
Nursing: my perspective 

How I got there 

 I entered nursing to make a difference in the lives of others. My education 

at the Helen Glass Centre for Nursing focussed on holistic, patient-centred care 

and emphasized critical thinking. In essence, what kind of nurse do I want to be 

and why? After a few months of acute care practice, I started to grasp the 

importance of those questions. They framed my practice. I found the answers 

to these questions in those seemingly useless nursing theories. My experience 

as a surgical nurse led me to agree with Imogene King, Myra Levine, and 

Dorothea Orem, who all saw nursing practice as directed toward assisting 

individuals in health restoration and maintenance, while fostering growth in 

independence and self-care.1 I found in daily practice that the bulk of nursing 

centres around patient reponse to illness or unwellness.  So, I also agreed with 

Callista Roy, who emphasized adaptation in her nursing model. For Roy, and for 

me, nurses assist individuals as they adapt to their changing health status - on 

the physiological, self-concept, role function, and interdependence modes - as 

well as strengthening their capacity to adapt.2  

 The case of the failed heart surgery program at the Winnipeg Childrens’ 

Hospital played itself out in the media in the early portion of my nursing 

education. The media frenzy and the tragedy of vulnerable lives lost 



underscored the importance of keeping patient health and safety front and 

centre in every single nursing intervention. As a 4th year student I spent my 

palliative care rotation conducting home visits with a VON palliative care nurse. I 

witnessed the death of a family matriach and assisted my preceptor in dressing 

the corpse. A profound sense of humility struck me at my core. I felt so 

privileged to witness a devastatingly intimate moment in this family’s life path. 

It sparked a fire in me that set me on a course to strive for compassion and 

excellence in nursing care and improve the existence of  patients in my care.   

 As I grew into bedside nursing, I felt my ability to provide and promote 

excellence in patient care continually diluted by the current shift from patient-

centred care to finance-centred care. I struggled to stay afloat in a system 

overburdened with demand, an environment lacking strong leadership based in 

critical thinking, and a culture exuding low morale with fractured team spirit. 

Routinely short-staffed schedules meant denial of requests for much-needed 

time off work.  Patient assignments grew heavier and more overwhelming to 

manage. Collective growing apathy toward deterioration in patient care (and our 

capacity as nurses and humans to provide it) had infected patient care.  

Construction renovations, creation of unit discharge co-ordinator postions, and 

frequent meetings never addressed the real crisis. Rearranging the sun decks on 

the titanic does nothing to prevent its sinking.  



Introducing Insite: North America’s first supervised injection site 

 Eager to save myself from the sinking titanic, I embraced the work of the 

injection site in Canada’s poorest neighbourhood -  urban missionary work.3 I 

saw it as a rare and valuable nursing opportunity.  An opportunity to learn from, 

support, and teach the urban lepers of the 21st century. A chance to work in a 

health care setting that encompassed primary, secondary and even tertiary 

prevention-as-intervention modalities.4 Academia, high-powered politicians and 

some popular movers and shakers made a seemingly sincere and impassioned 

case for injection sites. How refreshing, I thought, a fount of progressive, 

patient-focussed thought. A real opportunity to engage, to impact, to pioneer a 

new field of nursing care.  Looking back, I say to myself, ‘How very naive.’  

  As a nurse at the supervised injection site I supervised drug 

injectors and provided emergency overdose interventions when needed. My job 

also included teaching safe injection practices to injectors and dispensing clean 

equipment. A conspicuous absence of teaching materials as well as of nursing 

opportunities for their development made teaching safe practices akin to the 

salmon’s upstream swim. Stifled by political interference and lacking a credible 

and solid nursing foundation, the injection site’s raison d’etre quickly became 

self-promotion and self-congratulation.  

Practice issues and questions  



 Practice issues related to general nursing process and infection control 

received little consideration from the development team. Did we have a code 

white procedure in place? Or supplies and knowledge on hand to treat an arterial 

bleed? A documentation system? A designated format for nursing notes? No 

clinical framework or guidelines existed anywhere in the system to support the 

injection site nursing practice. In fact the overdose protocol received major 

surgery only 48 hours prior to the injection site’s opening. The development 

team quickly reversed an evidence-backed decision5 to begin the site without 

Narcan as a result of severe political pressure from many players in the 

community health system. Nurses did not receive an invitation to contribute to 

clinical guideline or careplan development. Nor did they receive an opportunity 

to evaluate injection equipment with a view to best practices based in nursing 

and medical science. 

Political infection control 

 With respect to infection control, nurses raised the following questions. 

What agent did we use to disinfect the counters between patients? What 

selection criteria did we apply in choosing this agent? Did we consult current 

infection control literature regarding cleaning agents? Why did we fail to follow 

the instructions requiring the cleaner sit on the surface  for 10 minutes prior to 

wiping off? Maintaining and increasing a high volume of clients (to give an 



appearance of the site’s credibility and success) took priority over the science 

of process and practice.  

