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Introduction – Child Abuse 
Child abuse and neglect are two of New Mexico’s 

most serious concerns. With over 30,000 nurses 
licensed in New Mexico, we can help prevent 
both. “Nursing is the protection, promotion, and 
optimization of health and abilities, prevention of 
illness and injury, alleviation of suffering through 
the diagnosis and treatment of human response, 
and advocacy in the care of individuals, families, 
communities, and populations.1 Using evidence-
based practice, nurses can strive to ensure the safety, 
permanency and well-being of all children. 

According to the Centers for Disease Control and 
Prevention, child maltreatment is “any act or series of 
acts of commission or omission by a parent or other 
caregiver that results in harm, potential for harm, 
or threat of harm to a child. There is physical, sexual 
and/or psychological abuse.”2 More than 10 million 
children younger than 18 years, experience some form 
of maltreatment from a caregiver, ranging from neglect 
to sexual abuse, but only a small percentage of these 
violent incidents are reported to law enforcement, 
health care clinicians, or child protective agencies.3 

Moreover, exposure to violence increases vulnerability 
to a broad range of mental and physical health 
problems over the life course; for example, meta-
analyses indicate that exposure to physical abuse in 
childhood is associated with a 54% increased odds of 
depressive disorder, a 78% increased odds of sexually 
transmitted illness or risky sexual behavior, and a 32% 
increased odds of obesity.4 Rates of violence vary by 
age, geographic location, sex, and race/ethnicity, and 
significant disparities exist.5

Child neglect is an “act of omission that is a failure 
to provide for a child’s basic physical, emotional, or 
educational needs or to protect a child from harm 

or potential harm.6 The following types of 
maltreatment involve acts of omission: physical, 
emotional, medical and dental, educational 
neglect, inadequate supervision, and exposure 
to violent environments.

Children in New Mexico 
New Mexico ranks next to the lowest in 

the United States for well-being of children.7 

According to the National KIDS Count, New 
Mexico has 513,442 children under 18 with 
149,000 living in poverty which is about 1/3 
of the children in NM. Thirty five percent 
of children have parents who lack secure 

New mexico Nurses and 
Child Abuse Prevention

employment, 62% of children are not attending 
preschool, 44% (213,000) of children live in single-
parent families and 12% of teens are not in school.8 
Two years ago, there were 5,992 child abuse and 
neglect victims and 16 deaths from child abuse.8 

According to the National KIDS Count, in 2015 NM’s 
overall rank was 49 out of 50 in the United States. 

Child Abuse in New Mexico 
Shaken Baby Syndrome (SBS) is a type of Abusive 

Head Trauma (AHT) and the leading cause of child 
abuse death. At least one of every four babies who 
are violently shaken dies from this form of child 
maltreatment. The estimated rate of SBS is 30 cases per 
100,000 children aged one year or younger or between 
1,200 and 1,600 children every year.9 In a 10 year 
retrospective study in Canada Dr. King and colleagues 
found that 19% of children, with a median age of 4.6 
months, died from SBS.10 

Survivors of a shaking injury often have long-term 
disabilities. More than 80% of those abused have 
lifelong brain injuries.11 The majority of the survivors 
are left with handicaps ranging from mild learning 
disorders to profound mental and developmental 
retardation, paralysis, and blindness, which can result in 
a permanent vegetative state. 

It is estimated that child abuse cost the health care 
system approximately $124 billion.12 The initial and 
long-term cost of medical care for children who are 
victims of SBS is $47,952 per patient. These mortality 
and morbidity statistics demonstrate the seriousness of 
SBS and the need to prevent this form of child abuse. 
At the University of New Mexico Hospital (UNMH), 
the nurses have implemented an evidence-based, 
parental educational program that has excellent results 
in reducing child abuse known as SBS and they are 
initiating a legislative bill to require that all new parents 
are educated on the prevention of child abuse before 
leaving a maternity ward. 

Nurses Educating Parents on Triggers for SBS
Nurses working in the neonatal units explain to 

parents that infant crying is a normal behavior of 
infants that often serves as a trigger that contributes 
to parental frustration and the act of shaking.13 The 
highest incidence for SBS occur in infants under one 
year of age, infants of multiple birth, prematurity, 
low birth weight, those exposed to substance abuse 
and also in male infants. Just as there are high-risk 
categories for those infants that are abused there 
are categories that place adults at a higher risk to 
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ARE YOU LICENSED 
TO PRACTICE IN NEW 

MEXICO?
The New Mexico Nurses Association 

invites you to join us today...
And help determine the impact 

of health care reform on nursing 
practice...

Visit www.nmna.org 
for complete information.

Give the Board of 
Nursing your

NEW ADDRESS!
If the Board of Nursing sends you a 

notice and you don’t receive it because 
they don’t have your latest address, 

you may miss something critical to your 
license!

There is a Name/Address change/
Residency Change form at 

www.bon.state.nm.us under 
Licensing Forms

NM NURSES NEEDED FOR A NEW 
PROJECT

A Nightingale Tribute was designed and developed by the Kansas State 
Nurses Association to be used to honor deceased nurses.  NMNA wants 
to ensure that this basic Nightingale Tribute is offered in a nurse’s funeral 
should the nurse, the family so choose. This tribute can be offered for any 
Registered Nurse or Licensed Practical Nurse for their years of service and can 
be presented during the nurse’s funeral by a nurse colleague or friend. At a 
national level at Arlington and in other states, nurses have committed to assist 
in this endeavor;   NMNA will be replicating materials developed by the Kansas 
State Nurses Association and an effort underway in Utah for this option.

Any nurse interested in working on this project should 
contact the NMNA office at:  (505) 471-3324.

A 25-bed licensed critical access hospital 
is actively recruiting Registered Nurses for:

• L&D/Post Part/Nursery
• Emergency Room

• ICU
• Med/Surg

• House Supervisor

We are located in a resort community at 7000’ elevation, 
recreational activities include down-hill skiing in the winter, and 

quarter horse racing, as well as cultural arts in the summer. 

An affiliate of Presbyterian Healthcare Services, EOE, we offer 
competitive salaries with a comprehensive benefit package. 

To learn more about Lincoln County Medical Center, Ruidoso 
and to apply online go to 

www.phs.org
We are an equal opportunity employer and all qualified applicants will receive consideration 

for employment without regard to race, color, age, religion, sex, national origin, sexual 
orientation, gender identity, disability status, protected veteran status, or any other 

characteristic protected by law. PHS is committed to ensuring a drug-free workplace.

Join a fun camp community 
and spend a summer in the 

Colorado Rockies

Colvig Silver Camps has an open Nurse position for the 
summer of 2016. Overall responsibility for staff and camper 

health, RN licensure required and pediatric experience 
preferred. Salary commensurate with experience and private 

cabin/bathroom included. You have kids? We also offer a 
tuition benefit. May 21–August 9.

Contact Tyler Dixon 970-247-2564
Visit: colvigsilvercamps.com

The Molina Healthcare 
family is growing and 

we’re hiring now! 

Positions include:
Care Review Clinicians and Field Case Managers

http://www.MolinaHealthcare.com/Careers

https://www.linkedin.com/company/molina-healthcare

@MOLINACAREERS

http://footprintshomecare.com
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President’s Message

Leigh DeRoos BSN, MS
President New Mexico Nurses Association

Thank you for your support over the last two years and for re-electing me to serve 
my second term as President of the New Mexico Nurses Association. At the recent 
NMNA annual meeting, I informed the members that the state of our association is 
solid and I am very happy to say that the New Mexico Nurses Association (NMNA) 
has seen not only an increase in membership but, more importantly, an increase in 
member involvement. It is because of this member engagement that we continue to 
expand our voice and our advocacy in New Mexico.

Nurses in New Mexico, through NMNA, have a history of a strong lobbying 
presence and have therefore long enjoyed a progressive practice environment still 
not achieved in many states. Nurses have had a voice at the national level through 
the American Nurses Association (ANA) : “When nurses talk Washington listens.” 
National Lobby Day for nurses is held in Washington DC in conjunction with the ANA 
Membership Assembly. NMNA was well represented on the Hill this year. Nurses who 
attend the DC lobbying event overwhelmingly state how beneficial and educational 
it is to meet with their elected officials to discuss issues that impact nurses and their 
states. They return to their respective states re-invigorated with a proactive mindset 
and a willingness to become more involved in health care policy issues that impact 
their states. The nurses who attend also come away with an increased understanding 
of Congressional staff in Washington. In addition, NMNA members have served on 
initiatives at the national level that allow them to impact health care policy issues 
nationally. This year we were fortunate enough to send two of our members to the 
ANA’s American Nurse Advocacy Institute (ANAI), a year -long mentoring program 
“designed to develop a strong cadre of registered nurses equipped to influence health 
policy at the local, state and national levels” (American Nurse Advocacy Institute, n. 
d.). (See Nurses in our News for more information).

