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Committee on the Robert Wood Johnson 
Foundation Initiative on the Future of 
Nursing, at the Institute of Medicine; 
Institute of Medicine released the 
consensus report Oct 5, 2010. http://
www.nap.edu/catalog/12956.html.

In 2008, The Robert Wood Johnson 
Foundation (RWJF) and the IOM 

launched a two-year initiative to respond to the need to 
assess and transform the nursing profession. The IOM 
appointed the Committee on the RWJF Initiative on 
the Future of Nursing, at the IOM, with the purpose of 
producing a report that would make recommendations 
for an action-oriented blueprint for the future of nursing. 
Through its deliberations, the committee developed four 
key messages:

• Nurses should practice to the full extent of their 
education and training. 

• Nurses should achieve higher levels of education and 
training through an improved education system that 
promotes seamless academic progression. 

• Nurses should be full partners, with physicians and 
other health care professionals, in redesigning health 
care in the United States. 

• Effective workforce planning and policy making 
require better data collection and information 
infrastructure.

Nurses’ roles, responsibilities, and education should 
change significantly to meet the increased demand for care 
that will be created by health care reform and to advance 
improvements in America’s increasingly complex health 
system, says a new report from the Institute of Medicine. 

Nurses should be fully engaged with other health 
professionals and assume leadership roles in redesigning 
care in the United States, said the committee that wrote 
the report. To ensure its members are well-prepared, the 
profession should institute residency training for nurses, 
increase the percentage of nurses who attain a bachelor’s 
degree to 80 percent by 2020, and double the number 
who pursue doctorates. And regulatory and institutional 
obstacles–including limits on nurses’ scope of practice–
should be removed so that the health system can reap the 
full benefit of nurses’ training, skills, and knowledge in 
patient care.

“The report’s recommendations provide a strong 
foundation for the development of a nursing work force 
whose members are well-educated and prepared to practice 
to the fullest extent of their training, meet the current 
and future needs of patients, and act as full partners in 
leading advances in the nation’s health care system,” said 
committee chair Donna E. Shalala, president, University 
of Miami, Miami. “Transforming the nursing profession 
is a crucial element to achieving the nation’s vision of an 
effective, affordable health care system that is accessible 
and responsive to all,” added committee vice chair Linda 
Burnes Bolten, vice president for nursing, chief nursing 
officer, and director of nursing research, Cedars-Sinai 
Medical Center, Los Angeles.

At more than 3 million in number, nurses make up the 
single largest segment of the health care work force. 
They also spend the greatest amount of time in delivering 
patient care as a profession. Nurses therefore have valuable 
insights and unique abilities to contribute as partners with 
other health care professionals in improving the quality 
and safety of care as envisioned in the Affordable Care Act 
(ACA) enacted this year, the committee said.

States, federal agencies, and health care organizations 
should remove scope of practice barriers that hinder nurses 
from practicing to the full extent of their education and 
training, the report says. Scope of practice barriers are 
particularly problematic for advanced practice registered 
nurses (APRNs). With millions more patients expected to 
have access to health coverage through the ACA, the health 
care system needs to tap the capabilities of APRNs to meet 
the increased demand for primary care, the committee 
said. Data from studies of APRNs and the experiences 
of health care organizations that have increased the roles 
and responsibilities of nurses in patient care, such as 
the Veterans Health Administration, Geisinger Health 
System, and Kaiser Permanente, show that these nursing 
professionals deliver safe, high-quality primary care.

To handle greater responsibilities and the increasing 
complexity of health care, nurses should achieve higher 
levels of education and training through an improved 
education system that includes creation of a residency 
program to help nurses transition from education to 
practice and additional opportunities for lifelong learning, 
the report says. Nursing is unique among health professions 
in that there are multiple tracks by which individuals can 
attain undergraduate education–through diploma, associate 
degree, or bachelor’s degree programs. The health care 
system does not provide sufficient incentives for nurses to 
pursue higher degrees and additional training, the report 

says. Lack of academic progression has prevented more 
nurses from working in faculty and advanced practice 
roles at a time when there is a significant shortage in both 
areas, it adds. Public and private organizations should 
provide resources to help nurses with associate degrees and 
diplomas pursue a Bachelor of Science in Nursing within 
five years of graduation and to help nursing schools ensure 
that at least 10 percent of their baccalaureate graduates 
enter a master’s or doctoral program within five years. 

Health care organizations, including nursing associations 
and nursing schools, should also provide nurses greater 
opportunities to gain leadership skills and put them 
into practice, the report adds. Nurses in turn need to 
recognize their responsibility and capability to contribute 
on management teams, boards, and other groups shaping 
health care. To that end, all health professionals should 
have opportunities to be educated and trained with other 
health professionals, which would facilitate the kind of 
interprofessional practice that is called for by many to 
promote more effective patient care. 

Transforming the health care system and the practice 
environment will require a balance of skills and 
perspectives among physicians, nurses, and other health 
care professionals. Shaping the work force needed to 
achieve this balance will necessitate better data on the 
numbers and types of health care professionals currently 
employed, where they are employed, and what types of 
activities they perform, the report says.

The report is the product of a study convened under the 
auspices of the Robert Wood Johnson Foundation Initiative 
on the Future of Nursing, at the Institute of Medicine, 
and is the result of the committee’s review of scientific 
literature on the nursing profession and a series of public 
forums to gather insights and evidence from a range of 
experts. NHNA will be convening regional discussion 
sessions as follow up to the Nov. 30th Future of Nursing 
Initiative national conference. Watch our website for 
details. 

To read the complete report see http://www.nap.edu/
catalog/12956.html.

The Future of Nursing: The Institute of Medicine (IOM) Issues Report.
The Future of Nursing: Leading Change, Advancing Health

Please be sure to notify us with address changes/corrections. 
We have a very large list to keep updated. If the nurse listed 
no longer lives at this address–please notify us to discontinue 
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Anita Pavlidis, MS, RN

Every so often, we stop for a 
moment, take a deep breath, and 
contemplate the choices we’ve 
made in our lives. Assuming the 
Presidency of NHNA is one of 
those times which prompt me to 
step back and reflect on the grand 
journey I began the first day of 
nursing school. To know where we 
are going, we need to know where 
we came from.

It has been a long time since I first decided to be a nurse. 
I reminisce about my first tentative days as a new graduate 
and the hundreds of patients and families I’ve cared for 
since then. I never dreamed how those people, our patients, 
would change me in such profound ways. Nor did I realize 
that I would never want to go anywhere but forward. 

While most people do look ahead/move forward, few other 
professions have as rich a legacy as nursing from which 
to draw. The greatest accomplishments are achieved by 
“ordinary nurses” who found themselves on a path they 
never anticipated. I like to think of us (nurses), today 
“standing on the shoulder of giants”. These are the nurses 
who have gone before us carrying high ideals, providing 
excellent care–with a spirit of love and concern for their 
patients and for each other. Our lives are enriched by those 
who have gone before us. 

In her book, We Band of Angels, Elizabeth Norman 
depicts the lives of some who came before. “In the fall 
of 1941, the Philippines were a gardenia-scented paradise 
for the Army and Navy nurses stationed there… On 
December 8th, all that changed as Japanese bombs rained 
on American bases at Luzon and the women’s paradise 
became a fiery hell. As Bataan & Corregidor fell, most 
were herded into internment camps enduring three years 
of fear and starvation.” The courage and commitment of 
those nurses were unparalleled. Jungle hospital #2 was two 
miles long with 17 wards and 7000 patients! The nurse/
patient ratio was 350:1! As the war continued, the nurses 
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VISION STATEMENT
Cultivate the transformative power of nursing. 
Adopted 10-20-2010.

MISSION STATEMENT
NHNA, as a constituent member of the American Nurses 
Association, exists to promote the practice, development  
and well being of NH nurses through education, 
empowerment and healthcare advocacy.
Adopted 10-20-2010.

