sister. My parents are both originally from Hong Kong, and like many immigrants who meet abroad, they quickly formed a bond, finding in each other a sense of comfort and belonging as they negotiated the new customs and traditions of their adopted home. 

Other than a brief stint working the 3 to 11 p.m. shift as a bedside nurse, however, my mom never really practised. Language was a major barrier. My dad attended private school in Hong Kong and had a British tutor, so his English has always been pretty decent. But Mom grew up working class, and even though her English was never as bad as she thought it was, she still felt self-conscious about it.

The other problem was the job itself. Back in the ’70s, bedside nursing was the only real option for nurses, career-wise, and my mom was put off by the profession’s irregular hours, the lack of support for working parents—many of her colleagues struggled to find childcare during their shifts—and the patriarchal relationship that was then the norm between doctors and nurses. When she and my dad moved back to Canada, she decided to give up nursing and go back to work in the banking industry, which she’d done in Hong Kong and which interested her more anyway.

I was shy as a kid. So shy that in junior kindergarten they sent me for a hearing assessment because I wouldn’t talk. I’m an introvert by nature. My default mode is to sit back and observe, but both my parents are the opposite. They’re gregarious and have always been happy to do all the talking. Dad is someone who speaks with no filter, for good and bad. He’s an interesting person who’s been ahead of his time in a lot of ways, including his eating habits (he went low carb long before it became trendy).

My sense of shyness and the feeling that I was odd didn’t benefit from the fact that my parents had what seemed like unusual jobs. In fact, I often had trouble explaining to friends what they actually did. Dad had an electronics-repair business that he ran out of our house. After reading everything she could about the stock market while working part-time at the bank, Mom became good at trading, which she did from home as well. Things are different today, but having a stay-at-home mom who did stock trading on the side did not seem normal in the ’90s. (She still dabbles in trading. In 2021, she invested in GameStop during all the hype and managed to get out before it came crashing down. She’s a really smart woman.)

It was in high school that I started coming out of my shell. Despite my shyness, I’ve always liked to try new things. This sometimes surprises people who associate curiosity with extroversion. But I like to try things quietly, on my own, with no announcements. I’ll tell someone what I did after I do it.

I wasn’t part of any clear-cut group or clique in school. I certainly wasn’t an athlete. I joined the badminton team because there were no tryouts—they had to take me! And I wasn’t a partyer, or maybe it’s more accurate to say I never found out if I was a partyer because I never got invited to parties. No one ever offered me a cigarette either, I think because they assumed I wouldn’t want one (I did).

I eventually found a happy place doing the morning announcements. Standing in the school office reading those daily scripts allowed me to be involved without feeling like all eyes were on me. I think this is part of why I like podcasting, too—it’s funny how things can come full circle.

My parents were what many would consider typically Asian in their approach to child-rearing. They expected that I would get good grades, attend university, then find a respectable, predictable, well-paid job. You could say that going into a career where I helped others was in my blood. My paternal grandmother and aunt had both been social workers in Hong Kong at a time when it was rare for women to go to university, and they were proud of the years of service they provided to families of diverse backgrounds. 

Still, what subject I should study post–high school felt, for a long time, like an open question. I liked English and biology (my biology teacher had been a nurse earlier in her career), but every other subject left me feeling indifferent. In the end, choosing nursing seemed practical. It was a job I figured my parents would approve of and that would give me a stable income.

But when I told my mom, she was pretty discouraging at first. Her brief but largely negative experiences as a nurse had led her to see it as a burnout job that I would soon want to quit.

Up until that point, Mom had always expected me to do what she told me to do. And generally speaking, I played the good little Asian girl and did just that (I’m an only child, which amped up the pressure a bit). But I was also starting to find my voice and feel like my own person, and I think I surprised her when I pushed back. Things are different now, I said. There were way more career possibilities in nursing than the bedside work she’d been stuck doing.

Although she eventually came round when she saw my excitement, my mom turned out to be right: I did burn out, though not for the reasons either of us imagined.

IN 2003, I ENROLLED in the four-year nursing program at the University of Western Ontario (later renamed Western University) in London, Ontario. I lived on campus, and even though all the students I met treated me like I was one of them, I felt like a fish out of water. An imposter. When we went around and introduced ourselves, it seemed like everyone had been class valedictorian except me.