At the state level, we continue nursing’s voice on a range of fronts. We engage 
our elected representatives through both our contracted lobbyist, Linda Siegel, and 
through our Executive Director and registered lobbyist, Deborah Walker. In addition, 
at Capitol Challenge (Nurses’ Lobby Day February 2, 2016), our annual legislative 
conference, nurses throughout our state have the unique opportunity to meet 
with their elected representatives and use their voice to promote issues that impact 
nurses and their communities. NMNA, working with nurse producer/director Camille 
Adair, has developed a diversity video which complements the Nursing Diversity 
Institute chaired by Lisa-Marie Turk. If you have not seen the video, you can access 
it at NMNA’s website -www.nmna.org. Also, mirroring national affiliation between 
ANA and specialty associations, we have nursing organizations that have affiliated 
with NMNA, such as the NM Native American Nurse Association, the NM chapter of 
Oncology Nurses, the NM Holistic Health Nurses, the NM Nurse Practitioner Council 
and the NM Nephrology Nurses. At the annual meeting, many of the specialty nursing 
organizations came together for a Nursing Issues Forum and the consensus was that, 
regardless of the organization we, as a profession, have many issues in common and 
the issues forums need to continue.

To continue our increasing member involvement and to provide options for 
members regardless of geographic location, the New Mexico Nurses Association is 
developing interest groups that address your issues and your concerns. One of our 
interest groups is health councils. Presently, we have members actively engaged in 
health councils throughout the state to lend their expertise. In our larger cities, we 

also have nurses monitoring city council and county commission meeting agendas 
and attending when appropriate. We have NMNA members participating in the Task 
Force for Health Care Transitions in our state. Not only do NMNA members serve 
on healthcare committees, such as the Team Pregnancy Prevention Work Group in 
Las Cruces, I was recently asked by Congressman Pearce’s office to participate in a 
roundtable discussion on the impact of the Affordable Care Act on New Mexicans. 

NMNA is focusing on developing programs for the unique needs of the new RN. 
There is a new graduate advisory committee composed of recent new graduate 
nurses who advise NMNA on concerns and issues of new RNs. Under the leadership 
of Ed Chacon, BSN and Jason Bloomer BSN, NMNA has developed a Welcome to 
the Profession program to help new RNs to transition into the profession of nursing. 
In addition, NMNA is rolling out a mentoring project based on ANA’s mentoring 
program, but tweaking it to reflect the needs of new RNs working in New Mexico. 
This mentoring program is a member-only benefit designed to match new RNs with 
a nurse having more than 5 years of experience. NMNA understands the importance 
of a new RN having a supportive and nurturing relationship with an experienced RN 
during the crucial transition from nursing school to nursing practice. Our mentoring 
program is designed to facilitate this. If any members are interested in helping with 
this mentoring project, please go the ANA website and register at www.ana.org 

As I begin my new term, I asked that if you are a member please consider 
becoming involved in one of the interest groups. Volunteer to become involved in 
health councils in your area or if you have a concern or issue that an interest group 
could address, please contact me or Deborah Walker in our Santa Fe office at 505-
471-3324. Your active involvement is invaluable and we want to be meeting member 
needs. We provide orientation for most of the volunteer opportunities. If you are not 
member, please join and become a voice at the table. We are 3 million strong and 
we can make a difference. With your involvement, we will continue to expand our 
influence throughout the state. I always welcome your comments and questions at 
nursesempowered@gmail.com.

Reference
American Nurses Advocacy Institute. (n. d.) . Frequently Asked Questions. Retrieved 

from http://www.nursingworld.org/MainMenuCategories/Policy-Advocacy/
AdvocacyResourcesTools/ ANA-FAQ.pdf

nursing.wnmu.edu

MORE than a nurse.
It’s about becoming a leader.

Online RN–BSN 
Program
Affordable. Flexible. Available 
Anywhere. CCNE Accredited.

• Leadership in Healthcare Systems Certificate
• Nursing Clinical Leadership Certificate

15 credit-hour graduate certificates offered 
by an accredited & established university.

Online Graduate Certificates

mailto:nursesempowered@gmail.com
http://stvin.org
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be perpetrators. Perpetrators are more often males with less formal education, 
younger, unmarried, part of a dysfunctional family or who experienced previous 
abuse and were frequently identified as being the mother’s boyfriend, the father 
or stepfather.14 It is important to know that parental risk factors for abuse identified 
include substance abuse (53%), domestic violence (42%), criminal history (32%), 
unrealistic expectations (42%) and attachment problems (32%).14

Evidence-Based Interventions to Prevent Child Abuse
Research has demonstrated that hospital-based education to parents is effective in 

improving parental education about SBS.13 At UNMH 802 parents of newborns in the 
Intensive Care Nursery (ICN) or Neonatal Intensive Care Unit (NICU) received a short 
educational session about infant crying and SBS, a pamphlet, saw a video and gave 
written permission for a 7-month follow-up call to find out what they remembered. This 
study demonstrated that 99% parents found this information to be helpful and 17% 
stated that this was the first time they had heard that shaking a baby is dangerous. 
From January 2012 to September 2014 there were 39 incidences of diagnosed SBS in 
New Mexican infants who were discharged from units outside of the ICN and NICU at 
UNMH. During the same time period there were zero infants who were discharged from 
ICN and NICU that were subsequently diagnosed with SBS (p <0.05).

The most effective violence prevention strategies include parent and family-focused 
programs, early childhood education, school-based programs, therapeutic or counseling 
interventions, and public policy. For example, a systematic review of early childhood 
home visitation programs found a 38.9% reduction in episodes of child maltreatment in 
intervention participants compared with control participants. 

Nursing Prevention Strategies for Child Abuse
Some evidence-based interventions that nurses can implement to reduce child abuse 

include the Nurse-Family Partnership, Child-Parent Centers (CPC), Safe Environment 
for Every Kid and Parent-child Interaction Therapy.15 New Mexico has the Nurse-Family 
Partnership that is a home visitation program for evidence-based public policy with more 
than 37 years of evidence of effectiveness. The CPC also has data of its comprehensive 
educational support of economically disadvantaged children and their parents which 
followed 1,539 low-income minority students for 19 years and found that they out 
performed, had higher school retention, lower felony convictions and were less 
depressed than the control group.16

There are many programs that can help prevent child abuse and if every nurse in 
New Mexico worked with families, health institutions, schools, day care centers and 
other community organizations to increase the awareness and provide education and 
needed support for families, we could prevent this unnecessary child maltreatment. 
Understanding child abuse prevention and what to do when children are at risk is an 
important part of nursing care. There is much information on child and family well-
being and resources on protective factors including marriage, fatherhood and parenting. 
Nurses are the leaders for sharing a child abuse prevention message with communities 
and building community support. 

All nurses are welcome to use the tools, resources and information on the UNM 
Hospital SBS website. This website has the script for education of SBS prevention, ways 
to cope with crying, babysitter information as well as the hand out and a link to the 
video“When Babies Cry” by the Shaken Baby Alliance. 

If you have any questions or concerns, please feel free to contact the author and/or 
contact the web-site: 

http://hospitals.unm.edu/shakenbaby/professionals/child-abuse.html
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Summit Healthcare Regional Medical Center
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Summit Healthcare Regional Medical Center
Trusted to Deliver Exceptional, Compassionate care close to home

To learn more about our Career opportunities  
visit www.summithealthcare.net
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Student Forum

October 17, 2015—The University of New Mexico College of Nursing Level 
3 students showing their spirited side as they volunteer administering flu 
shots at the Health Sciences Student Council Drive Flu Shot Clinic to the 
public. Increasing the ‘herd immunity’ by vaccinating students, employees, 
and residents of Albuquerque, New Mexico; these students practiced safe 
administration of vaccines, directed traffic, and exercised interpersonal 
communication. By working with pharmacy students, medical students, 
emergency medical students, and other nursing schools, more than 2,000 
individuals were prepared for the upcoming season.

NEW MEXICO NURSING 
EDUCATION CONSORTIUM 

Graduates First Cohort
The NMNEC statewide program designed to increase the number of nurses earning 

pre-licensure BSN degrees in New Mexico graduated its first cohort August 21. UNM 
and CNM students stood side-by-side as the first graduating cohort. CNM students 
earned their baccalaureate degrees through a partnership with UNM allowing the 
students dual-enrollment.

“To congratulate our first graduates and see the impact that they will have on their 
communities is a great source of pride for me and the entire state of New Mexico,” said 
Nancy Ridenour, PhD, RN, Dean of the UNM College of Nursing.

The common nursing curriculum encourages students to not only pursue their BSN 
degrees in their home communities, it encourages them to seek employment and 
provide health care in their own communities.

Diane Evans-Prior, DNP(c), RN, CNM Academic Affairs Director of Nursing 
commented, “The partnerships that are being forged between the community colleges 
and the universities are reshaping the landscape of nursing education and bringing 
baccalaureate education to students who might not have had the opportunity before. It 
is an exciting time to be a nursing student in New Mexico.”