PHILOSOPHY
Membership and participation in the professional organization 
affords each nurse the opportunity to make a unique and 
significant contribution to the profession of nursing. The 
membership of the New Hampshire Nurses’ Association, 
individually and collectively, has an obligation to address 
issues related to the development and maintenance of high 
standards of nursing practice, education and research. We 
participate in the proceedings of the American Nurses 
Association (ANA) and support and promote ANA Standards 
and its Code of Ethics.

We believe that the profession of nursing is responsible 
for ensuring quality nursing practice and that continuing 
education in nursing is essential to the advancement of the 
profession and the practice of nursing.

We believe that nurses function independently and 
collaboratively with other professionals to enhance and 
promote the health status of individuals, families and 
communities. We have an obligation to initiate legislative 
strategies to improve the quality of health and the delivery 
of health care services while promoting quality practice 
environments that advocate for the economic and general 
welfare of nurses.

Adopted: 5/80
Revised: 1991
Revised: 12/4/97

LETTER FROM THE PRESIDENTLETTER FROM THE PRESIDENT

too fell ill with malaria and jungle fever and starved 
as many of their patients did. Each day they lived with 
worry and uncertainty and yet, every morning they got up 
to “take care of patients.” This is a story of strength and 
determination to create some sense of normalcy out of 
chaos and horror. It is a ‘must read’ for anyone affected 
by the courage of women, the strength of a team, and the 
dreadful things we can cope with when we have to. 77 
nurses were thrust into war and 77 nurses returned! It was 
a testament to the teamwork of nursing.

It is this reverence for life that is at the center of nursing 
practice in all its forms. I think this reverence propels us 
forward to become knowledgeable, competent, and expert 
professionals, to strive to base our practice on sound 
evidence. Likewise, a reverence for life and respect for the 
capacity of people to endure, suffer, heal, and grow sparks 
our passion for nursing.

As we begin this new year, take time to celebrate nursing 
and reflect on the many lives you have touched, helped to 
change, and saved.

I want to say that I am proud to serve as your President and 
as I move forward through my term, I will remember those 
who have come before in nursing–and those who have been 
stewards of NHNA in particular. Their work and ideals 
have moved the association forward over the past century. 
Our revised Mission & Values statement will guide our 
continued and expanding efforts. The American Nurses 
Association, (ANA), our parent organization, has provided 
the foundation to direct our work through the Standard of 
Practice, Code of Ethics, and the Social Policy Statement.

To view the accomplishments of the organization as a 
product of the hard work and commitment of our working 
Commissions and Board of Directors, please visit our 
website: www.nhnurses.org. See ‘history’ under the ‘About 
Us’ section, and our 2010 year end reports under home 
page announcements.

I will do my best to carry forward the work of the 
organization as we formulate goals for the coming year. 
My best to you all in the New Year!

On the Shoulders of Giants

19th Annual  
Mud Season Nursing Symposium 

Location:  
The Grand Summit Hotel and Conference Center  

At Attitash Bear Peak, Bartlett, NH 

Planning Committee:  
Lakes Region General Hospital 

Franklin Regional Hospital 
Speare Memorial Hospital  

 Northern NH Area Health Education Center (AHEC) 
North Country Health Consortium 

March 25 & 26, 2011 

Brochures Available  January, 2011 
Please check our website at www.nchcnh.org 

For more information contact  
Kate at 603-837-2519 

kmccosham@nchcnh.org  

Pursuing Excellence in Nursing 

SAVE THE DATE!  



January, February, March 2011 New Hampshire Nursing News • Page 3 

Shamanic healing, prayer, etc.] Puglisi cautions that in this 
technological age, humans attempt to work at the speed of 
computers–creating increased stress, anxiety and resulting 
disorders. In that mode we spend less time for reflection–
and less time relating to one another. She states, “Human 
beings are meant to move to the rhythm of nature, not the 
drumbeat of technology.”

Next door, the group was taking part in a panel 
presentation on Informatics and the EMR Mandate 
with Judith Joy, RN, PhD, from Colby Sawyer College; 
Debra Dulac, MBA, RN, BC, DPHIT, from DHMC; 
Holly Ellison, RN, BSN, MS, and Megan Reinhardt, 

10-20-2010 was a great day as over 100 NH Nurses 
gathered lakeside at Church Landing in scenic Meredith, 
NH to take part in our annual convention. 

Keynote speaker, 
Maureen Sroczynski, 
RN, MS, President/CEO 
of Farley Associates, 
Inc. and Chief Nursing 
Consultant for the 
Mass. Dept. of Higher 
Education, inspired the 
crowd with visions for 
the future of nursing. She 
discussed the important 
collaborative initiatives 
being undertaken on 
core competencies and 
integration of practice/
education to improve 
patient care and safety, 
in line with the new vision for nursing from the recent IOM 
(Institute of Medicine) report: Nurses should: practice to 
the full extent of their education, training and licensure; 
achieve higher levels of education and training through 
an improved education system that promotes seamless 
academic progression; be full partners, with physicians 
and other health professionals, in redesigning health 
care in the United States. Effective workforce planning 
and policy making require better data collection and an 
improved information infrastructure.

Maureen envisions that the nurse of the future will: be 
proficient at competencies beyond those of traditional 
nursing programs; have a deeper understanding of 
prevalent health care conditions and situations, and be 
prepared to function in times of chronic nurse shortage.

Next ,  Nancy P ug l i s i ,  Ph D, 
D i r e c t o r  o f  O rga n i z a t ion a l 
Wellness–University System 
of NH, presented on “ERA III 
Medicine.” [Era I = 1860-1950 
but still influential today–drugs 
and surgery–mind is not a factor. 
Era II = 1950–today and still 
evolving is Mind-Body Medicine: 
P s y c h o n e u r o i m m u n o l o g y ; 
Biofeedback Imagery; Hypnosis,
etc. recognizing the direct influence of mind on 
the physical body.] Era III–with our relatively new 
understanding of quantum physics–is just being 
recognized. It is based on the concept that ‘mind’ / human 
consciousness is not localized but rather unbounded and 
can heal through intention–even at a distance. [Ex: Reiki, 

RN, of Concord Hospital. This session looked at various 
pressures* for moving to electronic medical records; the 
challenges for implementation–plus ongoing management 
thereafter, and the actual experiences of panelists at their 
respective facilities.

*National/political influences cited include the Joint 
Commission, ANA, healthcare reform, quality & safety 
education for nurses, and recent ‘Nurse of the Future’ 
initiatives. Consumer pressures come from a more 
informed and Internet-savvy population; reimbursement 
issues; a shortage of health care personnel–at the same 
time our aging population is growing, and the criticality 
of hospitalized patients has increased. From the nurse 
staffing perspective, some surveys from earlier in this 
decade estimated that nurses had to spend as much as 50% 
of their time gathering, coordinating and documenting 
information instead of providing care. Upsides, downsides, 

NHNA Fall Conference: Nursing Issues for a New Decade

Keynote 
Maureen Sroczynski & 

Pres. Jim Biernat Informatics panel – 
Reinhardt, Ellison, Dulac, Joy

Healthcare Reform session

NHNA Fall Conference continued on page 4

Two seasoned Representatives of the New Hampshire House have been reelected to serve 
two more years. Rep. Laurie Harding (D) and Rep. Alida Millham (R) were reelected 
by their representative districts. Both will be starting their 4th terms. Harding represents 
Grafton County while Millham represents Belknap County. 

Harding obtained her BSN from Syracuse University and a MS 
in Community Health Nursing from Boston University. Most 
recently she was the Director of the VNA/Hospice of VT/NH. A 
past president of NHNA and active member of the Government 
Affairs Committee, Harding also served as legislative consultant 
to NHNA from 1989-1998. During the last term, as Vice-Chair 
of the House ED&A committee, Harding was a keen advocate of 
patient care right and nursing’s role in health care.

Millham obtained her BS from Columbia and an MS in Nursing 
Administration from Boston University. Prior to her retirement 
she was the Executive Director of a Homecare agency. Millham 
has seen service on the House Health, Human Services and 
Elderly Affairs Committee. She is a member of the Board of 
Directors of the Lakes Region General Hospital.

