






Manufacturing the Dominant Doctor

certainly hope we would never do anything that stupid." This medical 53
confiscation of nurses' contributions assures, as one nurse put it, that
"doctors get all the credit when something goes right. We get credit only
when something goes wrong."

Ann WiIIiamson, a nurse executive at the UCSF Medical Center (Uni-
versity of California, San Francisco) recounted an example of this prob-
lem of discredit. As happens every day in hospitals across the country, a
nurse was working with doctors who were involved in the tricky maneu-
ver of placing a feeding tube in the stomach of a patient on the intensive
care unit. During the insertion it's easy to mistake the trachea for the
esophagus and to insert the tube into the lungs rather than stomach or
small intestine. To do so means that fluid and nutritional matter wiII go
into the lungs, where it could cause a pneumonia or potentially drown the
patient. So nurses and doctors use a variety of mechanisms to assure cor-
rect placement. Sometimes an X ray is taken to make sure the tube is cor-
rectly inserted. The nurse will also pump air into the tube and listen with
a stethoscope placed over the abdomen to listen for gurgling in the stom-
ach.

In this particular case an X ray was indeed taken, but the nurse wasn't
confident that the X ray technicians had read the right film or read it cor-
rectly. When he pumped air into the tube, he was certain that he couldn't
hear any gurgling in the stomach. On the other hand, he felt he could
hear air moving through the tube when the patient breathed, a sign that
the tube was misplaced.

The resident placing the tube disagreed. He insisted that the tube was
correctly placed, that the X ray verified placement, and that it was safe to
feed the patient through the tube.

Understanding the significance of a potential mistake, the nurse con-
tinued to object, insisting that another X ray be taken or that X-ray tech-
nicians verify that this X ray was read correctly. Again the doctor ob-
jected. But the nurse stood his ground.

Ten minutes into the debate, the X-ray department called. "I hope you
haven't started the feedings yet," the technician said. The nurse was right.
The tube had been placed incorrectly.

Although the tube was finally placed correctly and the mistake avoided,
the nurse never got credit for his caII. The doctor never came back to the
unit to express appreciation for his persistence. What happened was not
noted in the chart. Did the resident mention it in his discussions with his
colleagues? Probably not. Was it used as part of a case study to teach med-
ical students about the role nurses play in the hospital? Not that
WiIIiamson knew. The nurse saved the patient's life, but trom the medical
point of view, his action simply didn't exist.



NURSES AND DOCTORS AT WORK

54 Williamson invited me to think of what would have happened, had the
nurse not fought with the resident and instead started tube feedings. He
would have been blamed for what happened. Why didn't he listen harder,
question further? In this instance, he received no credit for success. But
had he remained silent, he would have shouldered lots of blame.

Dave Latham describes an even more interesting situation. \Vhile he
was working on the neurological unit at an Illinois hospital, a patient
came in to be diagnosed. The patient was just staring into space, almost
catatonic. The nurse who was taking care of him told the doctor she
thought that the patient was having seizures and suggested that they give
him Valium. After much discussion, the doctor finally agreed. The patient
got the Valium and woke right up. Instead of thanking the nurse, the doc-
tor said, "I hate it when the nurses are right."