The common curriculum is now taught in eleven locations throughout the state. 
Ten of those locations offer the pre-licensure BSN. By 2019, it is projected that every 
ADN and pre-licensure BSN state-funded nursing program will be teaching the common 
curriculum paving the way to seamless transfer as well as offering BSNs in rural 
communities throughout New Mexico.

Diane Evans-Prior, CNM Academic Affairs Director of 
Nursing, congratulates a dually-enrolled UNM-CNM graduate.

August 21, 2015 UNM graduates the first cohort to complete the common 
statewide curriculum – 64 BSN graduates of which eight completed their 
coursework while attending CNM through a partnership with UNM.

UNM Student Nurses Assocation Has a 
Commitment to Community Service

San Carlos Apache Healthcare Corporation
Izeé Baa Gowáh  -  Join our team!

Seeking FNPs and RNs
Generous compensation and benefits package!
Beautiful new hospital campus located 2 hours 

east of Phoenix, AZ
  Please apply online by going to 

         http://SanCarlosHealthcareCorporation.appone.com
For more information please contact our 

HR Center at 928-475-1251

http://unmhjobs.findly.com
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Congratulations to the Newly 
Elected and Continuing Members 

of the Board of Directors, 
Nominating Committee and 
Representatives of the New 
Mexico Nurses Association!!

REGISTRATION FORM: CAPITOL CHALLENGE 2016
NURSES DAY AT THE NEW MEXICO STATE CAPITOL

Tuesday, February 2, 2016
7:30 am - 4:00 pm

Hotel Santa Fe, Santa Fe, NM

This continuing education activity has been approved by the Montana Nurses Association 
Accredited Approver Unit, an accredited approver by the American Nurses Credentialing 
Center’s Commission on Accreditation. Participants will receive 6.25 contact hours.

Name _________________________________________________________________________________ 

Email _________________________________________________________________________________

Phone (________) ______________________________________________________________________

Address _______________________________________________________________________________ 

City _________________________________________________________Zip code _________________

REGISTRATION FEES
 “I’m a member of NMNA or NMNA affiliated association” – $90 
 ¨I’m not yet a member” – $125

Fee is inclusive of breakfast, breaks, lunch, and continuing nursing education contact hours.

Hotel Santa Fe reservations: 1-505-982-1200. Parking is free at Hotel Santa Fe and room fee is 
inclusive of deluxe continental breakfast.

Contact Deborah Walker RN, MSN with any questions at: dwalker@nmna.org; or call (505) 660-3890 for 
immediate assistance.

•	 Mail	registration	form	and	check	made	payable	to	NMNA	by	January	25,	2016	to:
 NMNA
 P.O. Box 418
 Santa Fe, NM 87504

PLEASE	NOTE:	Any	cancellations	must	be	received	no	later	than	January	26th.
Criteria for Successful Completion: You must register, sign in, attend the entire workshop, complete 
and submit an evaluation form at the conclusion of the workshop in order to receive CNE contact hours.

President of NMNA
Leigh DeRoos

Vice-President
Gloria Doherty

Secretary/Treasurer
Suzanne Canfield

Board of Directors
Theresa Ameri
Ruth Burkhart

Romona Scholder
Cynde Tagg

Chair of Nominating Committee
Andrew Vick

Membership Assembly 
Representatives
Edward Chacon
Leigh DeRoos

Interest Group Chairs
Camille Adair

Fran A’hern Smith
Jason Bloomer

Ed Chacon
Lisa Marie Turk

www.fnch.org
First Nations Community HealthSource is a local 
non-profit community based healthcare facility 
located in SE Albuquerque.

We are currently recruiting for the following position:

• Registered Nurse:  
 Responsible for assisting with direct 

patient care, triage, etc. in a family 
practice clinic. NM State License required.
FNCH offers a Full Employee Benefits Package.

Please send your resume and 
salary requirements to:

First Nations Community Healthsource
Attention:  Human Resources

5608 Zuni Rd SE, Albuquerque, NM  87108
Phone: (505) 262-6560 • Fax:  (505)  265-7045 

E-mail:  lanaeda.ortiz@fnch.org

**Pre-Employment Drug Screen, Drivers License/Motor Vehicle Check and 
Criminal Background Investigation will be required. EEO employer.

We are seeking Registered Nurses in the following 
areas and locations:

• Care Coordination (Espanola) 
• Emergency Room (Espanola, Ruidoso, Socorro) 
• Home Health & Hospice (Clovis, Espanola, Socorro) 
• ICU (Espanola, Ruidoso)
• Women’s/Labor & Delivery (Clovis, Espanola, Ruidoso, Socorro)
• Med Surg/ER (Socorro, Tucumcari)
• Operating Room (Espanola, Socorro)
• Outpatient Clinic (Espanola, Socorro, Ruidoso, Tucumcari)
• PACU (Clovis)
• Pediatrics (Clovis)

Management positions in the following areas:
• Director of Operating Room (Clovis)
• Manager Nursing Emergency Room (Espanola, Socorro)
• Manager Nursing Women’s Care (Espanola)
• Manager Quality Assurance and Process Improvement (Socorro)

We offer an excellent compensation and benefits package. Sign on 
bonuses eligibility and details please contact recruiter directly.

We are an equal opportunity employer and all qualified applicants will receive consideration for 
employment without regard to race, color, age, religion, sex, national origin, sexual orientation, gender 

identity, disability status, protected veteran status, or any other characteristic protected by law.

For more information contact: 
Tammy Duran-Porras 

(tduran2@phs.org or 505-923-5567) 
or visit www.phs.org

PHS is committed to ensuring a drug-free workplace

http://enmu.edu/nursing
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Diana Fortune RN, BSN

“Tuberculosis (TB) is a unique disease. For most other disorders, achieving a 
cure is primarily the patient’s concern. With TB, the responsibility for cure rests 
with the health care profession, and ultimately with society.” Lee Reichman, MD1

The New Mexico Department of Health TB program is a nursing-led platform 
that provides patient centered nurse case management for all persons diagnosed 
with TB. Around 50 persons with infectious TB are diagnosed each year in New 
Mexico. In addition, we treat several hundred people each year with TB infection. 
Despite the low number of cases the mortality rate is close to 20% every year 
(compared to 4% nationally.) 

Nurse Case Management (NCM), a core public health activity is provided by 
public health nurses from more than 50 health offices across the state. Since 
the turn of the century public health nurses have been providing complete care 
for the patient with tuberculosis. Today, these nurses would be called case 
managers. The American Nurses Association supports “the use of a nursing case 
management model in TB care to coordinate inpatient and outpatient services; 
facilitate the safe delivery of medications to patients in the community; assure 
completion of therapy; and limit the transmission of the disease by identifying 
newly infected persons through contact investigations procedures.”2

Upon diagnosis each patient is assigned a TB Nurse Case Manager to 
coordinate and ensure all aspects of their care through completion of treatment. 
Each nurse case manager provides an initial patient centered nursing assessment. 
Each month the nurse will re-assess the patient until completion of treatment, 
which can last a minimum of six months or longer. The nursing assessment 
consists of a standardized series of questions to evaluate the effectiveness 
of therapy. This includes assessing favorable responses to TB medications, 
potential drug/drug interactions and side effects that often occur. One essential 
nurse led activity is directly observed therapy. The Centers for Disease Control 
and Prevention defines directly observed therapy as “an adherence-enhancing 
strategy in which a health care worker or other trained person watches a patient 
swallow each dose of medications. Directly observed therapy is the standard of 
care for all patients with TB disease.” New Mexico Department of Health provides 
directly observed therapy for 100% of persons diagnosed with TB. In 2014, 
97% of the persons diagnosed with TB in New Mexico, completed a course of 
treatment (compared to the national average of 70%). This is a direct testimony 
to the excellent nursing care delivered by New Mexico public health nurses 
(PHNs).

Social support and wrap-around services for persons diagnosed with TB allow 
the patient the opportunity to focus on returning to health. Patients at times 
are isolated for weeks to months and are unable to provide for basic day-to-day 
needs for themselves and their families. The TB program provides support in a 
variety of forms such as housing assistance, gas money, groceries, etc. that help 
to meet those basic needs of the patient and ultimately increase adherence to TB 
treatment.

To break the chain of transmission, every person with infectious TB has a 
contact investigation completed to determine if transmission has occurred to 
friends and/or family members. The local nurse case manager together with 
the state TB nurse consultants identify, test and offer treatment for individuals 
infected with TB. Since 2012, New Mexico has been utilizing a “new” 12 week 
treatment regimen of Isoniazid (INH) and Rifapentine given by directly observed 

What’s Old is “NEW” again:  
TB Nurse Case Management

therapy as the primary treatment for TB infection. Persons receiving this regimen 
have experienced increased adherence and completion of treatment from around 
60% to over 80%. Finding and treating contacts thorough contact investigation 
is second only in priority to providing treatment for persons with active TB.