Harding and Millham have been guest speakers at past NHNA 
Policy Days. They have joined forces in sponsoring and 
shepherding bills of importance to nurses, including the revision 
of the nurse practice act in their first term. New Hampshire nurses 
are fortunate to have the benefit of these veteran legislators.

Nurse Legislators 
Re-Elected to House
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and potential implementation snags too numerous to list 
here were examined by the presenters. Keys to success 
involve, strong and supportive leadership, engaging staff, 
understanding the “stages of change”, and working through 
road blocks to enable clinicians to have a positive journey.  
Ultimately EMRs will transform healthcare by providing 
access to comprehensive medical information that is 
secure, standardized and shared.

The next set of concurrent session options:
Rose Gonzalez, MPS, RN–Director of Govt. Affairs for 
ANA–covered ANA’s role in Healthcare Reform (HCR)–
and its impact on nursing. ANA’s position has long been 
that healthcare is a basic human right–with provisions for 
quality, access, value and workforce. Gonzalez briefly 
reviewed the organization’s participation in political 
discussions on healthcare over the last several decades–
including early talks with the Kennedy administration. Fast 
forwarding to the 2008 Presidential election, she explained 
the process undertaken to educate all candidates on nursing 
issues; survey and interview each to determine which met 
ANA criteria for possible endorsement, and disseminate 
information for membership voting. ANA was invited to 
the table as a major stakeholder in system reform–with 
then President of ANA, Becky Patton, frequently invited 
to White House discussions–and worked on the frontlines 
of the process through passage of the Affordable Care Act 
last March. After much controversy and compromise we 
don’t need to retell, did the final bill include everything 
recommended? No.

But–what does the new law do for nursing? It reauthorizes 
Title VIII Nursing Workforce Development programs 
(loan repayment and scholarship programs; nursing faculty 
programs) funding $50 million a year for Graduate Nursing 
Education. It targets workforce funding for primary 
care, public health, geriatric and pediatric care; nursing 
workforce diversity; a National Health Service Corps 
and creates a National Healthcare Workforce Advisory 
Commission. It will increase Medicare reimbursement 
for PCPs–including APRNs and CNSs–recognizing them 
as ACO professionals. It allows RNs more of a leadership 
role in quality improvement through a Center for Quality 
Improvement and Patient Safety, and the Patient-Centered 
Outcomes Research Institute. It will fund a variety of 
nurse-centered, community based delivery sites and 
programs (nurse-managed health centers; school-based 
clinics; visiting nurse services) and provides a new focus 
on prevention/wellness–all of which create expanded 
opportunities for nurses. ANA will stay very much 
engaged in the implementation process. ‘Stay tuned!’

NDNQI–Transforming Data into Quality Care was 
another panel discussion including Pamela Hinshaw, 
MSN, RN, CCM from NDNQI/ANA; Karen Richards, 
DNP, RN, NE-BC, of Exeter Hospital; Paula Johnson, 
RN, BSN, MPA, of DHMC, and Bonnie Fecowicz, RN, 
from Monadnock Community Hospital. The session 
described NDNQI (National Database of Nursing Quality 
Indicators), nursing sensitive measures, and recent research 

findings on the linkages between RN staffing and patient 
outcomes. Since its launch in 1998, NDNQI has grown 
to 1680 US participating hospitals with 15,000 nursing 
units submitting reports.  Data include quarterly measures 
of: nursing staff skill mix; nursing hours per patient day; 
nurse turnover; assault rates; catheter associations UTI; 
central line blood stream infections; fall/injury rates; 
pressure ulcer prevalence; pain/intervention/reassessment 
cycles; peripheral IV infiltrations; ventilator associated 
pneumonia, and RN education/certification. The database 
also includes results of annual RN satisfaction surveys. 
Panelists described their experiences with NDNQI and 
ways in which they have utilized the data to help improve 
not only patient outcomes but nursing professional 
development, recognition and satisfaction.

The next session choices included:

Sherry Smith, RN, MSN, MBA–
consultant and Joint Commission 
Reviewer, covered the history, 
venues, advantages and legal 
issues of TELEHEALTH 
NURSING. This technology 
was actually born of NASA 
in the early 1960’s to monitor 
biometric stats of our astronauts. 
In 1980 it was used in the first 
international rescue initiative 
after an earthquake in Armenia. Satellite communications 
allowed medical centers there to connect with US sites 
using one-way voice, video and fax. The US was slow to 
adopt distance monitoring due to low consumer awareness, 
provider concerns about liability, complex licensing and 
regulatory restrictions, plus provider reimbursement issues. 
Telehealth Nursing is defined as the “delivery, management 
and coordination of care and services within the domain of 
nursing utilizing telecommunications technologies, while 
removing time and distance barriers.” It now encompasses 
an array of technology such as phone, fax, text, e-mail/IM, 
Internet, video and various monitoring devices. The need 
for monitoring of a growing population of patients who 
want to remain in their homes vs. nursing care facilities 
adds to the need for telemedicine and creates opportunities 
for nurses–at call centers or even working from home. 
(This offers potential for employment of under utilized 
RN resources: retirees, disabled nurses, those with latex 
allergies, etc). Smith also covered such considerations 
as confidentiality (especially using a home office), 
appropriate training and monitoring of care quality; risk 

management issues, increasing litigation and guarding 
against malpractice claims.

Trinidad Tellez, MD–Dir. 
Office of Minority Health NH 
DHHS presented CULTURAL 
COMPETENCY–New Hampshire 
Style. Dr. Tellez discussed the 
changing cultural landscape here 
in NH; CLAS standards (Culturally 
& Linguistically Appropriate 
Services) and mandates for 
healthcare organizations receiving 
federal funds; ways in which 
cultural competency increases quality of care; resources 
for increasing cultural competency and decreasing health 
disparities. Minorities in NH have grown from 4.7% of 
the population in 2000 to 7.2% in 2008, and accounted 
for 39.7% of the state’s growth during that period. Tellez 
discussed the potential challenges to nursing brought 
about by increasingly diverse racial, ethnic, linguistic, 
and sociocultural backgrounds of patients–and staff. The 
Joint Commission definition of Cultural Competence: 
the “ability of health care providers and health care 
organizations to understand and respond effectively to the 
cultural and language needs brought by the patient to the 
health care encounter.” It requires organizations and their 
personnel to: value diversity; assess themselves; manage 
the dynamics of difference; acquire and institutionalize 
cultural knowledge; adapt to diversity and the cultural 
contexts of individuals and communities served. Dr. 
Tellez believes that nurses play an essential role and can 
become leaders in providing patient-centered, culturally 
responsive care. To begin, she suggests taking this Cultural 
Competence Health Practitioner Assessment http://nccc.
georgetown.edu/features/CCHPA.html.

And the final set of sessions for the day:

E V I D E N C E  B A S E D 
PRACTICE was presented by 
Susan Fetzer, RN, PhD, Assoc. 
Professor of Nursing–UNH. Dr. 
Fetzer examined the origins of 
EBP in the early 1990’s–moving 
from care based on traditional 
habits, customs / rules and 
sometimes just ‘trial and error’ 
that guided nursing practice–to a 
system of utilizing the best available empirical evidence. 
“Evidence” itself is not limited to formal research or 
randomized controlled trials and does come from both 
formal and informal knowledge. EBP, says Fetzer, is an 
“integration of clinical judgment with the most current, 
relevant and defensible research evidence and patient 
preferences” [for care]. The goals of Evidence Based 
Practice are to: implement effective interventions; provide 
quality, cost-effective care; reduce variations in practice, 
and improve patient outcomes. An Evidence Based 
Culture: supports the continued questioning of current 

NDNQI Panel

NHNA Fall Conference continued from page 3

NHNA Fall Conference continued on page 5
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time to promote nursing and support her colleagues. She 
believes in the power of nursing excellence to transform 
people’s lives.”