For the next three years, it often felt like I had to work twice as hard as my classmates. I wasn’t one to skip tutorials, and cramming before a test was too nerve-wracking. As a result of my study habits, by fourth year I had fairly good grades. More importantly, I passed all my clinical rotations and had largely gotten over my imposter syndrome.

I arrived at my own specialty through a process of elimination based on the rotations we did over three years. I quickly realized, for example, that mental health took a certain kind of person and that that person was not me. It seemed like a rotating door: people came to inpatient for treatment, got discharged, failed to take their meds, then ended up back in hospital for the same issue. It made me feel like I wasn’t making a difference.

I tried hematology-oncology, but the placement left me feeling sad. So many patients didn’t make it. Long-term care didn’t suit me either. I wanted something more acute, though not as acute as emergency, which appeals to a particular kind of adrenaline addict that again, I knew I was not. (Emergency has other weirdnesses. Emergency room nurses often say, for instance, that they get patients who are more violent when there’s a full moon.)

YOUR FINAL PLACEMENT in nursing school is called consolidation and involves working full-time for two to three months. Out of sheer luck mine happened to be in labour and delivery. I don’t know how I got it. Every nursing student I knew wanted labour and delivery, but it’s a lottery system. At Western, you listed your top three choices, but there was no guarantee you’d get any of them.

I was also aware that once you’re in a specialty area, you usually stay there. When I started my consolidation in labour and delivery, I thought it was something I could really enjoy.

I had always imagined birth as messy, stressful, and medical (which it can be), but the first birth I attended was nothing like that. Everything was textbook. The mother was young, with no health problems, and was calm and in control throughout. The birth itself wasn’t too quick or too slow. There was no sense of panic. The baby’s heart rate followed a perfect, even pattern the whole time. There was barely any blood. The only surprising thing that happened was that the mother’s water, which hadn’t yet broken, came gushing out sideways when she was pushing, so I had to jump away to avoid it. (It helped me understand the importance of wearing waterproof shoes during births!)

The birth didn’t just feel perfect, it was objectively so. Shortly after they’re born, babies are assessed twice, at one minute and at five minutes, for their colour, heart rate, muscle tone, reflexes, and respiration. The resulting Apgar scores indicate how well they tolerated the birthing process, and how well they are doing outside the mother’s womb, respectively. The physician at this birth assigned the baby an Apgar score of 10 on both tests and told me this never happened. I figured he was exaggerating but soon learned it was true: in all my years of nursing I have never seen two perfect scores again. 

I was surprised by the flood of happiness I felt for this patient, a person who, before she came in, was a complete stranger to me. The whole thing was so beautiful I almost cried.

My preceptor was always trying to find interesting opportunities for me. One was attending a breech birth, where, instead of coming out headfirst, the baby exits the mother feet- or bum-first. I remember seeing the purplish presentation of the baby’s bum, then the doctor reaching in and turning the baby around with all his might. There are very few doctors or midwives who have the skill to deliver breech nowadays, so it felt like a miracle to see this in action. 

I was also present at a lot of unexpected, high-risk events: stillbirths, labours of mothers who were dealing with addiction, or who were precariously housed or homeless. It could be really intense, in good and bad ways. Sometimes at the same time. Once, during my consolidation in final year, I heard a patient thanking the obstetrician profusely for the way her birth had gone. It turned out that she’d been in a terrible car accident during her first pregnancy and had lost the baby. The impact had also ruptured her uterus. The doctor—the same one she was now thanking—had repaired it, allowing this birth to happen. The mother was ecstatic, despite what must have been quite a traumatic experience.

I learned how quickly and radically things can turn. A labour that seems to be going perfectly fine can change into an umbilical cord prolapse, a uterine hemorrhage, or an abnormal heartbeat requiring an emergency C-section. Labour and delivery is like an emergency in that it’s predictably unpredictable (there’s a lot of coordination between the two departments). It’s not like other units, where the patient sleeps at night, giving you a chance to catch up on your work, or organize your supplies. In fact, labour and delivery is often busier at night than it is during the day. Unless a woman is induced, or comes in for a scheduled C-section, she doesn’t control when she goes into labour.