Project TB ECHO, initiated in April 2015, provides an opportunity for PHNs 
from across the state to come together on a monthly basis across a video 
network to review all active TB cases in New Mexico. Since the inception there 
have been 104 TB case presentations (31 unique patients) by 18 nurse case 
managers. The objective of the monthly TB ECHO clinic is to ensure effective 
nurse case management of all patients with active TB in New Mexico by 
empowering the PHN with the knowledge and skills needed to ensure effective 
completion of treatment for each patient. A self-efficacy study was just 
completed to measure the nurses perceived level of nursing efficacy following 
seven months of TB ECHO clinics. ECHO utilizes case-based learning, promotion 
of best practices and monitoring of outcomes to support the nursing community 
of learning and practice. There are been 152 participants from the United States 
and Mexico with 502 CMEs awarded. During TB ECHO clinic expert medical 
services are provided by TB Medical Director, Marcos Burgos MD and Carlos 
Pastrana MD. Each patient with a diagnosis of TB in New Mexico is followed by 
one of the TB medical specialist. 

Nurse case management is not a simple process, it takes dedicated, 
knowledgeable nurses with programmatic and leadership support. Nurse case 
management is “THE” essential link for effective completion of treatment 
for persons with TB. 

Diana Fortune RN, BSN works for the New Mexico Department of Health and 
serves as the TB Program Manager. Ms. Fortune is recognized nationally as a 
nurse leader with a passion for this area of study and for this patient population.

EDITOR’S NOTE: Diana Fortune recently travelled to South Africa, where she 
was asked to present at the global meeting of the International Union against 
Tuberculosis and Lung Disease given her role in the New Mexico ECHO group 
presentation and her focus on training nurses via telemedicine. Her program is 
the second of its kind in the world. The meeting she attended is the premier 
global meeting on tuberculosis and it is an honor for New Mexico to be so well 
represented by Diana!

Now Seeking RN Opportunities
Case Management •  ER  •  ICU •  Med/Surg
OB • OR • Outpatient Clinics • PACU • PHN

www.tchealth.org  •  928-283-2432
TCRHCCHR@tchealth.org

1 hour from Grand Canyon, Monument Valley, Lake Powell, and Flagstaff.

http://gcu.edu/disclosures
http://hlcommission.org/
http://www.aacn.nche.edu/ccne-accreditation
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Barak Wolff, MPH

Introduction:
In the past several issues of The NM Nurse we’ve 

traced the roots of our current system for dealing 
with the inevitability that as human beings our life 
span is limited and we all die. We’ve traced the 
historical roots of our current end of life system and 
identified the institutions and health professionals 
who work everyday providing care within it. We have 
also reviewed the various legal safeguards within 
our system which are supposed to help ensure that 
we all have the kind of care and the kind of death 
that we choose. Given our current demographic the 
health care system will continue to devote increasing 
resources to the treatment and care of the elderly, 
including those at the very end of life. Although there 
has been extraordinary progress in the treatment of 
life threatening diseases and other serious conditions, 
sometimes these intensive interventions do little for 
the quality or even the length of life that remains, 
particularly for the elderly. Too often, due to a variety 
of personal and health system issues, people still do 
not have the kind of death that they had envisioned 

Death with Dignity:  The Debate Broadens
and hoped for. 

As a society we’ve agreed and enacted laws to 
ensure that each individual has the right to decide 
about his or her medical care and choose what 
treatments to have..or not to have. We also have the 
right to appoint someone to speak and act on our 
behalf if we can no longer articulate our choices due 
to infirmity, dementia or coma. This “advance care 
planning” has evolved as a way for individuals to legally 
articulate in writing their values and wishes for end of 
life treatment and care. 

But we don’t agree on everything…that’s for sure. 
Given our relatively free, open and pluralistic society 
we often have differing views on what is ethical, what 
is legal, and what is appropriate when it comes to 
issues of death and dying. The current debate about 
Death with Dignity laws which enable the practice of 
physician aid in dying is one such issue.

Recent Events:
A few years ago a young, zestful 29-year old 

California woman, Brittany Maynard, was diagnosed 
with life threatening brain cancer and moved to 
Oregon to be able to take advantage of their Death 
with Dignity law. As her health declined she spoke 
publicly about her choice to legally end her life rather 
than succumb more slowly to the ravages of her 
disease. The media coverage of her situation and 
her self -administered death stimulated an evolving 
national debate that continues today in courts and 

state legislatures throughout our country as those 
supporting or opposing death with dignity fight for 
their position. 

According to the DeathwithDignity.org website, in 
2015 Death with Dignity legislation was introduced 
in 25 states, 17 of which are first time submissions. In 
some cases these bills were not even given a hearing 
and in others they died in their first committee. Many 
are expected to be introduced again in 2016. In 
addition to legislative efforts, lawsuits challenging the 
constitutionality of existing statutes have been filed in 
New York, California, and Tennessee.

In California their contentious and hard fought 
proposal, the End of Life Options Act, finally passed 
both their General Assembly and Senate in early 
September, 2015 as part of a special legislative session. 
In early October California Governor Jerry Brown 
signed the bill indicating, “I do not know what I would 
do if I were dying in prolonged and excrucitiating pain. 
I am certain, however, that it would be a comfort to be 
able to consider the options afforded by this bill. And 
I wouldn’t deny that right to others.” Interestingly, the 
California Medical Association which had historically 
opposed physician aid in dying had officially withdrawn 
that opposition earlier this year and is now “neutral” 
on Death with Dignity. 

This article will describe aid in dying, look at some 
of the data about its’ usage where it is currently legal, 
provide an update about where it currently stands here 

Death with Dignity continued on page 9

At CORRECT CARE SOLUTONS our care providers spend 
their days doing what they’re best at, serving patients. 
With less administrative work to do, you can focus on 

why you got into the healthcare industry. . . .
caring for patients.

We have opportunities now available in New Mexico.
Sites include:

Ø Bernalillo County Detention Center
Ø Valencia County Adult Detention Center
Ø New Mexico Military Institute
Ø Curry County Detention Center
Ø Eddy County Detention Center
Ø Roosevelt County Detention Facility

Opportunities include:
•	 Nurse	Practitioner
•	 Registered	Nurse	
•	 Licensed	Practical	Nurse
•	 Mental	Health	Professional
•	 Psychiatrist
•	 Medical	Director

If	you	are	looking	for	an	exciting	opportunity	please	join	a	
team	that	supports	you	professionally	and	personally.	
We	invite	you	to	take	a	look	at	our	career	opportunities	

and	the	benefits	of	working	at	CCS.

Please	apply	online	
jobs.correctcaresolutions.com

We are proud to be an EOE/M/F/Vet/Disability

We are an established Healthcare organization that 
provides Hospice, Home Health, Durable Medical 
Equipment and Personal Care Services and have been 
serving communities all over New Mexico for the last 20 
years, and we are growing! The foundation of our success is 
our Quality Services and Long Term Commitment to our 
employees and residents of New Mexico. We offer mileage 
and cell phone reimbursement as well as a comprehensive 
benefit package.  Build a career with a forward thinking, 
innovative Company and join the Ambercare Team today! 

WANTED: REGISTERED NURSES AND 
ALLIED HEALTH PROFESSIONALS

APPLY ONLINE AT JOBS.AMBERCARE.COM

We need you in our growing company!

Opening our first hospice in 1979, Hospice Compassus 
is a family of community based hospices. Our 

nationwide network is a vast resource of information 
benefiting both patients and their families.

We are searching for Registered Nurses in the 
Gallup, NM area

If you are passionate about impacting patient & 
family care and enjoy working out in the field, a 

clinical position with our company may be the perfect 
opportunity for you! We offer medical benefits, 
401k, and generous paid time off plan, tuition 
reimbursement and more lucrative benefits!

Fax 615-246-2628, Phone 615-309-5651 OR
Email to: Kimber.Mooney@hospicecom.com

Perioperative Nurse for the Navy Reserve
  

Benefits:
 Additional $22,000 annual income
 Stay local
 VA home loans
 Low cost Tricare Insurance 
 Commissary and Exchange/PX shopping

Basic Requirements:
 US Citizen, physically qualified
 Experience in OR 
 BSN from an accredited program
 Commissioned prior to 42nd birthday

Obligation: One weekend a month and 2 weeks each year

Navy Medical Officer Programs
(800)354-9627

Jobs_phoenix@navy.mil

$45,000 Sign on Bonus
Your livelihood depends 

upon your license.
Licensing Trouble? 

Suspension?
Seeking Reinstatement?

Kallie Dixon will aggressively 
fight for your livelihood.

320 Gold Ave, Ste 610
Albuquerque, NM 87102

Ph: 505-242-8000 • Fx: 505-848-8593

kdixonlaw.com

http://unco.edu/nursing
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in New Mexico, and end by briefly highlighting the pro 
and con positions that frame the debate. 

What Exactly is Physician Aid in Dying? And How Does 
it Work?:

Physician aid in dying specifically refers to the 
practice of allowing a mentally competent, terminally ill 
adult to request and self-administer a prescription from 
a physician for life-ending medication to control the 
time and manner of his or her own death. Supporters 
maintain that it is important to distinguish this act 
of thoughtful compassion from assisted suicide or 
euthanasia which are both illegal in the US, although 
euthanasia is legally permitted in a few countries 
around the globe including Belgium, the Netherlands, 
Colombia and Luxembourg. Assisted suicide has been 
legal in Switzerland since 1942, as long as there is no 
selfish motive involved.