PRESIDENT’S AWARD–Susan Fetzer, RN, PhD
This award is granted at the 
discretion of the president of 
NHNA. Said President Jim Biernat: 
“There were many candidates 
under consideration for this award, 
but there was one that stood 
out among the rest. Sue Fetzer 
has given of herself tirelessly in 
service to the nurses of NH. She 
has done this through numerous 
venues over many years. Her 
contributions through NHNA 
have been exemplary of her belief 
in hard work and advocacy of 
the profession of nursing. She has served on the NHNA’s 
Commission of Continuing Education and currently serves 
on the Government Affairs Commission. She is editor in 
Chief of NH Nursing News and a recent Past President of 
NHNA. When I first became a Board member, Sue was 
welcoming and served as my mentor. She took the inherent 
anxiety of a novice newbie and deftly transformed it into 
productive work for the profession. Sue introduced me 
to the ANA House of Delegates. She served as narrator, 
historian, translator and skillful powerbroker. She 
represented NH well and cultivated the delegates so that 
they could fully carry out the duties entrusted to them.”

“Sue actively encourages seeking perspective so that all 
may better understand. As a dedicated nursing educator, 
Sue teaches with gusto and brings forth new members into 
the nursing profession. Sue has an unquenchable thirst for 
knowledge. She is fiercely independent but also nurtures 
the power of interdependence. She is a nurse worth 
celebrating.”

Jim also related the story of his trip to ICN in South 
Africa last year–where the name of Professor Fetzer was 
recognized/praised by the Taiwan contingent! “To know 
that one person can influence the lives of so many is 
inspiring. Sue is developing a legacy that transcends time 
and borders.”

furthering her academic education–now embarking on 
Nurse Practitioner studies. In just three years at Dartmouth 
she has amassed many accomplishments some of which 
include becoming: certified to administer chemotherapy; 
a preceptor for students and new employees; board 
certified in Pediatrics, and Chair of her unit based Practice 
Council–a shared governance position. Last year she taught 
a Pediatric Oncology class at her alma mater St. Anselm 
College and has been invited back to reprise that role. 
Danielle is currently being oriented to the Charge Nurse 
role and intends to become certified in Pediatric Oncology. 
On her unit, Danielle has “…spearheaded efforts too 
numerous to list–but including developing the policy for 
suicide precautions, becoming a liaison between nursing 
and respiratory therapy to improve communications and 
enhance education, and creating a system for decreasing 
lab specimen errors.” One colleague writes: “She is 
unwavering in her ability to advocate for her ‘kids’ as she 
lovingly refers to our [pediatric] patients.” In addition to 
her direct care role, Danielle has helped to raise money 
for CHaD by running their half marathon in support of 
the children she calls her “heroes.” “Danielle is the kind 
of nurse that reflects so well on the profession. She has an 
amazing attitude, boundless energy, and compassion that 
knows no limits. Her desire to learn, to help, and to make 
things better are an inspiration to all who work with her.” 
Congratulations, Danielle!

PROFESSIONAL ADVANCEMENT AWARD–
Deborah A. Sampson, PhD, 
APRN, FNP-BC
Although Deborah was not able 
to attend to receive her award in 
person, part of the nomination letter 
from the NH Nurse Practitioner 
Association was shared. Deborah 
has been a registered nurse in 
many settings including trauma 
and critical care, public and 
home health, epidemiology, and 
academia. Currently Dr. Sampson is a Senior Advisor to 
the Health Resource Services Administration (HRSA) 
where she is providing leadership for the implementation 
of programs under the 2010 Patient Care and Affordability 
Act through the Bureau of Health Professions. Her work 
centers on assuring that programs and funding initiatives 
through HRSA promote and advance nursing education, 
practice, and workforce–in ways that support the “real 
world” of patient care and nursing practice. She is also a 
faculty member at the Connell School of Nursing at Boston 
College, and maintains her clinical skills by working as a 
nurse practitioner at Monadnock Community Hospital, 
occupational health sites throughout NH, and at Star Island 
Conference Center–Isle of Shoals. As a nursing scholar, 
Deborah has been the recipient of multiple prestigious 
awards. Other accomplishments include consulting 
to health and education leaders in foreign countries; 
mentoring undergrad and graduate students; genetic 
research in Mali, Africa; and many national/international 
speaking engagements. “Deb Sampson is a champion of 
nursing in all aspects of her life… she is generous with her 

practice. Several common procedures and assessments 
were explored in light of new evidence that questions their 
efficacy.

VIRTUAL TECHNOLOGIES–a 
Best Practice was shared by 
Donna Proulx, RN, MS, CCRN-
CSC, Senior Critical Care Educator 
at CMC. Web-based learning and 
the use of simulation labs are on 
the rise. This session explored 
the benefits and drawbacks of 
online learning versus face-to-
face instruction–as well as testing 
methods of each. Some advantages: 
student-centered learning; access to online databases; 
experiential multimedia presentations; web-based classes 
overcome geographic barriers to higher education. 
Challenges: becoming familiar with the technology / 
integrating multimedia to be able to use the medium to its 
full advantage; differences in learning styles; creating a 
sense of class ‘community’ when students don’t meet their 
peers–or the instructor! Some virtual resources discussed: 
online discussion boards; Blackboard e-learning–even 
accessible by blind students; 3D environmental software 
such as Protosphere and Secondlife where you create 
your own personal Avatar/virtual student. The ‘circle of 
learning’ and skills needed by both student and instructor 
for successfully using these virtual technologies were also 
examined.

NHNA thanks event sponsors GENENTECH and 
Arthur L. Davis Publishing Agency for their support–
as well as participating exhibitors: Amedisys Home Health; 
AMRAMP; EBSCO Publishing; Forest Pharmaceuticals; 
Genesis HealthCare; The Gideons International; Glaxo 
Smith Kline Vaccines; Mass. College of Pharmacy and 
Health Sciences; McAuley Medical. Inc.; Molnlycke 
Healthcare; NH Diabetes Education Program; NH Senior 
Education Network; Sanofi Pasteur; Uniformly Yours; 
US Army medical recruiting; Waddell & Reed Financial 
Advisors, and Walden University.

NHNA Award Winners 
Named

During the conference luncheon, 2010 NHNA Award 
Winners were announced.

DIRECT CARE NURSE OF 
THE YEAR–Danielle Salvas, 
RN–was nominated by colleagues 
at DHMC who categorize her 
as a someone who embodies the 
qualities to which every nurse 
should aspire: a compassionate 
caregiver who puts patient 
needs above all else; a model of 
professionalism, integrity and 
respect for her peers, who strives 
to excel personally by continually 

President Elect 
Anita Pavlidis and 

President 
Jim Biernat

Doorprize winners – Susan Kenna, 
Brooke Harding, Kathryn Brown

Break time

Lunch

Volunteers 
Denise Nies 
& Mary Wood 
Gauthier

NHNA Fall Conference continued from page 4
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PICCs are Not for All Patients
Liz Gorka RN, BSN, CCRN

HealthInsight Project Coordinator

Peripherally Inserted Central Catheters 
(PICC) were first introduced in the mid 
1970’s and their use has steadily increased 
since. PICCs are used in all healthcare 
settings for the intravenous administration 
of antibiotics, pain medicine, chemotherapy, 
nutrition, or for the drawing of blood 
samples. While they serve an important 
medical purpose, a PICC is not appropriate for all patients. 
Patients who have elevated serum creatinine and/or 
decreased eGFR are at risk for developing chronic kidney 
disease and may need permanent arteriovenous access for 
future dialysis. For these patients PICCs have the potential to 
significantly decrease their chance for survival by limiting 
the sites available for atriovenous (AV) fistula placement. 
The AV fistula is the preferred form of vascular access 
for hemodialysis, delivering superior patency with lower 
morbidity, hospitalization, and cost compared to synthetic 
grafts or venous catheters.

Healthcare practioners should be aware of the potential 
complications of PICCs and limit the use of PICCs to 
patients with normal serum creatinine and GFR unless PICC 
placement is approved by a nephrologist. The nephrologist 
should decide whether the patient’s abnormal creatinine/
GFR are transient or whether the patient has kidney disease 
and has the potential to need future dialysis.