One of my first jobs after graduating was in the postpartum unit at Mount Sinai, an academic teaching hospital in Toronto. I’d managed to nab a condo right across the street from the hospital, so getting to work couldn’t have been more convenient.

My work in postpartum involved, among many other things, helping moms with baby care, breastfeeding, and getting their pain under control so they could go home. Interesting situations were always arising. For example, I once had a patient who was HIV-positive, which confused me, since her pregnancy appeared to have been naturally conceived and her husband was HIV-negative. She eventually admitted to me that she’d contracted the virus while having an affair. When she learned of her HIV status, she told her husband, and they began using protection, but somewhere in the window between contracting HIV and telling him about it, she got pregnant. I always wondered who the biological father of the baby was, but I guess it didn’t matter. They were a happy family, all things considered. This and many other situations I would face taught me about the importance of staying impartial and focused only on the care required.

Being at an academic teaching hospital meant I got to see rare conditions and deal with patients from all walks of life, which was exciting and stimulating. There were always research studies going on and new techniques being tried—like giving infants small oral doses of sugar water to reduce the pain when they received heel pricks for blood collection. If I was assigned a patient with a condition I’d never heard of, I’d dive right in and research it as soon as I had the chance. I’d also try to talk to the patient about their diagnosis and how they managed the condition.

I later moved from postpartum to the neonatal intensive care unit (basically ICU for premature babies). In NICU, as it’s known, there are different levels of acuity, Level 4 being the highest. I was in Level 3. People assume that because nurses “see it all,” we become immune to the pain of others, but nothing could be further from the truth. We’re nurses, but we’re also human, and we can’t help relating to what we see around us.

Honestly, I didn’t anticipate the level of responsibility I would have in NICU. Once, when I was 26 weeks pregnant, I found myself looking after a baby who was the same age as my unborn child. The baby was on respiratory support and other life-saving equipment. It was a night shift, when there’s not a lot of backup, and the baby’s oxygen levels kept dipping down. It was stressful, and I found myself getting emotional. I kept thinking about how precious life is, how at any moment things can change. Nursing can send you on a rollercoaster ride. When the babies in my care were strong enough to go home, I felt great. But there were a lot that didn’t make it. The reason could be as simple as an infection that made its way to the bloodstream—which is way more common than you’d think. It was something I never got used to. I met mothers who had had multiple losses, or who’d gone through the difficult process of getting pregnant with IVF, only to have their baby end up in the neonatal ward. We once had a baby die on Christmas day, and I remember the mother came in and just collapsed. She thought her child had died because of something she had done—she blamed herself, in other words. The woman was new to Canada, and her life was clearly already difficult. The next day she had to take a bus home all by herself, which broke my heart.

It was in the NICU that I really came to understand what an impact we nurses can have on patients. Even a fleeting daily interaction, whether it’s helping new parents learn to bathe, diaper, or feed their baby, or offering a shoulder to cry on or a hand to hold can mean a lot. On stressful days when we were short-staffed, it made me happy to know that my work was appreciated. I might become part of someone’s life story after, let’s say, delivering the news to a mom who had had a pregnancy-loss scare that her baby made it. Parents would sometimes show up on the ward asking to see the nurses who delivered their babies twenty-five years ago.

Once, when I was taking care of a patient in a semi-private room in postpartum, a voice suddenly called out from the other side of the curtain: “Sara?” It turned out to be a woman who’d been in one of the prenatal classes I taught. She was at the hospital having her second baby, and she seemed incredibly happy to see me. She said she’d been wanting to thank me for all the useful advice I gave her before the birth of her first child. She had used no epidural and was planning the same for her second. It’s at times like these when I realize the impact we can have on patients’ lives. It’s an impact that’s difficult to gauge because we often don’t see patients after they leave our care, especially when it’s in the hospital.

Of course, the reverse is also true: Nurses have stories we tell over and over again about patients who touched us in a way that we will never forget. Ones that make us feel like we truly make a difference.