In the US the way it generally works in states where 
it is legally permitted is that a patient with a terminal 
diagnosis (generally expected to live six months or 
less) can approach a willing physician to assess their 
suitability to receive a lethal script. The concept of 
“conscientious objection” is applied to aid in dying in 
the respect that any provider may opt out of providing 
this service for any reason, although they are ethically 
required to refer requesting patients to other providers 
who will assist. In most cases the willing physician 
will confirm the terminal diagnosis and the mental 
competency of the requesting patient and a second 
opinion will be obtained that confirms the prognosis 
and that the patient remains decisionally capable. 

Care is taken through a thoughtful protocol to 
ensure that the patient has had access to palliative care 
interventions to control pain and symptoms, and that 
the patient is clear about the process and implications 
of their request. The protocol can be canceled at any 
time by the patient. Family members, friends, and/
or supporters are often brought into the discussion. 
In some states a two week waiting period is required 
and the patient must return to the physician’s office to 
make their request a second time. These protections 
have been developed to ensure the integrity of the 
process. Once all steps are completed the patient is 
given a script for a lethal dose of medication ( generally 
a short-acting barbiturate such as secobarbital or 
pentobarbital) with explicit instructions for how it 
should be obtained, stored and utilized. Well-trained 
helping volunteers often work with providers, patients 
and their families to help ensure that all goes as 
intended.

The Data Thus Far:
There is substantial experience with aid in dying 

through the ground breaking Death with Dignity 
Act in Oregon initially enacted in 1994 and finally 
implemented in 1997, following a series of contentious 
challenges in the courts and the legislature. The 
public health agency in Oregon has been maintaining 
excellent data on their program for the last 17 years. 
The annual data reports answer many questions 
about how the program functions, who it serves, and 
counters some of the myths and heartfelt concerns 
from some opponents about a “slippery slope” and 
possibilities of misuse of this capability.   Based upon 
this public health data aid in dying is recognized as a 
safe and efficacious procedure. The Oregon Health 
Authority maintains a robust website with annual 
reports and full program information at: http://
public.health.oregon.gov/ProviderPartnerResources/
EvaluationResearch/DeathwithDignityAct/Pages/index.
aspx. It shows that about 90% of those who request 
AID are on hospice, the vast majority with a cancer 
diagnosis. The data also shows very clearly that almost 

all who request the protocol are well-educated, insured 
and have economic means. They are not generally 
disabled or vulnerable individuals. 

Oregon was followed by Washington State that 
enacted a program in 2008 through a popular 
referendum. Washington has five full years of 
data that can be viewed at: http://www.doh.
wa.gov/ YouandYourFami ly / I l lnessandDisease /
DeathwithDignityAct. In 2009 the Montana state 
Supreme Court ruled that aid in dying was not 
“assisting suicide” but was a legal medical protocol 
that is now currently available in Montana. And finally, 
in 2013 the Vermont legislature enacted a law with a 
state managed program for the first 3 years which then 
sunsets to become a regular part of medical practice, 
although that has now been amended so that the 
program will continue with state oversight. 

For a more personal and visual view of the Oregon 
and Washington laws, in 2011 HBO produced a 
documentary called “How to Die in Oregon” which 
follows a specific aid in dying case over several years. 

Death with Dignity continued on page 10

Death with Dignity continued from page 8

I finally found a 
nursing career that 
is great for me and 

my family!

Be a nurse who helps create a 
healthier New Mexico! Apply today!

Public Health:
Amy Wilson, 505-827-2308

In-Patient Facilities:
Bill Chaltry, 505-231-9337

Developmental Disabilities Division:
Elizabeth Finley, 505-841-2907

Division of Health Improvement:
Suzette Porter, 505-476-9096

We offer a competitive salary and
benefits package, and one of the best 
public retirement plans in the nation.

An Accredited Health Department by the 
Public Health Accreditation Board since 2015

For more information go to:
http://agency.governmentjobs.com/

newmexico/default.cfm

Sign-On Bonus Available

BAYADA Nurse
Susan Ecker, RN

We have openings for an RN Clinical Manager, RNs, LPNs, 
and Therapists to care for clients in the East Mountain, 
Edgewood, Tijeras, Cedar Crest, and Los Lunas/Belen 
areas. Join our expert team of nurses who are committed 
to keeping people of all ages safe at home. Bi-lingual in 
Spanish a plus. 

BAYADA health care professionals enjoy:
•	 A	variety	of	scheduling	options
•	 Clinical	support	24	hours,	7	days
•	 Meaningful	one-on-one	care
•	 Training	and	career	pathways

Call 505-884-5041
tmesgale@bayada.com
www.bayada.com

Compassion. Excellence. Reliability. EOE

The Southwest Region Indian Health Service 
is seeking Registered Nurses in multiple 
specialties including Medical/Surgical, ER, 
OB/L&D and Leadership Roles. Bring your 
innovative spirit to improve the health status of 
our Native American population. 
Why Nurses Choose IHS:
• Loan Repayment Program – 
 Up to $20,000	annually
• Competitive Salaries
• 10% evening/night differential
• 25% weekend differential
• 26 vacation days
• 13 sick days, 10 Federal holidays
• Numerous health plans to choose; 
 continue in retirement
• Transfer opportunities–1 license/50 states
• Outstanding Federal Retirement Plan,
 and much more
Our nursing career opportunities are available 
in rural and urban locations throughout 
the states of Arizona, Nevada and Utah. 
The Southwest Region also has the largest 
Medical Center in the Indian Health Service 
located in downtown Phoenix.  

Nurses interested in a rewarding career, please contact 
Kevin Long at 602-364-5178,	or

 email Kevin at Kevin.long@ihs.gov. 
I hope we’ll talk soon.

Your Southwest adventure awaits you.

Southwest Region 
Indian Health Service

Online PhD and DNP degrees in Nursing
The College of Nursing at the University of New Mexico 
has outstanding  and innovative nursing education programs 
leading to the Doctor of Philosophy degree in Nursing or 
Doctor of Nursing Practice degree.

PhD in Nursing – for the RN with a Bachelor’s or Master’s 
degree in nursing who desires to develop skills as a nurse 
scientist and leader.  Graduates are prepared as researchers and 
leaders to conduct independent and original research that can 
solve critical problems in health care. Students work closely with 
internationally esteemed faculty to pursue an individualized 
plan of study or a concentration in Health Policy.

DNP for Nurse Executives – for the RN with a Bachelor’s in 
Nursing and Master’s in nursing or related field who desires to 
develop executive organizational leadership skills for practice, 
teaching, and research, using evidence-based solutions to shape 
outcomes of health care delivery.  The curriculum is taught 
by real world Nurse Executives and blends the AACN’s DNP 
8 Essentials with the 14 Forces of magnetism ® and the RWJF 
Executive Nurse Fellows principles. 

Application Deadline is February 15, 2016 for PhD and rolling 
applications accepted through April 30 for DNP. Classes start 
Summer 2016. Students from WICHE member states are eligible 
for in-state tuition. 
See http://wiche.edu/wrgp for more information. 

For more information, see 
http://nursing.unm.edu 
or call  1-800-690-0934

3720 Church Rock Rd | Gallup, NM 87301 | 505-722-2261 
Stop in to apply or email jennifer.hoffman@pcitexas.net

www.redrockscarecenter.com

now taking applications for 
RNs & LPNs • sigN ON BONus!

http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/index.aspx
http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/index.aspx
http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/index.aspx
http://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/index.aspx
http://www.doh.wa.gov/YouandYourFamily/IllnessandDisease/DeathwithDignityAct
http://www.doh.wa.gov/YouandYourFamily/IllnessandDisease/DeathwithDignityAct
http://www.doh.wa.gov/YouandYourFamily/IllnessandDisease/DeathwithDignityAct
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It also documents the effort to pass the ballot initiative in Washington State. This 
excellent film is available from Netflix and other outlets both in DVD and streaming. 