Every patient has only four superficial upper extremity 
veins, the cephalic and the basilic vein in each arm. These 
two veins join together to form the subclavian vein then 
the Superior Vena Cava. PICCs are most often inserted in 
the basilic vein, then advanced so the distal tip of the PICC 
rests in the Superior Vena Cava. Vein damage anywhere 
along the length of the catheter, from the insertion site to the 
Superior Vena Cava, may make the entire extremity useless 
for future placement of an AV fistula for permanent dialysis 
access. Vein damage may be caused by many factors and 
it may take only a short time to render a vein useless for 
hemodialysis access. Medications infused through the PICC 
may cause chemical irritation to the venous endothelium 
or the catheter itself may cause venous irritation. However, 
the most frequent complications of PICC’s are thrombosis 
formation and venous stenosis. These complications occur 
much more often than health care practioners realize 
because a patient may be asymptomatic but still develop 
enough venous stenosis or thrombosis to damage veins and 
render the entire arm useless for AV fistula placement.

A study conducted by Saad and Vesely found that 23.3% of 
studied patients developed venous thrombosis after initial 
PICC placement. This percentage increased to 38% for 
patients who underwent multiple PICC insertions. Central 
venous stenosis developed in 4.8% of study participants and 

2.7% had central venous occlusion.1 Even partial impairment 
of blood flow by thrombosis or stenosis in an extremity will 
greatly decrease the patient’s chance of receiving a fistula.

The Renal Network recommends that patients with an eGFR 
of less than 43 mL/min or a serum creatinine level of greater 
than 2.0 mg/dL should not have a PICC line placed.2 The 
Fistula First Organization recommends the use of a small 
bore central catheter (SBCC) in the internal jugular vessel 
instead of a PICC for high risk patients since SBCCs can 
last longer than PICC lines, can be easily replaced, and have 
fewer complications for the period of time needed.3

Patients with kidney disease also need to have their forearm 
veins protected from venipuncture and IV placement. Only 
hand veins should be used unless emergency IV access is 
needed. The following principals should be followed for 
patients with kidney disease:

• Veins in both arms that could be used for hemodialysis 
vascular access MUST be preserved. 

• Venipuncture or IV placement could damage these 
veins so they can’t be used for hemodialysis access.

• Subclavian vein catheterization can cause central 
venous stenosis, which can make it impossible to use 
that side of the body for hemodialysis access—cutting 
the patient’s access choices in half.4

The first step in preserving peripheral veins of patients 
who have or are at risk for kidney disease is the early 
identification of these patients. Some patients may not 
know they have early kidney disease. Review the patient’s 
serum creatinine and/or eGFR. If either laboratory result is 
abnormal consult a nephrologist before placing the PICC. 
This simple step may extend your patient’s life. PICC’s are 
not appropriate for all patients.

This material was prepared by HealthInsight, the Medicare 
Quality Improvement Organization for Nevada and Utah, 
under contract with the Centers for Medicare & Medicaid 
Services (CMS), an agency of the U.S. Department of 
Health and Human Services. The contents presented do not 
necessarily reflect CMS policy. 9SOW-NV-2010-7.3-062

(Endnotes)
1 Saad, T. F., & Vesely, T. M. (2004). Venous access for 

patients with chronic kidney disease. Journal of Vascular 
and Interventional Radiology, 15 (10), 1041-1045.

2 The Renal Network. (n.d). Reducing the use of PICC lines in 
chronic kidney disease patients. Retrieved from http://fistula.
memberpath.com/LinkClick.aspx?fileticket=RJer8gKUewY
%3d&tabid=205

3 AV Fistula First Breakthrough Initiative Coalition. (2009). 
Recommendations for the Minimal Use of PICC Lines. 
Retrieved from http://www.fistulafirst.org/LinkClick.
aspx?fileticket=_eCnazlnICg%3D&tabid=72

4 AV Fistula First Breakthrough Initiative Coalition. (2009) 
Vein preservation and hemodialysis fistula protection. 
Retrieved from http://www.fistulafirst.org/LinkClick.aspx?fi

leticket=VETldogeiwY%3d&tabid=205

Liz is currently a Project Coordinator for HealthInsight, the 
Medicare Quality Improvement Organization for the state of 
Nevada. As the hospital liaison, Liz works with acute care 
facilities to ensure that quality improvement projects are 
developed and implemented within the context of the Centers 
for Medicare & Medicaid Services contract. Liz also provides 
educational support and research on evidenced based best 
practices to facilities to assist in the improvement of CMS quality 
measures.

Liz has over 28 years experience as a Registered Nurse including 
Emergency, Critical Care, Staff Education and Quality 
Improvement. Liz is currently working toward her Master’s 
Degree in Nursing.

The Nurses’ Health Study is growing and we want to 
include you! We are asking you to join more than 230,000 
other female nurses who are already participating in the 
long-running Nurses’ Health Studies. We are inviting 
female nurses, between 22 and 45 years old (born after 
January 1, 1965) to join our new study. We hope that you 
will collaborate with us on this long-term study.

Join the Nurses’ Health Study!
The Nurses’ Health Studies have taught us much of 
what we currently know about how foods, exercise, and 
medications can affect a woman’s risk of developing cancer 
and other serious health conditions.

However, there is still a great deal that we do not 
know, especially regarding women from diverse ethnic 
backgrounds. The goal of this new study, the Nurses’ 
Health Study III, is to learn more about how women’s 
lifestyles (including diet, exercise, birth control, pregnancy, 
etc). during their 20’s, 30’s and 40’s can influence health 
throughout life. To participate, go to th website: http://nhs3.
org/, click Join Now” and log in.

The initial questionnaire will take around 30 minutes to 
complete. Follow-up questionnaires of similar length will 
follow in 3 months and 6 months and then approximately 
every 2 years. If you become pregnant, we will offer 
you the option to answer additional questions about your 
pregnancy.

We will hold all personal information you provide in the 
strictest confidence and use it solely for medical statistical 
purposes.

Nurses’ Health 
Study

What do nurses’ think about being 
part of the Nurses’ Health Study?

“It is my pleasure to contribute to this
valuable body of work”

“This is something I really feel good about!”

“I feel like I am doing something important for 
my sisters and daughters”

Quotes from participants in the Nurses’ Health Study.

JOIN

TODAY!
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Karen Kallie, RN, MA and Peg Donahue

The Ride
Imagine an amusement park ride that takes you on a virtual 
journey through exhilaration, happiness, pleasure, sense of 
purpose, and meaning. There are calm times when you feel 
in charge as you ascend steep inclines or cruise smooth 
terrain. There are the rushes down precipitous slopes 
that pump your heart and make your blood race. You feel 
alive, open, and energized… then surprised as you are 
sporadically slammed up against a wall and stunned into 
numbness, or whipped around rapidly and unexpectedly 
only to lose your balance and not be able to focus or think 
straight. Each time you recover in spite of the blitz that 
intermittently assaults your being. You remain on the ride 
in spite of the sporadic disorientation and whiplash! There 
are many reasons and rewards, besides you really do enjoy 
the ride!

Over time exhilaration and happiness start to give way to 
other feelings. The repeated twists and turns, the speed 
and demands of adjusting begin to wear on you. It becomes 
harder to feel the excitement. A growing sense of being 
less in charge and more out of control creeps in. You feel 
more worn out, less energized and it gets harder to shake 
off the disorientation. The fatigue and stress can make you 
want to get off the ride, or simply want stop it to catch your 
breath, regroup, clear your mind and restore your spirit. 
Now you may not be able to see the exit, but the ride keeps 
going. You may feel powerless, doomed and begin to pray 
for divine intervention or a mechanical malfunction in 
order to stop!

This “ride” is caregiving–which may be BOTH a 
professional and a personal role for many nurses. It 
is important to realize that what began as a pleasant 
encounter complete with compassion, exuberance, and 
high energy can become a passage into stress, exhaustion 
and burn out if self care is not a companion along the way.

Cost of Your Ticket to Ride
Statistics regarding the effects and high cost of stress and 
burn are abundant and beyond the scope of this article. 
For those who are interested, there is some excellent 
information regarding the cost of burnout for nurses 
archived on the ANA website: www.nursingworld.org. 
(Search for the Jan. 2008 OJIN issue in particular on “Why 
Emotions Matter”).