 When dealing with the issue of the spoons, this became apparent. In 

preparing drugs, users mix and heat their drugs in a tablespoon prior to 

injection. This process reconstitutes the drug, making it injectable. The spoon 

holds the drug and it also touches the needle, which then enters the venous 

system.  My nursing knowledge told me the spoons required sterilization 

processing prior to reuse.6 I wondered how my counterparts across the globe 

struggled with this issue. I also wondered about the underlying science, 

assuming it existed at all (I doubted the existence of any journal articles on the 

subject). I quickly discovered that political science seemed the only science in 

operation.  

  When a politically-approved infection control doctor declared satisfactory 

the method of processing the used spoons through a dishwasher prior to reuse, 

my nursing conscience felt uncomfortable. I pressed the issue, requesting 

scientific rationale to support this declaration. Why did the injection site, a 

publicly-funded health care facility, appear to have infection control standards 

that tattoo parlours routinely surpass?7 I found this alarming. Particularly in light 

of recent cases involving improperly sterilized equipment in hospitals.8 My non-

nursing supervisor instructed me that, since the ‘expert’ has given her opinion 



and knows best, I need not press the issue. This incident puzzled me, a critical 

thinker who practices reflectively - ‘why am I doing this - what is the rationale 

for this intervention - is this intervention evidence-based?’ Didn’t Nuremburg 

teach us that following orders blindly does not constitute a sound practice or a 

valid defence? 

 Questions and no answers 

 When I asked why we dispensed insulin needles for client self-

venipuncture, the answer I received went something like, ‘that’s what everyone 

gives out.’ As nurses, we would all agree that insulin needles, being too short, 

make ineffective and risky IV needles. In fact, science backs us up on this one.9 

Can you imagine using a 27 guage, 0.5 inch needle for a venipuncture? Can you 

say IV infiltration? No wonder abcesses plague IV drug users! How many of us 

could watch a patient ‘jugging it’ (the street term for injecting drugs into the 

jugular vein) without gasping and cringing? How do we proces what we see, 

watching a patient inject Imitrex into his basilic vein? What if a client, prior to 

nodding out after her fix, writes a note denying nurses permission to administer 

Narcan? What ethical, legal and practice implications arise? How do we meet our 

standards of practice when we supervise as many as 600 injections per 18 hour 

operational day?  

My experience: at odds with myself 



 My involvement in the inauguration of North America’s first supervised 

injection site for IV drug users shook my core. This novel approach to health 

care has so much potential - the seed of a revolutionary approach to health 

care. Unfortunately it has become a newly achieved level of the grotesque in our 

political system. The blatant use of the sick, suffering and needy for the 

personal political gains of a few, I find repulsive. Since my departure from the 

injection site, through personal and professional interactions with my nursing 

colleagues, I have found that members of my profession seem to agree with this 

assessment of the injection site.   

 Current suicide prevention does not support teaching a suicidal person 

the most effective methods to suicide oneself, under the guise of harm 

reduction and respecting individual choice. Probing for the why and 

implementing safe guards to prevent self-harm characterize suicide prevention. 

Why should addiction prevention and treatment differ? As a nurse, I want to 

know why my patient see a destructive, debilitating path as her only option. 

What drives an addict to inject herself with a substance that she knows may 

lead to grave illness, even death? What outcome does my patient see for 

herself? And what resources can I draw upon to assist her in achieving that 

outcome? Yes, I support an individual right to make a choice. But, an informed 

choice. Currently, addiction seems like a Hotel California - you can check out any 



time, but you can never leave. I believe my role as a nurse does not stop at 

assisting addicts to make healthy choices, even within the realm of drug 

injection/ingestion. It also includes providing addicts with real support and 

direction toward sobrieity and detox.  

Final Thoughts 

 Nurses seek to improve the lives of their patients through their 

interventions, rather than maintain the dysfunctional patterns that compromise 

health. The injection site provides nurses merely to meet the federal legal 

requirements for the site’s operation. Failing to appreciate the science and the 

mandate of nursing, the site places nurses at odds with themselves. As 

practitioners with a specialized body of knowledge, we monitor the patient’s 

response to their illness and/or health condition and advocate for their best-

interest.  Provision of nursing care involves more than merely meeting minimum 

federal legal requirements. It means ascribing a set of professional values and 

ethical standards. It means promoting patient-centred care, informed choices 

and effective (healthful) treatment choices.  

 North America’s first supervised injection site represents a weak, hollow 

approach to a growing and serious health problem. What a disgrace to our 

community that our interventions deepen the suffering of those they  purport 

to relieve.  I  have heard many clients say that their drug has increased since 



the opening of the injection site: they know a nurse will revive them if they 

arrest. Does this make the injection site instrumental in increasing drug users’ 

demand for and use of, their illicit drug? What ethical implications does this 

have for us, as health practitioners? Equally important, what implications does 

this have for society-at-large? 
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