Perhaps the most noteworthy finding from both Oregon and Washington is how 
infrequently the aid in dying protocol is requested. Oregon with a population of 
about 4 million has averaged about 110 requests a year for the past 5 years. There 
was less usage in the early years of the program. Washington with a population of 
about 7 million has averaged the same in its first 5 years of data. This means that 
the aid in dying protocol is used less than ¼ of 1 % of the time. It’s also important 
to note that in Oregon only about 65-70% of those who receive the script for 
lethal medication actually use it. For a variety of good reasons when the fear of 
dying alone and/or in pain is relieved, sometimes the medication is just not needed 
and nature takes its course. Thus, aid in dying is targeted for a very small subset of 
terminal patients. While some cannot be adequately helped by pain management and 
other palliative care efforts, only 25% say pain is their primary motivation. Rather, data 
from Oregon indicates that 80-90% of those who initiate the protocol cite loss of 
control and loss of dignity as major factors contributing to their decision. (1) 

Status in New Mexico:
Here in NM a lawsuit was brought forward by three plaintiffs, two Albuquerque 

physicians and a Santa Fe cancer patient, requesting that the court clarify that aid in 

dying 1) is not “assisted suicide” under our statute that makes it a 4th degree felony 
and 2) is a fundamental right guaranteed under the NM Constitution. The initial trial 
in District 2 court was held in December, 2013. Judge Jan Nash issued her eloquent 
ruling a month later in January affirming aid in dying on constitutional grounds:

“This Court cannot envision a right more fundamental, more private or 
more integral to the liberty, safety and happiness of a New Mexican than 
the right of a competent, terminally ill patient to choose aid in dying. If 
decisions made in the shadow of one’s imminent death regarding how they 
and their loved ones will face that death are not fundamental and at the 
core of these constitutional guarantees, than [sic] what decisions are? … 
The Court therefore declares that the liberty, safety and happiness interest 
of a competent, terminally ill patient to choose aid in dying is a fundamental 
right under our New Mexico Constitution.”

That decision was appealed to a three judge Appellate Court which ruled on a 
split decision earlier this summer to overturn the district court’s ruling and halt the 
practice in Bernalillo County. This decision was immediately appealed to the NM 
Supreme Court which quickly decided to give the issue an expedited hearing that 
took place on Oct. 26th. 

Thus, today in NM, aid in dying is awaiting the decision of the Supreme Court 
which might come in weeks or months. In the meantime, supporters and advocates 

Death with Dignity continued from page 9

Death with Dignity continued on page 11

http://mchodessa.com
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are working to identify, train and support willing physicians and pharmacists to 
provide this service. There are also efforts to identify and train support volunteers 
to assist in the homes of those who choose to use the protocol. If aid in dying is 
affirmed by the Supreme Court full statewide implementation will proceed in NM. 
What Does the Public Think about AID?

In general, a healthy majority of public opinion is supportive of physician aid 
in dying as a choice by eligible individuals who wish to ensure a death of their 
choosing. Although national polls by Gallup and Harris in 2014 vary a bit by how 
the questions are asked, about 60-70% indicate support for the concept. (2) A 2012 
poll conducted specifically in NM by the well respected Research & Polling Inc., 
indicated that >65% agree with AID. Medscape, a web-based resource for health 
professionals, conducted a national online survey involving 17,000 U.S. doctors 
representing 28 medical specialties. Respondents agreed by a 23% margin (54% to 
31%) that they would support a patient’s decision to end their life provided there is 
no shred of doubt that the disease is incurable and terminal. (3) 

To further support aid in dying advocates point out that under current law an 
individual (or his or her designated health care decision maker) can legally choose 
to not receive treatment or to stop treatment that has been initiated. Further, 
physicians can (and some do routinely) initiate lethal treatment to stop intractable 
pain, sometimes called palliative or terminal sedation. Additionally, it is legal in every 
state for individuals to voluntarily stop eating and drinking at any time to hasten 
their death. Supporters question why physician aid in dying should be thought 
about or treated any differently. They feel that it is a safe and compassionate 
practice that should be part of the choices available for eligible patients and those 
providers who wish to support them. 

Strong opposition to aid in dying comes from many perspectives as reflected in 
the current debates taking place in a number of state legislatures and in the courts. 
Some of the concerns are legal, some ethical, some religious and some arise from 
deep concerns about possible abuse/misuse towards vulnerable populations. Phrases 
like “it demeans the value of human life” or “it violates the Hippocratic oath” or 
“miracle cures or recoveries can and do occur” or “there may be undue pressure by 
government and insurance companies to avoid heroic measures due to the expense” 
or “ better to invest resources and ensure access to excellent palliative, rehabilitative 
and hospice care” are all frequently used to express concerns in these debates. 

A Few Final Thoughts:
It is difficult to predict where the balance of opinion will get to in the next 

few years, but it is clear that the increased aging population will push hard for 

Death with Dignity continued from page 10 the freedom of individuals to choose among a wide range of options and have 
more control over their care. In regards to aid in dying specifically, given the very 
small numbers of dying patients who actually use the lethal medications in those 
states where it is already legal, one might ask why is it so critical to affirm this as 
a legal option and broaden its’ availability in other states. Supporters feel that it’s 
so important because dying is universal and compelling, both as we experience it 
with loved ones and as we contemplate our own trajectory. They feel that control 
at the end of life is a fundamental right. In the absence of aid in dying being legal it 
increases the likelihood for more painful deaths, additional desperate suicides and/or 
for those compassionately assisting with death to be prosecuted.

Physician aid in dying, whether or not actually used, contributes to peace 
of mind and greatly reduces the fear of losing control, dying alone and/or 
in pain. And finally, aid in dying seems to stimulate the broader conversations, 
public discourse, and individual actions about end of life choices. It also 
seems to encourage health professionals to incorporate greater collaboration, 
understanding and responsiveness into their end of life care…and that is a win-
win for all involved.

References: 
1. https://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/

DeathwithDignityAct/Documents/year17.pdf, 2014
2. https://www.compassionandchoices.org/tag/gallup-poll/, Gallup, Most 

Americans Support Death with Dignity
3. http://www.medscape.com/features/slideshow/public/ethics2014-part1#24, 

Medscape Ethics Report, 2014. Part 1: Life, Death and Pain, Leslie Kane, 
December, 2014,

Barak Wolff, MPH, is a policy analyst with the NM Senate Public Affairs 
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Wolff has been actively involved with end of life issues, including policy advocacy, 
educating seniors about advance directives and improving the systems of care. Mr. 
Wolff, a former Director of the statewide Public Health Division, worked extensively 
with rural health, EMS and trauma systems, injury prevention and immunizations 
during his 25 year tenure with the NM Department of Health. 
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Susan Trossman

Last winter, two high-profile — and very tragic 
— cases pitted family members against hospital 
administrations and stirred debates nationwide 
about brain death, policies and laws, and ethics. 
No matter where they practice, nurses may have 
wondered what they would do if they found 
themselves in similar circumstances — whether they 
could object to providing patient care. The answer is 
a qualified “yes.”

First, the Two Cases
According to published reports, Jahi McMath, 13, 

was admitted into a California children’s hospital 
for surgical procedures to address sleep apnea. 
Following surgery, she developed a complication, 
went into cardiac arrest, and was declared brain 
dead by two hospital-associated physicians and 
ultimately a court-ordered physician. Her family 
fought to have her remain on a ventilator until she 
could be transferred to an undisclosed facility where 
she could be given additional “life-sustaining” 
measures.

Marlise Munoz was 14 weeks pregnant when she 
was found unconscious at home. She was declared 
brain dead and carrying a nonviable fetus; her family 
wanted her taken off life support, noting her wishes, 
the media reported. But this time, the hospital where 
she was admitted objected — citing a Texas law it 
believed required them to keep her on life support 
until her fetus could be delivered. Again, a legal 
battle ensued. A judge ultimately ruled that the 
hospital was misapplying the law, and the hospital 
removed her from life support.

Members of the American Nurses Association 
(ANA) Ethics and Human Rights Advisory Board 

Conscientious Objection
When Care Collides with Nurses’ Morals, Ethics

were not aware of whether or not RNs objected 
to providing care in these specific cases. However, 
nurse ethicists did find it crucial to ensure that all 
RNs understand that they can conscientiously object 
to participating in interventions if certain criteria are 
met.

Confronting Difficult Decisions
Nurse ethicist Anita Catlin, DNSc, FNP, FAAN, 

followed the Munoz case in the national press. 
“Nurses have a right to conscientiously object to 
participate in technologically supported treatment 
of a brain-dead person,” shared Catlin, a member 
of ANA’s ethics advisory board. “Additionally, when 
a woman and her surrogate have made their wishes 
known, it is unethical to go against these wishes 
as stated in ANA’s Code of Ethics for Nurses with 
Interpretive Statements.

“If members of the nursing staff wished to be 
excused from participating in this patient’s care 
for anything other than palliative care and comfort 
measures, they have every right to do so.”

When it comes to nursing practice, there are two 
broad categories in which RNs can conscientiously 
object to participate — based on provisions 
addressed in the Code of Ethics, according to Marsha 
Fowler, PhD, MS, MDiv, RN, FAAN, a member of the 
ANA’s professional issues panel steering committee, 
which has been leading a revision of the Code.

Nurses can refuse to participate in all instances 
of an intervention — such as an abortion or sexual 
reassignment surgery — based on religious or moral 
grounds, said Fowler, an ANA\California member. 
RNs who hold these strong beliefs should make 
their objections to participate in these types of 
interventions or procedures known at the time of 
hiring, Fowler said.

“If that’s not possible for some reason, the 
nurse should make her or his objection as timely 
as possible so the nurse manager can find a 
replacement,” she said.