But as meaningful as the work at Sinai often was, after eight years it started to feel like something was missing. I’ve always liked challenging myself. So I finished my master’s and joined every committee I possibly could. I did research and teaching stints outside the hospital and even worked at a women’s health clinic. Wanting to bring about change, to use my research skills in new projects, I applied for jobs I was qualified for, but I never got hired. It seemed like there were no more opportunities for me to move up, at least not where I was.

I eventually found a position as a clinical nurse specialist (CNS) at a hospital outside the city. CNS is what’s called an advanced practice or leadership position, since it requires a master’s degree. My time would be split between working by the bedside and making quality improvements to the unit as a whole. Specifically, I’d be responsible for creating new emergency codes and care plans for high-risk patients with complex medical conditions and social challenges, such as domestic partner violence or substance abuse. The job would allow me to have a positive impact not just on individual patients, but on the entire Maternal Child Program at two hospital sites. This appealed to me deeply.

However, I’d spent so much time wanting to get to this level that I initially felt the way I had back in my first year at nursing school: like an imposter. I was in awe, intimidated by everyone around me.

In nursing, experience is emphasized over other accomplishments, such as education. Ask any nurse about their career and the first thing they’ll talk about is their years of experience and the jobs they’ve held. It’s very different from fields like the tech industry, where being young and cutting-edge is seen as an asset. Nurses typically start taking on a leadership role somewhere in their forties, or after at least twenty years’ experience, whichever comes first. I was only thirty—it was unusual that I had done my master’s degree directly after my undergrad—and as a result my colleagues treated me as if I didn’t have the “street cred” to lead. (I’ve also always looked younger than I am, which I realize is a good problem to have, most of the time!) When I talked about improvements I wanted to make on the unit, some colleagues would visibly roll their eyes. Others questioned me in a hostile manner, asking if I had the credentials to do what I was doing. It felt like outright bullying. This was a relatively small non-teaching hospital, and I got the sense that the nurses felt threatened, that they believed I thought I was better than them because I came from one of the “fancy” urban hospitals that got all the funding. The worst thing was that I hadn’t been introduced to staff when I came to the unit, so I had no one to talk to about what I was experiencing, no one to back me up.

The population my team would be servicing was high-needs, both financially and health-wise, and my responsibilities would include, among other things, educating nurses, implementing practice guidelines, and writing policies. Physically I would be on the ward, but in an office. If there was a Code Pink—when a baby isn’t breathing, for example—my role would be to support the staff by doing crowd control, documenting the incident, explaining to family members in real time what was happening in layman’s terms, and debriefing staff afterwards.

I’m not a negative person, so it was hard for me to acknowledge that almost from the start, the job wasn’t what I expected. The bureaucracy and the politics were crazy. Initially, it seemed like there would be opportunities to improve things, especially with projects I’d be starting from scratch. So it confused me that I was not given the information I needed to transition into the job properly.

For example, I was supposed to conduct reviews of cases in which the outcome for the mother or the baby hadn’t been good. But I couldn’t get access to any of the relevant files. Instead, I was told I was not on the unit often enough, even though they knew I could only be there two days a week since I worked at the other location the other three. Sometimes a staff member would accept my request for a meeting, but then either not show up or take calls during it. Due to lack of space, I didn’t have a dedicated office area, so at one point the hospital’s lactation consultants kindly offered me a desk in their room. I later learned that people were being told that I never worked, I just “hung out” with other staff in the office all day. Someone even made negative comments about my physical appearance that made me very uncomfortable.

It felt like I’d been given all the responsibility for making change, but none of the resources. I was being undermined at every turn. My “dream job” soon started to feel unproductive and frustrating.

A case in point was policy writing, which was supposed to be a major part of my role. Individual hospitals have a huge number of policies, which have to be updated every two years. It’s like painting the Golden Gate Bridge: as soon as you’re finished, it’s time to go back and start at the beginning again. Some of the work is straightforward and involves following a decision tree or an algorithm like a series of predetermined steps. Other policies concern specific procedures. In maternal care, for example, there are policies about the time it takes to do a C-section when baby and mother are in distress. If a baby’s heart rate is decreasing, doctors must adhere to a standard based on timelines associated with best outcomes. There are policies for when labour should be induced, and what steps to take during a Code Pink. The policies themselves are usually based on data and findings from outside pediatric or obstetrical organizations. As nurse leaders we needed to keep abreast of these ever-changing guidelines and incorporate them into our hospital’s own policies. Updating policies also requires getting approval from all the stakeholders involved, from doctors to nurses to managers to midwives—even security—which involves committees and many time-consuming meetings (so many meetings!).