Those statistics define the results of stress, and point to 
the causes, but they do not show the deeper concerns and 
daily experiences of caregivers. There is no denying the 
high price of stress on society, but it is dwarfed by the 
magnitude of the toll taken on people as it damages health, 
relationships, and quality of life.

Self care: Antidote to Stress.
We need a deeper, more effective approach to self care 
than well designed lists of activities and good time 
management. To be really effective we must focus on self 
care from the inside out and develop a different state of 
being not merely a set of tools to manage stress. This is a 
shift in consciousness that helps to: take the pressure off 
change, really eliminate stress and be able to experience 
happiness and fulfillment. This approach results in greater 
motivation and effectiveness in reducing and managing 
stress, as well as promoting optimal well being for the 
caregiver that results in a high quality care for others. 

Our culture does not value or encourage self care. It 
is not on any of the “to do lists for success”! Beyond 
that we each have our own belief systems that underlie 
self neglect. These beliefs operate so seamlessly and 
unconsciously that we don’t even notice. We ignore subtle 
uncomfortable promptings that could lead to freedom with 
defensiveness or negativity then redouble our efforts to 
help and do more. So, lack of self care rests “safely and 
quietly” on a foundation of uninspected beliefs that silently 
conspire to create tension, conflict, confusion and spiritual 
emptiness. The solution is to courageously shine the light 
of consciousness on our beliefs and become free of their 
invisible chains. 

A Different Perspective
The beliefs that trip us up in most areas of life have to do 
with our sense of self. These beliefs all rest on positive self 
regard. In the western world care of self and self indulgence 
are confused. Healthy self care is not about accumulating 
things or gratifying whims. It is about self respect, 
honesty, authenticity, honoring your essential worth and 
admitting mistakes without collapsing into shame. Positive 
self regard includes deep care and concern for your well 
being, a lack of negative self talk and criticism, not driving 
yourself mercilessly for any reason, and having a vision 
for your life that includes a dream, purpose and meaning.  
And finally, healthy self care requires that you embrace all 
of you—the angry, sad, hurt, rigid, too flexible, confused, 
or unknowing parts… the ones you would like to deny and 
hide from the world. Owning all your parts means neither 
giving them free rein, nor that you are bad, shameful or 
immature; it is understanding that you are human and 
have the full range of emotions. Feelings are crucial for 
self knowledge, essential for identifying and meeting your 
needs.

You do not have to be perfect to truly care for yourself.
Positive self regard is a process and grows slowly

Steps to Healthy Self Care
• Commit to self knowledge; know yourself or live in 

fantasy

Caregiver Rejuvenation: 
Burnout Prevention for Mind, Body and Spirit

• Acknowledge feelings as a path to self knowledge, 
love of self and others

• Recognize parts you denied or suppressed to survive, 
belong or be accepted

• Use emotional awareness to identify needs; know what 
makes your heart sing

• Learn how to create a personal vision and honor your 
dreams

• Vow to cultivate a relationship with Self

Deep self care includes a challenge of the heart. Emotions 
are the keys to unlocking the aliveness within you and 
living more deeply, imaginatively and authentically. Karen 
Kallie, RN, MA, and Peg Donahue teach the integration of 
the principles of mind-body medicine, energy psychology, 
energy and consciousness into daily life to decrease stress, 
improve health and enrich your life and relationships. To 
reach Karen or Peg see www.livingenergyworks.com
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C. difficile Surpasses MRSA as Leading Cause of Nosocomial 
Infections in Community Hospitals

Susan Page, MT, MS, CIC
Infection Preventionist

Fletcher Allen Health Care

Healthcare-associated Clostridium 
difficile infections (CDI) have 
increased in incidence and have 
surpassed methicillin-resistant 
Staphylococcus aureus (MRSA) 
infections in community hospitals 
according to a recent study 
presented at the Fifth Decennial 
International Conference on 
Healthcare-Associated Infections 
in March 2010. A large cohort of 
patients from community hospitals 
(representing over 3 million 
patient days) was evaluated from 2008 through 2009; CDI 
was the most common healthcare-associated infection, 
closely followed by nosocomial bloodstream infections. 
Nosocomial CDI occurred 25% more frequently than 
nosocomial MRSA infection, reflecting both an increase 
in CDI and a decrease in MRSA since 2007.

In 1935, Hall and O’Toole first isolated a gram positive, 
toxin producing anaerobic bacillus from the stool of 
healthy newborns. They named it Bacillus difficilis to 
reflect the difficulties they encountered in its isolation 
and culture. We now face the opposite problem of being 
unable to contain the growth and spread of this organism, 
which has been renamed Clostridium difficile. It is a 
common cause of infectious diarrhea, usually occurring 
as a complication of antibiotic therapy and most often in 
elderly patients.

The organism produces two exotoxins: toxin A, an 
enterotoxin and toxin B, a cell cytotoxin. Although 
pseudomembranous colitis has been the hallmark of 
infection, the clinical presentation of CDI may range 
from asymptomatic colonization to severe diarrhea, 
toxic megacolon, perforation and even death. Nearly 
all symptomatic patients present with diarrhea, but rare 
patients, particularly those receiving narcotics following 
surgery, may have little or no diarrhea due to ileus or toxic 
megacolon, a late serious complication of CDI.

More than 90% of CDI occurs during or after 
antimicrobial therapy for an infection; the antimicrobial 
agents disrupt the endogenous microflora of the intestine, 
allowing proliferation of C. difficile with resultant toxin 
production. Almost all antimicrobial agents, except 
the aminoglycosides, have been associated with CDI.  
Fluoroquinolones (ciprofloxacin, levofloxacin) have 
the strongest association with disease but other agents, 
including clindamycin, ceftriaxone and other broad-
spectrum cephalosporins, are also implicated. The risk 
increases when patients receive multiple antimicrobial 
agents and undergo longer courses of therapy. Other factors 
that increase risk of CDI include advanced age, severe 
underlying illness, nasogastric intubation, medications that 

neutralize gastric acid and long hospitalizations. A typical 
presentation involves an older patient with frequent, loose, 
watery stools who has recently been treated with a course 
of antimicrobials while hospitalized for a chronic medical 
condition. It is estimated that CDI extends a hospital stay 
by 4 to 14 days.

It has been shown that about 3% of healthy adults 
asymptomatically carry C. difficile in their intestinal tracts; 
carriage rate increases to 20% or more in hospitalized 
patients or residents of long term care facilities. Neonates 
have a much higher colonization rate, from 5%-70%, but 
paradoxically are much less likely than adults to develop 
symptomatic disease due to lack of receptors for toxin 
A in their immature gut mucosa. Hospitals and long 
term care facilities have the highest rates of CDI, and 
this complication is often endemic or even epidemic in 
these facilities. This association is not surprising because 
large populations of patients or residents with high rates 
of exposure to antimicrobial agents are housed in close 
proximity in facilities with widespread contamination with 
C. difficile spores that persist in the environment for years. 
These patients or residents are often attended by healthcare 
workers who carry the spores on their hands and medical 
equipment. These factors emphasize the importance of 
hand hygiene and thorough environmental cleaning in 
controlling the spread of C. difficile.

The diagnosis of CDI is usually established by detection 
of C. difficile toxin A or B in stool. Most laboratories in 
this country use an enzyme immunoassay (EIA) to detect 
toxin A, or toxins A and B. EIA is a very specific test 
(very unlikely to yield a false-positive result) but lacks 
sensitivity (30% or more of specimens yield false-negative 
results). Because toxins A and B are very unstable at room 
temperature, specimens should be sent to the lab as soon 
as possible or refrigerated. A much more sensitive and 
specific test for the presence of C. difficile toxin, known 
as polymerase chain reaction (PCR), has recently become 
available. This assay tests for the presence of the gene that 
codes for the toxin production of C. difficile.

It should be noted that while testing for C. difficile toxin 
is highly effective in establishing the diagnosis of CDI, it 
has not been useful for evaluating response to therapy or 
as a “test of cure.” The reasons for this are unclear, but 
therapeutic decisions are best made on the basis of clinical 
response.