Vicki Lachman, PhD, MBE, APRN, FAAN, added that 
for nurses to ethically object to participating in an 
intervention, that intervention “must challenge their 
moral integrity — and not be based on false motivation. 
It really has to violate a deeply held conviction of what’s 
right or wrong. A nurse might believe that the sanctity 
of life trumps all.”

The Code does not allow nurses to refuse care 
based on prejudice, discrimination or dislike. For 
example, they can’t refuse to take care of someone 
because the patient abuses alcohol or because the 
patient is homosexual, according to Lachman, chair 
of ANA’s ethics advisory board.

To decrease the chances of having to object on 
moral or religious grounds, nurses ideally should 
practice in settings where they are less likely to be 
confronted with interventions — such as abortions, 
cardiac transplants or palliative sedation — that 
conflict with their beliefs, Lachman said. 

The other broad category in which nurses can 
conscientiously object involves a specific intervention 
with a specific patient, Fowler said. A common 
example of this ethically sound objection is when a 
nurse is asked to participate in an intervention that 
goes against a patient’s autonomy and expressed 
desires, as in the patient’s not wanting a blood 
transfusion, antibiotics or other lifesaving measures. 

Given the fast pace of technology and other 
advances, nurses may increasingly find themselves in 
ethically challenging situations, Lachman noted.

Additionally, many sensitive cases that might have 
been kept private in decades past are now being 
played out in the media, according to Fowler.

Parting Words
To make a conscientious objection, Fowler said 

nurses should follow the lines of authority and 
the structures that are in place in their facilities. 
They also can contact their organization’s ethics 
committee or patient ombudsman.

And they must be aware of an obligation not to 
abandon a patient.

“Once a nurse begins treating a patient, she or he 
is legally bound to care for that patient until another 
nurse is available to assume responsibility for the 
patient,” Lachman said.

And although it may take courage to 
conscientiously object — particularly given some 
workplace cultures — not doing so can have dire 
consequences for the individual nurse and for the 
nursing profession.

“Most of the time, nurses just remain silent and 
do not make their objections known. They also 
worry that their decision will place a burden on 
colleagues by giving them more work,” Lachman 
said. “If nurses cannot move away from these 
situations, it becomes intolerable. They experience 
moral distress, emotional and physical fatigue, and 
burnout. Therefore, organizations must provide 
nurses with the staffing necessary to maintain their 
moral integrity, and nurses need to participate only 
in patient care that is not morally compromising.”

Fowler added, “Nurses need to accommodate and 
support colleagues who conscientiously object and 
provide an environment that preserves professional 
integrity.”

— Susan Trossman is the senior reporter for The 
American Nurse.

Reprinted with permission of The American Nurse

Seeking Behavioral Health Nurses
for our expansion!

Gerald Champion Regional Medical Center’s Behavioral 
Health Department recently held a groundbreaking 

ceremony for their new expanded department!! 
The new facility will be able to hold up to 38 beds. Because 

of the need in our community, GCRMC has taken this 
necessary step to assist those suffering from a variety of 
behavioral disorders. We are adding PTSD TRACTS and 

are proud to announce that we are the 2nd hospital in New 
Mexico to offer Electroconvulsive Therapy.

We are currently accepting resumes for Behavioral Health 
RNs. Hiring will start for immediate positions and continue 

incrementally January through April 2016.

Please send your resume to 
nrogers@gcrmc.org.

Dialysis Clinic, Inc. (DCI) is a non-profit cooperation 
committed to providing the highest quality of care 

for patients with End Stage Renal Disease. 

We have immediate openings for 
RN’s for Hospital Services and Chronic Units. 

Benefits to include a very competitive salary, medical 
and dental insurance which includes vision care, 
life insurance, long-term disability, educational 

assistance and retirement plan. 

Contact Vicki Brantley at 505-724-1500 
or vicki.brantley@dciinc.org

Now seeking RNs/LPNs for skilled nursing facility, 
Hospice, & Home Health and MDS Coordinator 

with Skilled Nursing Experience.  

Benefits include Health Insurance, paid time off, 403B, life 
insurance and long term disability. Call (575) 887-3947 

for more information.

Invitation to apply for the following positions:

ASSOCIATE DEGREE NURSING PROGRAM
•  Nursing Program Instructor 

MSN, nursing education experience required.

NURSING ASSISTANT PROGRAM
•  Nursing Assistant Instructor

Long term care experience required.
View full job descriptions at:

http://www.navajotech.edu/index.php/human-resources

Contact Human Resources at 505-786-4109
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ANA and Association of Nurses in AIDS Care 
Call for Repeal of HIV Criminalization Laws

SILVER SPRING, MD – As global communities mark Dec. 1 as World AIDS Day, 
the American Nurses Association (ANA) and the Association of Nurses in AIDS Care 
(ANAC) are calling for the elimination of outdated HIV criminalization laws in a new 
position statement.

“It’s clearly time to repeal laws that unfairly punish people living with HIV,” said 
ANA President Pamela F. Cipriano, PhD, RN, NEA-BC, FAAN. “HIV is a treatable 
medical condition and laws need to reflect advances in our understanding of the 
disease, its treatment and transmission risk.” 

The ANAC position statement, endorsed by ANA, describes HIV criminalization 
as the use of criminal law to arrest and penalize HIV-positive people for perceived 
or potential HIV exposure or transmission through consensual sexual contact and 
where nondisclosure of their HIV-positive status is alleged. More than 30 states 
in the U.S. have legislation that criminalizes HIV exposure without transmission; a 
significant number of these laws include exposures that are now known to pose no 
risk of transmission, such as spitting. 

Most of these laws were adopted decades ago, in an era of limited 
understanding of HIV and in an environment of fear and discrimination.

“This is why the Association of Nurses in AIDS Care has called for the reform 
and/or repeal of unjust and harmful HIV criminalization statutes. Nurses know from 
our ethical code that singling out HIV status or any other diagnosis or disability as 
criteria for criminal charges is unjust and contrary to evidence-based public health 
approaches,” said ANAC Executive Director Kimberly Carbaugh.

The ANAC position statement also outlines how criminalization can hinder HIV 
prevention, care and treatment. For example, outdated laws that sanction HIV 
discrimination cause and support stigma. People with HIV may internalize the 
judgment and misperception of HIV as highly infectious and fear getting tested, 
disclosing their status, or even accessing health care due to internalized stigma.

There is a growing consensus about the need to reform HIV-specific laws. The 
Centers for Disease Control and Prevention (CDC), the U.S. Department of Justice 
and the National HIV AIDS Strategy have all called for a review and modernization of 
HIV-specific criminal statutes to ensure they are consistent with current knowledge 
of HIV transmission and to support public health approaches to preventing and 
treating HIV.

ANA and ANAC support the following actions: 
•	 Reform	 of	 all	 state	 and	 federal	 policies,	 laws,	 regulations	 and	 statutes	 to	

ensure that they are based on scientifically accurate information regarding HIV 
transmission routes and risk.

•	 Repeal	 of	 punitive	 laws	 that	 single	 out	 HIV	 infection	 or	 any	 other	
communicable disease and that include inappropriate or enhanced penalties 
for alleged nondisclosure, exposure and transmission.

•	 Education	 about	 the	 negative	 clinical	 and	 public	 health	 consequences	 of	
current HIV criminalization statutes, arrests and prosecutions and their 
contribution to HIV-related stigma and discrimination.

Additionally, ANA and ANAC encourage nurses to support the Repeal Existing 
Policies that Encourage and Allow Legal HIV Discrimination Act of 2015 or the 
REPEAL HIV Discrimination Act. Sponsored by Rep. Barbara Lee (D-CA), the bill 
requires a review of laws by federal, state and local stakeholders that impose 
criminal liability on people with HIV. The bill also provides states with guidance on 
best practices for revising HIV criminalization laws.

For more information, visit www.nursesinaidscare.org.

Reprinted with permission of The American Nurse.

Etsy: 
http://www.etsy.com/shop/

simplewreath
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Custom orders &
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http://www.etsy.com/shop/simplewreath 
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New American Nurses Association Resource Helps RNs 
Make the Case for Optimal Nurse Staffing

SILVER SPRING, MD – To achieve quality care, better 
patient outcomes and financial stability, optimal nurse 
staffing should be viewed by health care employers as 
a necessity rather than an option—particularly as health 
care reforms and new regulations take hold.

That is a key message reflected in a new white paper 
commissioned by the American Nurses Association (ANA) 
and developed by Avalere Health, LLC in collaboration 
with nurses and policy experts. 

Nurses at all levels and in all settings can use the white 
paper, “Optimal Nurse Staffing to Improve Quality of 
Care and Patient Outcomes,” as a resource to advocate 
for and implement sound, evidence-based staffing plans. 

“Nurses on the front lines are in the best position to 
determine the staffing needed for safe and equitable, 
quality care, but they consistently tell us they must fight 
for optimal nurse staffing. This white paper is our way of 
providing evidence to support the need for changes in 
nurse staffing across all health care settings,” said Pamela 
F. Cipriano, PhD, RN, NEA-BC, FAAN, president of the 
American Nurses Association. 

