
REFLECTIONS

I wondered 
whether I had 
overreacted  
... I even felt 
embarrassed, 
as if I had 
made a huge 
mistake.
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“Who called this code?”
Aluem Tark, RN, BSN

I had just finished my am patient assess-
ments on a beautiful Saturday morn-
ing. Our often-busy floor, the pediatric 
oncology/bone marrow transplant unit, 
was calm and peaceful. I had just sat 

down to begin charting when I noticed a 
coworker seemed very distressed. Wondering 
what could be wrong, as the floor was quiet, 
I asked, “What happened?” 

My coworker told me that a patient’s condi-
tion had rapidly deteriorated while she was 
taking care of him a couple of days ago, and 
she was still feeling emotionally distressed 
from it. A seasoned nurse with years of 
experience, she had quickly recognized 
some red flags that indicated things were 
not right. With the warning signs there, 
she notified the medical care team without 
hesitation. The situation eventually turned 
into a code. Additional team members came 
to assess and intervene, including physicians, 
a respiratory therapist, a PICU fellow, and a 
charge nurse, and a code cart was readied. 
Fortunately, the patient was breathing on 
his own and was transferred to PICU for 
closer observation. 

My coworker’s distress was not caused 
by the change in her patient’s condition, 
however; it was the result of a comment 
she overheard. One of the responders to 
the code criticized my coworker’s actions, 
saying, “Who called the code? This was 
unnecessary!” The story reminded me of a 
similar experience I had had, and its effect 
on me was similar to my coworker’s distress. 

I heard such a comment for the first time 
3 years ago. I was a new graduate shadow-
ing one of the most experienced nurses in 
the unit as part of my staff-nurse orienta-
tion. We were caring for a patient who had 

received a bone marrow transplant. The 
patient was fighting hard but was weakened 
by his illness and given a very slight chance of 
surviving. He was connected to at least five 
different medication infusion pumps—an 
overwhelming situation in the eyes of a new 
grad nurse. On the second day, the patient 
seized in bed, and the situation quickly 
turned into an emergency. My preceptor 
stayed in the room with the patient, and as 
physicians rushed in, I ran for the code cart 
wheeling it in as fast as I could. The patient 
was transferred to PICU, where he passed 
away several days later.

 

A s I was packing up the patient’s 
remaining belongings, I heard 
two health care providers 
talking about what had just 
happened. One of them com-

mented, “Who would call a code for that? 
We didn’t even use anything from the code 
cart!” I was stunned and could not speak; I 
just stood there silent. I started questioning 
our actions: calling for help, bringing the 
cart to the room, and assisting by provid-
ing necessary medical information as asked. 
I wondered whether I had overreacted to 
the situation, as they described. I even felt 
embarrassed, as if I had made a huge mistake.

I finished my orientation and began working 
on my own. As a bedside nurse, I faced other 
emergent situations, and each time, I took a 
moment to weigh the situation. I made sure to 
look back on all the choices and interventions 
that were made, either by the medical team or 
by myself, and all the strengths and weaknesses 
I experienced while an emergent situation 
was acute. The more I look back, the more I 
believe that the statement I heard during my 
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REFLECTIONS

We cannot 
always  
accurately 
predict what 
will happen 
in any given 
situation,  
but we can  
prepare for 
the worst.
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very first code was both inappropriate and 
unprofessional. As health care providers, we 
are trained to develop skill sets for recogniz-
ing problems and taking the necessary steps 
to produce positive patient outcomes. But we 
also learn that circumstances can turn grim 
fast, often without warning. 

We cannot always accurately predict what 
will happen in any given situation, but we 
can prepare for the worst. That preparation 
can take many forms, such as notifying the 
medical care team when any warning signs 
manifest, seeking additional help when your 
instinct tells you something is not right, or 
simply bringing the code cart closer to the 
patient when rapid changes are taking place.

 

C lassifying a clinician’s decision 
to call a code as unnecessary or 
labeling a decision to seek help 
as overreacting can very well put 
someone’s life in jeopardy. In 

addition, it does not facilitate the process of 
having additional help available if it really is 
needed. Each time I think about that very 
first experience, I wish I could be in that 
situation again. I wish I had had the courage 
to turn around, look those colleagues in the 
eyes, and advocate for my decision by letting 

them know no interventions are unnecessary 
when it comes to a patient’s care, especially 
when the patient’s condition deteriorates or 
changes suddenly. If we put ourselves in the 
patient’s or the families’ shoes, can you pos-
sibly say an intervention was unnecessary?

I assured my coworker that her decision to 
call a code and seek appropriate help was the 
best decision a bedside nurse could make. 
I shared my own experience with her. We 
related to each other’s story, comforted each 
other, and lifted each other’s spirits. Later, I 
thought of other nurses or caregivers who 
do their best in an uncertain situation and 
felt either unappreciated or even hurt by a 
careless comment made in regard to their care 
decisions. Although we might try to ignore 
such comments, they affect us and make us 
question ourselves, or our abilities. We should 
remember that caring for our patients may 
include advocating for our care decisions. 
When facing criticism, just advocate for your 
patient care and leave your doubts at the door. 
Remember, one positive action can bring 
about powerful change in the workplace. ■

Aluem Tark is a clinical nurse in the pediatric hema-
tology/oncology unit at New York-Presbyterian 
Morgan Stanley Children’s Hospital, in New York City.

Do you have a story about a  
patient you want to share?
Oncology Nurse Advisor welcomes narrative  
essays from oncology nurses for Reflections,  
our narrative medicine department.

Write 1,200 words about an experience  
with a patient that was especially meaningful  
to you, and email the manuscript to  
editor.ona@haymarketmedia.com. 