Occasionally use of either CT scan or endoscopy may 
be useful adjuncts in diagnosing CDI. Colonoscopy 
(preferred over sigmoidoscopy) may show the presence 
of pseudomembranes, a late and serious complication of 
C. difficile. CT imaging may show characteristic features 
such as thickening of the colonic wall (indicating colitis), 
absence of small bowel involvement and the presence of 
ascites.

During the last decade an alarming trend in CDI, 
marked by increasing rates of disease, more severe 
and complicated cases, and diminishing responses to 
standard therapies, has been observed. This changing 
epidemiology has been associated with the emergence of 
a new strain of C. difficile, referred to as the NAP1 strain 
based on its pulsed field gel electrophoresis pattern. The 
NAP1 strain of C. difficile produces up to 20 times more 
toxin than seen with other strains and is highly resistant 
to fluoroquinolones, including the newer gatifloxacin 
and moxifloxacin. This strain is also capable of hyper-
sporulation, resulting in widespread environmental 
contamination. First described in a wide-spread outbreak 
in Quebec, Canada, the Centers for Disease Prevention 
and Control (CDC) has since reported outbreaks of this 
epidemic strain in at least 38 states. Although Vermont is 
not included among those states, we have certainly seen 
the increase in cases and severity of disease associated 
with this strain. Since 2001, discharge data from United 
States hospitals has shown a sharp increase in rates of 
CDI with the rates doubled by 2003. The increased rates 
are twofold higher in persons aged 65 or older. During 
outbreaks of severe disease, an increased number of 
patients required colectomies and significantly more 
deaths were associated with CDI. During a 2002 outbreak 
in Montreal, patients with CDI spent an additional 7 days 
in the hospital; 10% required admission to an ICU and 
2.5% require emergency colectomy. Severe cases of CDI 
have also been reported in populations previously believed 
to be low risk for CDI, including peripartum women and 
otherwise healthy persons living in the community, some 
with no documented prior antimicrobial exposure.

Prevention and control of C. difficile includes three prongs: 
judicious use of antimicrobials, adherence to meticulous 
infection control practices for hand hygiene and contact 
precautions, and thorough cleaning and disinfection of 
the environment. During episodes of diarrhea, C. difficile 
is shed in the feces of patients and can contaminate the 
environment and ultimately, the hands of healthcare 
workers. Once outside the body C. difficile readily forms 
spores, which may persist in the environment for very 
long periods of time. Although the spores may be removed 
by vigorous mechanical cleaning, they are not killed by 
the commonly used hospital-grade disinfectants. If a 
healthcare facility is experiencing an increase in CDI, 
CDC recommends considering use of a fresh 10% dilution 
of household bleach for disinfection of patient rooms, as 
bleach does show some efficacy in killing spores. Because 
of the corrosive nature of bleach, it must be used carefully 
and long-term use may cause problems, particularly with 
metal surfaces.

The formation of spores also impacts hand hygiene, as the 
alcohol-based hand sanitizers currently recommended for 
healthcare are not sporocidal. If a healthcare facility is 
seeing an increase in CDI, CDC recommends that staff 
wash their hands with soap and water after glove removal, 
as this will mechanically remove any spores that may be 
present. Patients diagnosed with CDI should be placed in 
a private room, or cohorted with another patient with CDI, 
and cared for using contact precautions. Gowns and gloves 
should be worn by all healthcare workers providing care 
in these rooms; equipment such as stethoscopes and blood 
pressure cuffs should not be used on other patients without 
appropriate disinfection.

Because prior exposure to antimicrobial agents is a 
major risk factor for CDI, all healthcare facilities should 
periodically review their prescribing patterns and consider 
an antimicrobial restriction program. CDC estimates that 
between 20%-50% of all antimicrobials prescribed in 
this country are unnecessary. In particular, judicious use 
of clindamycin, third-generation cephalosporins such as 
ceftriaxone, and the fluoroquinolones may help reduce the 
risk of CDI.

Treatment of CDI must include two strategies. The most 
important first step, whenever possible, is discontinuation 
of the offending antimicrobial. This allows the normal 
bowel flora to reestablish itself. The second component 
is antibiotic therapy directed against C. difficile. Empiric 
therapy should be initiated as soon as a diagnosis of 
CDI is suspected. Oral metronidazole (Flagyl) has 
historically been used as first-line therapy, but it may be 
associated with both increased failure rates and increased 
recurrence rates. It is still recommended as the first-
line agent for treatment of mild CDI. Oral vancomycin is 
recommended for treatment of severe disease defined as 
a marked leukocytosis, acute renal failure, hypotension 
or pseudomembranous colitis. For patients with severe 
disease who develop ileus, traditional treatment with oral 
or intravenous agents alone may not be sufficient, as fecal 
concentrations of antibiotics are inconsistent. Intravenous 
metronidazole should be used in combination with 
vancomycin administered via nasogastric tube or rectal 
instillation. Severe complicated disease has resulted in 
an increased number of colectomies and deaths. An early 
surgical consultation should be considered in patients with 
ileus or marked leukocytosis.

Despite successful therapy initially, up to 35% of patients 
will have a recurrence; after the second recurrence, the 
incidence of subsequent recurrence may be as high as 
65%. Most cases of initial recurrence can be retreated 
with the same agent used initially, as these do not appear 
to be related to in vitro resistance. A combination of 
strategies may be needed to treat multiple episodes of 
recurrent disease; these include tapered or pulsed dosing 
of vancomycin and use of adjunctive therapies such 
as probiotics, intravenous immunoglobulin and fecal 
replacement therapy.

Increasing rates of CDI, more severe disease, and the 
emergence of a virulent, resistant strain of C. difficile 
are presenting healthcare providers with new challenges 
in the management of CDI. Nurses must remain abreast 
of current epidemiologic trends and recognize the global 
effects of indiscriminate antimicrobial use. We should 
work to promote and practice proper infection prevention 
and control measures including increased attention to 
appropriate environmental decontamination as well 
as meticulous hand hygiene and adherence to contact 
precautions.

Susan Page
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It has been described as a silent epidemic occurring in the 
nursing profession–lethal to a career and contagious. The 
disease is workplace bullying. Bullying occurs when a 
nurse feels defenseless against actual or perceived threats 
by another nurse, usually a nurse in a more powerful 
position. The bully has a need to control and plans who, 
when and where the bullying will target. Bullies attempt 
to use other staff, who fear retaliation if they don’t join 
in. Nurses leave the unit or institution to avoid the bully, 
turnover is high when a bully is present. 

The growing prevalence of bullying resulted in a resolution 
presented, discussed and adopted by the American 
Nurses Association House of Delegates in the June 2010 
meeting. All of your New Hampshire delegates voted 
in favor of the resolution. Co-sponsored by the Federal 
Nurses Association, composed of nurses in military and 
government service, ANA’s Center for Ethics and Human 
Rights Advisory Board, the Center for American Nurses 
and the Texas Nurses Association, the resolution addresses 
hostility, abuse and bullying in the workplace. 

American Nurses Association
2010 House of Delegates Resolution

Hostility, Abuse and Bullying in the Workplace

WHEREAS, hostile, abusive and bullying behaviors, and/
or abuse of authority and position, can occur in any setting 
where nurses practice, learn, teach, research and lead both 
domestically and internationally; and 

WHEREAS, the Center for American Nurses (The 
Center) (2008) states that: 

Lateral violence and bullying have been extensively 
reported and documented among healthcare professionals 
with serious negative outcomes for registered nurses, their 
patients and healthcare employers. 

Disruptive behaviors in the workplace are toxic to the 
nursing profession and have a negative impact on retention 
of quality staff. 

Horizontal violence and bullying should never be 
considered normally related to socialization in nursing nor 
accepted in professional relationships. 

There is no place in a professional practice environment 
for lateral violence and bullying among nurses or between 
healthcare professionals. 