The white paper highlights studies that demonstrate 
how appropriate nurse staffing helps to achieve both 
clinical and economic improvements, from reducing 
medication and other errors to shortening patients’ 
hospital length of stay.

ANA News

“The evidence from hundreds of studies—and the 
white paper—make it clear that there is a relationship 
between staffing and patient outcomes,” said Matthew 
McHugh, PhD, JD, MPH, RN, FAAN, an associate 
professor at the University of Pennsylvania School of 
Nursing who helped develop the paper. “If there are not 
enough nurses at the bedside, bad things are likely to 
happen.”

The white paper also examines the various forces 
that have impacted discussions about nurse staffing 
and health care, from Affordable Care Act provisions 
and Institute of Medicine reports to changing patient 
demographics.

This paper specifically notes that existing staffing 
systems are often antiquated and lack flexibility to 
adjust to factors such as patient complexity, a rise 
in admissions, discharges and transfers, and the 
physical layout of the unit. It further addresses efforts 
by ANA and other organizations to advocate for 
federal regulation and legislation promoting flexible 
staffing plans, and highlights ANA activities to support 
transparency and public reporting of staffing data. 

For example, the Registered Nurse Safe Staffing Act 
(H.R. 2083/ S.1132), endorsed by ANA, would require 
Medicare-participating hospitals to establish registered 
nurse (RN) staffing plans using a committee, comprised 
of a majority of direct-care nurses, to ensure patient 
safety, reduce readmissions and improve nurse retention.

“We in nurse leadership have to be able to defend 
our budgets [for optimal staffing],” said Bob Dent, DNP, 
MBA, RN, NEA-BC, CENP, FACHE, senior vice president 
and chief operating officer at Midland Memorial 
Hospital in Texas. “We need to be able to tell our boards 
of trustees and other administrators: “If we want to be 
able to deliver quality care to our community, then here 
is the staffing we need and here is the evidence [that 
supports that decision].”

The paper is the first in a series aimed at addressing 
the value of nursing care and services.

Individuals can learn more and access the white paper 
executive summary here. Members of the media can 
obtain the full white paper by sending a request to Ms. 
Jemarion Jones at jemarion.jones@ana.org.

Reprinted with permission of The American Nurse.

http://phs.org/careers
http://umchealthsystem.com
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5 Considerations for RNs Facing Ethical Challenges on the Job
The American Nurses Association has declared 2015 

to be the Year of Ethics and in January released a new 
edition of its Code of Ethics for Nurses with Interpretive 
Statements, so now is the perfect time for RNs to re-
examine the essential role ethics plays in the nursing 
profession. Having a strong ethical foundation is a key 
component to a successful career. Yet, even the best 
nurses may find themselves struggling with ethical 
concerns on the job. 

Here are five considerations for nurses when facing 
ethical challenges.

Know yourself
It’s important to have a strong sense of personal 

ethics to build upon in your profession. “Knowing 
who you are and what you stand for personally and 
professionally provides a foundation to speak up and 
speak out about issues that support or compromise 
your values,” said Cynda Hylton Rushton, PhD, RN, 

FAAN, Anne and George L. Bunting Professor of 
Clinical Ethics at the Berman Institute of Bioethics/
School of Nursing and a professor of nursing and 
pediatrics at Johns Hopkins University, and a Maryland 
Nurses Association member. “Without this clarity, your 
responses may be reactive, unreflective and potentially 
damaging to you and to others.”

Live your values
Just knowing your values and ethics isn’t enough, 

Rushton said. “We are required to speak them and live 
them in our daily actions. This takes courage, wisdom 
and resilience. Living our values means that we have 
to take seriously the fifth provision of the ANA Code 
— our obligation to care for ourselves so that we can 
care for others.” Because ethical issues are part of daily 
nursing practice, every nurse has an obligation to have 
the knowledge, skills and abilities to recognize and 
address them.

Listen to your gut
If you know yourself and are consistent about living 

your values, you’ll be able to rely on that voice inside 
your head saying something is wrong. “One of the 
things I talk to my students about all the time is that 
you need to listen to your gut,” said Sarah Shannon, 
PhD, RN, associate professor of Biobehavioral Nursing 
and Health Systems at the University of Washington 
School of Nursing and adjunct associate professor 
of Bioethics and Humanities at the University of 
Washington School of Medicine, and a Washington 
State Nurses Association member.

Check in with others
Having said that, Shannon said it’s important to 

remember that the gut is “a great barometer but a 
lousy compass.” Just because you know you’re in an 
ethical quandary doesn’t mean you know what the 
next step is. Consult with others, such as your shift 
manager or head of nursing, when a sticky ethical 
situation arises.

Translating ethical decision-making into everyday 
nursing practice is challenging. Building a network 
of colleagues who can help you think through ethical 
situations is a priceless resource. A great place to 
connect with experts and building your network is the 
2015 ANA Ethics Symposium being held in Baltimore, 
MD, June 4-5. 

Practice with respect
The first provision of the revised Code highlights 

each nurse’s responsibility to practice with “respect 
for the inherent dignity, worth, unique attributes and 
human rights of all individuals,” said Carol Taylor, PhD, 
RN, professor of nursing at Georgetown University 
and senior clinical scholar at the Kennedy Institute of 
Ethics, and an ANA member. Upholding that worth can 
provide a foundation for ethical action.

“Taken seriously, this means that each of us must 
practice with zero tolerance for disrespect, for our 
patients, their family members, our colleagues and 
ourselves,” Taylor said. Taylor recommended practicing 
responding to a colleague who describes a patient in 
negative terms to make it easier to speak up next time, 
such as by saying, “I’m no goody two-shoes, but I’m 
trying hard to meet each patient with respect.” If 
disrespect is a widespread problem, huddle and call 
attention to your organization’s zero-tolerance policy 
for disrespect to empower everyone to bring quick 
attention to violations.

For additional resources go to ANA’s Career Center 
at http://careers.ana.org.

Reprinted with permission of The American Nurse.

ANA/New Mexico
Membership Application
For other information, please contact ANA's Membership Billing Department at (800) 923-7709 or email us at memberinfo@ana.org.

Essential Information:

City/State/Zip Email Address

Employer Current Employment Status: (e.g. full-time, part-time, per diem, retired)

Type of Work Setting: (e.g. hospital, clinic, school) Current Position Title: (e.g. staff nurse, manager, educator, APRN)

Practice Area: (e.g. pediatrics, education, administration) RN License # State

Fax
Completed application with credit card
payment to (301) 628-5355

Web
Join instantly online
Visit us at www.JoinANA.org

Mail
ANA Customer & Member Billing
P.O. Box 504345  
St. Louis, MO 63150-4345

First Name/MI/Last Name

Mailing Address Line 1

Mailing Address Line 2

Professional Information:

Home Phone 

Credentials

Date of Birth Gender: Male/Female

If paying by credit card, would you
like us to auto bill you annually?

Please Note — American Nurses Association (ANA) member ship dues are not deductible as charitable
contributions for tax purposes, but may be deductible as a business expense. However, the percentage
of dues used for lobbying by the ANA is not deductible as a business expense and changes each year.
Please check with ANA for the  correct amount.

Dues ..........................................................................................$

ANA-PAC Contribution (optional) ..................................$

American Nurses Foundation Contribution ...............$
(optional)

Total Dues and Contributions ..........................................$

Authorization Signatures:

Monthly Electronic Deduction | Payment Authorization Signature*

Automatic Annual Credit Card | Payment Authorization Signature*

*By signing the Monthly Electronic Payment Deduction Authorization, or the Automatic Annual
Credit Card Payment Authorization, you are authorizing ANA to change the amount by giving the
above signed thirty (30) days advance written notice. Above signed may cancel this authorization
upon receipt by ANA of written notification of termination twenty (20) days prior to deduction date
designated above. Membership will continue unless this notification is received. ANA will charge a $5
fee for any returned drafts. ANA & State and ANA-Only members must have been a member for six
consecutive months or pay the full annual dues to be eligible for the ANCC certification discounts.

Credit Card Information:

Credit Card Number

Authorization Signature

Printed Name

Expiration Date (MM/YY)

Membership Dues:

Annual Payment 

Ways to Pay:

Check
Credit Card

Checking Account   Attach check for first month’s payment. 
Please make checks payable to ANA.

Credit Card

Monthly Payment 

Visa Mastercard

Yes

How did you hear about ANA? Colleague Magazine Online Other: __________________________

Go to www.JoinANA.org to become 
a member and use the code: NMX14

Mail

Mobile Phone 

*Nurses must already hold an RN license before becoming members of ANA

Joint Membership $238.00 $20.34

Reduced 50% reduction in membership fees $113.00 $9.92
Not employed   Full Time Student   
New licensee within 6 months of first licensure
62 y/o and not earning more than social security allows

Special—75% reduction in membership fees $56.50 $5.21
> 62 y/o and not employed or  Totally disabled

Yearly Monthly

nursingALD.com

You’ve earned your 
dream job.

We’ll help you 
find it at

Your free online resource for 
nursing jobs, research, 

and events.
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