I
n the 10 years that I’ve been practic-

ing oncology, one thing I’ve come 

to learn is that chemotherapy can be 

either a friend or a foe. Chemotherapy 

certainly has its place. It has its time 

when it gives a patient both quantity and 

quality of life. As clinicians, however, we 

are all too aware that there also may come 

a time when chemotherapy robs life of both 

quality and quantity and leaves the patient 

battling debilitating side effects instead. 

I remember a recent encounter with a 

patient who was undergoing treatment for 

metastatic breast cancer. As I sat across from 

her, watching as she struggled to hold back 

the tears that streamed down her face any-

way, she apologized for feeling so “horrible 

and weak.” I had always known this patient 

as a fi ghter who fi ercely embraced every 

treatment, but now she was really struggling. 

Even in those times when I had to deliver the 

most horrible news, she was always ready for 

the next round. I had never seen her like this 

before. On this particular day, she had the 

weight of the world on her shoulders. She 

just wanted to say No to everything.

She looked at me and she asked, “When is 

enough, enough?” I looked at her, took her 

hand, and said, “The decision about whether 

to continue chemotherapy is not based on 

dictatorship. It’s a democratic relationship 

in which you have the right to decide that 

you do not want any more treatment, even 

if that decision is just for now.” 

I think for the fi rst time in a very long 

time, she felt she could breathe a sigh of 

relief. She knew now that I didn’t judge her 

because she wanted to stop treatment. Her 

soul was tired, and her body was exhausted 

from the onslaught of different chemother-

apy regimens. And now she had developed 

a painful palmar-plantar erythrodysesthesia, 

which made even brushing her own hair 

diffi cult. For this woman, hope was lost. 

Her quality of life was so compromised that 

even the little things she cherished for her 

ability to do them herself were becoming 

a challenge. Only another cancer patient 

can possibly understand the personal and 

intimate darkness of uncertain outcomes 

in battling cancer. Only another cancer 

patient can possibly understand the liberty 

and power she experienced in being able 

to say “no more treatment.”

As clinicians, we never want to give up 

our battle against cancer. We take an oath 

to preserve life, and when our ability to 

do this is challenged by the medical facts, 

all we can do is step back and examine the 

true meaning of preserve life in
 the absence 

of physical medicine. In this very instant 

with this patient, I was reminded that pres-

ervation of life should not be at the cost of 

life’s quality. Respecting a patient’s wishes 

in spite of what we think we can achieve 

with new medical interventions and novel 

chemotherapy agents means we should not 

try to override a patient’s desire to stop 

treatment. It is so important for us to offer 

patients a place where they can say how 

they truly feel. Patients must feel that they 

have their own voice, that they can decide 

what they need—for themselves and not 

for everyone else.

When the patient decides: 

No more treatment 

Jia Conway, DNP, CRNP, FNP-C 

Patients must 

feel that they 

have their 

own voice, 

that they can 

decide what 

they need.
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44  ONCOLOGY NURSE ADVISOR • JUNE 2010 • www.OncologyNurseAdvisor.com  I have been privileged to serve as a medi-cal oncology nurse for the past 23 years. I always considered it a calling, and caring for those with life-threatening illness-es has been fulfi lling and challenging. Oncology nurses are charged with constant changes in therapy. New oral chemotherapy medications and other therapeutics lead to new challenges and new patient successes every day. We have to be on our toes all the time. I tell newly hired nurses, “This is a thinking nurse’s job!”
In practice, I focus on maintaining quality of care, enhancing clinical standards, and supporting progressive research, but I had become so involved in the “big picture” of patient care that I had forgotten the impor-tance of reviewing the smaller details. A recent patient, Mr. E, caused me to reassess my big-picture focus and evolve my approach to more holistic patient care. 

Mr. E is a vibrant 90-year-old man whose infectious laughter can often be heard reso-nating throughout the chemo room. He is a special patient; that rare person with a magnetic personality that draws people to his side. Nine months ago, he was given a diagnosis of stage IV colorectal cancer. Mr. E’s performance status was excellent with few comorbities, so we proceeded with chemotherapy. After cycle 3, however, Mr. E was showing signs of severe fatigue and lethargy, and the hearty laughter that once fl owed through the room with each visit had diminished. As you might guess, he was not a complainer, but in a quiet moment he revealed his greatest concern to me. His great 

granddaughter was to be married and, with his fatigue and shortness of breath, he knew he would not be able to attend her wedding. I resolved to fi nd a resolution for Mr. E’s symptoms so he could make the trip.

SEARCHING FOR A CAUSE
I evaluated any and all causes that could have had this profound eff ect on him. I reviewed all of his bloodwork including CBC, BMP, and tumor markers. CBC revealed decreased hemoglobin and hematocrit, which met the indication for ESA therapy, and I hoped the growth factors would improve Mr. E’s fatigue. To complete the search for answers, I ordered a PET scan to rule out metastasis. As the test results came back, including an unremarkable PET scan showing stable dis-ease, Mr. E’s symptoms remained relatively unchanged. Even with the ESA therapy, his hemoglobin levels did not improve. Once again, I dug in my heels and searched for answers. I reevaluated every step of his care from A to Z; despite this, Mr. E was still fatigued with shortness of breath. Or, to put it in his words, “just plain tuckered out.” What was I missing?

A s I reviewed all his test results 
with the nursing staff , one of 
my new trainees asked, “How 
about his iron stores?” The 
light went on! Mr. E’s iron studies were not current, and we had initi-ated ESA therapy. Could this be functional iron defi ciency anemia? Mr. E’s iron stores were adequate at the initiation of therapy, 

Seeing the forest for the trees
Robin Wachsman, RN, BSN, OCN, CCRN

I had become 
so involved 
in the “big 
picture” of 
patient care 
that I had 
forgotten the 
importance 
of reviewing 
the smaller 
details.
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