Once a policy is created, the next step is to make sure everyone is aware of it. This might sound straightforward, but it can quickly become unmanageable. Doctors, for instance, often have ways of doing things that they expect will be reflected in the policy. I soon discovered that if this wasn’t the case it could result in a power struggle. Physicians aren’t actually employees of the hospitals where they work, but they do have privileges. And because they don’t report to a manager or a director but to a department head who is a fellow physician, doctors don’t even have to abide by the policies they’re presented with. Sometimes, we’d go to a hospital with our finished policy and the management would just go ahead and change it right in front of us. In the end, my experience working in policymaking left me feeling disempowered and highlighted how inefficient healthcare can be.

A QUICK WORD on doctors. We’ve moved away from the era when you had to give a doctor your chair when he (back then it was almost always a “he”) came into the room. But how your day goes as a nurse still depends very much on who’s on call—doctors are in charge for up to 24 hours at a time—and specifically, what their mood is.

In some hospitals the culture is more collaborative; in others it’s more authoritative. Academic teaching hospitals are, by nature, more used to dealing with research and innovation, whereas staff in community hospitals are less accustomed to people cycling in and out. In my experience, it can be harder to work with physicians in community hospitals, where there tends to be a bigger power differential in relationships, and where change is sometimes met with resistance. We nurses spend the majority of our time at the bedside, connecting with our patients, so if we voice concerns and nothing changes, it can make us feel powerless. On the other hand, when a doctor treats us as what we are—the eyes and ears of a hospital—it incentivizes us to say what’s on our minds so that we feel like we make a difference.

Another thing that frustrated me about my leadership job (which, I might add, had previously been performed by two people) was that it was spread between two hospitals, both of which complained they didn’t see me enough. It was only recently, when a third hospital tried to get me to work there as well, that I finally put my foot down.

Which isn’t to say the experience was all bad. On the positive side, I was working with a small group of leadership nurses who really supported one another, one of those nurses being Amie. And there are things I accomplished in that position that I’m really proud of. One of my biggest assignments was getting the hospitals’ breastfeeding rates up—they’d hired me, in part, because as a trained lactation consultant I had expertise in breastfeeding. I organized a 20-hour non-mandatory course to educate nurses about breastfeeding. It encompassed issues like alternative feeding methods, how to intervene in difficult medical situations, and how to be non-judgmental of mothers from diverse backgrounds. The feedback was really encouraging. Most of the nurses who took the course came away feeling empowered by it. It eventually became so popular that we couldn’t accommodate everyone who wanted to enroll.

The city where I was working was very diverse: 73 percent of the population were visible minorities, primarily of South Asian (mostly East Indian), Black, and Filipino descent. So I had posters made with information about breastfeeding in Punjabi, Urdu, and Gujarati. We put these up in patient rooms, toilet stalls—anywhere we thought mothers and mothers-in-law would see them. (One thing I learned is that in many South Asian families the mother-in-law has a lot of say in baby care, so if you can get to her, often you can make a difference.) The idea was to remove as many barriers to breastfeeding as possible for every patient who came through the hospital, and to understand why breastfeeding might not be their first choice.

I stayed in that position for almost two years, until I went on maternity leave for my second child. Knowing that I wanted a change when my mat leave was over, Amie recruited me (at different points in our careers we’ve been on each other’s hiring panels, which is cool) to work alongside her in a brand-new hospital in an affluent city farther west. We had shared an office before and had gotten along really well. But we had also been a bit like ships in the day, more acquaintances than colleagues. In this new placement, we would be working for a year in the same office, essentially in the same role but covering different units. The hospital was state-of-the-art, and I was in a condition of near-euphoria. Unlike in my previous position, here we had resources, nurse colleagues who were interested in making a difference, and doctors who supported us. Was this, finally, my dream job?

Far from it, unfortunately. And my—or in this case, our—biggest challenge turned out not to be the work. It was an issue that was more interpersonal.

Right from the outset, we faced unrealistic expectations of what we could accomplish in the time we had been given. For example, shortly after I started, I was asked to uprate and create a new decision algorithm to manage infants that had hypoglycemia (low blood sugar) after birth. I was to accomplish this in 90 days, even though it would require approval from three hospital sites and would involve upwards of a hundred stakeholders. I knew from experience that six to nine months was a more realistic timeframe.

The longer it took, the more frustrated they got with me. But they kept laying on the work, and the stress kept building. At some point I started pushing back, telling them that what they were asking for was unreasonable, but they kept wanting more and more. Here’s an example: To educate nurses on changes that were coming, I was asked to evaluate them during fake emergency situations (called mock codes), which we would organize and run. But the nurses weren’t given dedicated time for this. Rather, they were expected to somehow undertake these role-playing scenarios while they were working.

Another time, when we were showing nurses how to ration infant eye ointment due to a national shortage, they wanted the new policy written in days, essentially an impossible task, unless you’re willing to cut corners on the normal hospital process, which they weren’t. It usually takes months to properly draft new policies and get them approved.

When my instructions were unclear, which was often, and I asked for clarification about what I should be doing, the usual response was to throw the question back at me: “What do you think you should be doing, Sara?” Not helpful.

Then came the gaslighting. I’d tell them what I was working on, and I’d be told, “This isn’t what we discussed.” Wait, what? Luckily, I had taken notes during that discussion, or I would’ve thought I was going crazy. And when things didn’t go right, they’d immediately look for a scapegoat. I didn’t feel comfortable responding that I’d simply been carrying out the project that I was assigned, but that was the truth. It was as if we were being set up to fail. And the pressure was relentless.

I had landed in another situation where I simply couldn’t do the job I’d been hired to do, despite the fact that I was both capable and eager. But this time I had Amie to bounce off of. She too was attempting to balance a ton of projects with limited resources.

In leadership, however, you can’t get away, and I often felt trapped and bullied. This is the conundrum I was in.

Amie and I both felt lost, like we didn’t have a voice, let alone a platform to share experiences. We didn’t know it at the time, but these days would cement the experiences that led to the podcast.

I WENT TO see my family doctor. Once I was in his office, I broke down. He told me I needed to take stress leave. But in a kind of Catch-22, I couldn’t get time off without a psychiatric diagnosis, which would take six to eight months. I did see a therapist; although she couldn’t give me a diagnosis, she was able to treat me.

I ended up taking unpaid leave for almost a month. During this time, Occupational Health, the department that makes decisions about work leaves, kept asking me to fill out more forms. At one point I asked outright if my job was secure. (If I had been a bedside nurse, I would have had a union supporting me, but most nurse leader positions are non-unionized.) In the eyes of Occupational Health, I was simply refusing to come to work, despite the fact that in my entire working life I’d never taken any time off other than maternity leave. In the end, instead of getting stress leave, I got a crash course in the problems plaguing the mental health system.

Under pressure, I returned to work. But nothing changed. Management didn’t relieve me of any of my workload, which was a major source of the stress. All the time I spent filling out forms during my “leave” left me feeling like I’d had no respite at all. Maybe if I’d stayed at the job longer something would have come of my case. But after eleven months, the hospital no longer felt like the right place for me. So in October 2019 I did the only thing I felt there was left to do and resigned. Amie had done the same a month earlier.

BEFORE WE RESIGNED, Amie and I had been in a kind of denial. We didn’t want to believe what was happening to us. We had, after all, come to this hospital from jobs where we were both unhappy. It was disillusioning, frustrating. We’d been naïve enough to believe that if we took our concerns up the chain of command something would happen. It didn’t. Ultimately, I think management was grateful that we moved on to other jobs and didn’t escalate our concerns.

Two negative experiences in a row convinced me that I needed to work outside of a hospital setting, and a month later I landed a job at a homecare agency doing community care in downtown Toronto. Like the other nursing leadership positions I had held, this one would involve education, policy writing, and special projects. Working out of the organization’s corporate office, I would be in charge of education and quality improvement projects for nurses and personal support workers (PSWs). I was nervous.

I
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