All healthcare organizations should implement a zero 
tolerance policy related to disruptive behavior, including 
a professional code of conduct and educational and 
behavioral interventions to assist nurses in addressing 
disruptive behavior; and 

WHEREAS, the Texas Nurses Association (TNA) (2009) 
states that violence and bullying in nursing: 
• Can negatively affect the delivery of healthcare 

services. 
• Can have financial and organizational effects on the 

employer. 

NHNH Supports Bullying Resolution

by Karen M. Stanley, MS, PMHCNS-BC

There are a variety of terms being used to describe negative 
behaviors among coworkers: disruptive and inappropriate 
behaviors, workplace incivility, lateral violence, horizontal 
hostility, bullying and mobbing. In January 2009, the Joint 
Commission (TJC) set a leadership standard that applies 
to all health care providers. They mandated that agencies 
accredited by them address and correct “disruptive and 
inappropriate behaviors” in the work environment. The 
term “workplace incivility” has been used to describe 
an initial minor incident where there is no clear intent to 
harm. However, once the intent to cause harm is clear, the 
more specific terms described below apply (Hutton, 2002).

In her nursing study, Griffin (2004) used the term “lateral 
violence” to describe the 10 most common forms of 
negative behaviors occurring within nursing. Although 
these behaviors inflict psychological pain, they can lead to 
physical aggression if allowed to escalate (Stanley, et al, 
2007). The word “lateral” in the definition implies that 
the individuals involved are at the same real or perceived 
power level, e.g., staff nurse-on-staff nurse aggression. 
Similar terms “horizontal violence” (Farrell, 1997; 
Freire, 1971; McCall, 1996; Skillings, 1992; McKenna et 
al., 2003), and “horizontal hostility” (Bartholomew, 2006; 
Thomas, 2003) have also been used extensively to describe 
this phenomenon. 

Bullying is yet another term used by nurse researchers 
(Hutchinson et al., 2008; Johnson & Rea, 2009; Simons, 
2008; Vessey et al., 2009) as well as many non-nurse 
researchers (Leymann, 1996; Mikkelsen & Einarsen, 
2002; Namie, 2003; Dick & Rayner, 2004; Zapf, 1999) 
to describe the negative behaviors that occur between 
nurses where there is a power differential, e.g., nurse 
manager aggression toward a staff nurse. To meet the 
criteria for bullying, the behavior must occur at least 2-3 
times a week for a period of 6 months or longer. However, 
some nurse researchers who use the term “bullying” 
(Hutchinson et al., 2006) report that nurses in their 
study described intense, painful aggressive episodes of 
a much shorter duration of time. Bullying has been used 
to describe both psychological and physical aggression. 
Finally, “mobbing,” a term used frequently in the general 
literature about workplace aggression, is sometimes 
applied to nursing. It describes the ‘ganging up’ behaviors 
(malicious, nonsexual, nonracial, general harassment) used 
by co-workers, subordinates or superiors, to force someone 
to leave the work group (Davenport, Schwartz & Elliott, 
2005). 

In their recent article, Roberts, DeMarco & Griffin (2009) 
suggested that “bullying” may be the “umbrella term” 
under which other specific terms reside. 

DISRUPTIVE AND INAPPROPRIATE BEHAVIORS & 
WORKPLACE INCIVILITY:

BULLYING

 Lateral Violence
 Horizontal Violence
 Horizontal Hostility
 Mobbing
 ©Stanley, K. (2009)

The number of terms being used, and the variations in 
descriptions of the terms, are no doubt causing confusion. 
The inclusion of the word ‘violence’ in some terms has 
caused concern for many nurses. However, no matter 
what term we use, the fact is that hostile behaviors inflict 
psychological pain on nurses and are damaging to our 
professional image. Each of us has an ethical obligation to 
find ways to end the behaviors. 

We hope that you will join us on February 12, 2010, at 
the Mary Ann Parsons Conference, “Create a Cohesive 
Culture: Stop the Bullying” as a first step to becoming 
part of our South Carolina initiative to eliminate nurse-on-
nurse aggression.

Selected References: 
1. Freire, P. (1971). Pedagogy of the oppressed. New York: 

Herder & Herder.

Why So Many Names for BAD BEHAVIOR?

• May affect the efficiency, accuracy, safety and 
outcomes of care. 

• May hinder recruitment and retention of nurses; and 

WHEREAS, FedNA, the ANA Center for Ethics and 
Human Rights Advisory Board, the Center for American 
Nurses and the Texas Nurses Association assert: 

The escalating problem of hostility, abuse and bullying in 
the workplace requires reaffirmation of existing principles 
from the 2006 resolution related to workplace abuse and 
harassment of nurses and the inclusion of additional 
recommendations to address limitations with existing 
policies; 

RESOLVED, that the American Nurses Association 
will reaffirm and fully support the existing principles 
from the 2006 resolution related to workplace abuse and 
harassment of nurses and the promotion of healthy work 
and professional environments for all nurses; and 

RESOLVED, that the American Nurses Association 
will work proactively to reduce the growing problem of 
workplace abuse, harassment and bullying of nurses and 
the serious consequences, including severe reprisal and 
retaliation; and 

RESOLVED, that the American Nurses Association 
will explore collaborative solutions with other disciplines 
and organizations to leverage resources for research and 
education.

2. Griffin, M. (2004). Teaching cognitive rehearsal as a shield 
for lateral violence: an intervention for newly licensed 
nurses. Journal of Continuing Education in Nursing, 35(6), 
1-7. 

3. Hutchinson, M., Jackson, D., Vickers, M., & Wilkes, L. 
(2006). Workplace bullying in nursing: toward a more 
critical organizational perspective. Nursing Inquiry 13(2), 
118-126.

4. Hutton, S. (2006). Workplace incivility: state of the science. 
Journal of Nursing Administration, 36(1), 22-28.

5. Johnson, S.L., & Rea, R.E. (2009). Workplace bullying: 
concerns for nurse leaders. Journal of Nursing 
Administration,39(2), 84-90.

6. Joint Commission Resources. (2006). Civility in the health 
care workplace: strategies for eliminating disruptive 
behavior. Retrieved November 23, 2008, from http://www.
ccforpatientsafety.org/31174/

7. Leymann, H. (1996). The content and development 
of mobbing at work. European Journal of Work and 
Organizational Psychology, 5 (2), 165-184.

8. Roberts, S. J., Demarco, R., & Griffin, M. (2009). The effect 
of oppressed group behaviours on the culture of the nursing 
workplace: a review of the evidence and interventions for 
change. Journal of Nursing Management, 17, 288-293.

9. Simons, S. (2008). Workplace bullying experienced by 
Massachusetts registered nurses and relationship to intention 
to leave the organization. Advances in Nursing Science, 
31(2), E48-E59.

10. Stanley, K. M., Martin, M. M., Nemeth, L. S., Michel, Y., 
& Welton, J. M. (2007). Examining lateral violence in the 
nursing workforce. Issues in Mental Health Nursing, 28(11), 
1247–1265.

Complete resource list available by email from karen.
stanley1988@comcast.net.

Visit us on the web 
                      anytime...                      anytime...
                               anywhere....                               anywhere....

nhnurses.orgnhnurses.org
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NHNA TOWN HALL VIDEOCONFERENCE  
 

January 20, 2011   5:00 – 8:00 p.m. 
 

* FIVE NH locations from which to participate! 

HOW WILL THE STATE’S BUDGET SITUATION IMPACT NURSING? 

Are you concerned about state legislation that impacts your job as a nurse? 

Or affects NH healthcare in general? 

As with most of life, “decisions are made by those who show up”. 

 Participants in this annual open forum - with expert input from our professional lobbyist -  
identify and discuss proposed NH legislation which has the potential to impact nursing practice.  

The group identifies and prioritizes those bills requiring action by nurses – or at least a watchful eye - 
as well as determining whether there is legislation NHNA should introduce. 

This year the state budget will affect healthcare on many levels. 
 

Also this year - we are for the first time  utilizing videoconference technology to make it easier for  
NH nurses to ‘show up’ by offering multiple locations from which to take part –  

and interact ‘live’ with colleagues around the state. 
 

This is a FREE event but registration is required due to seating limitations at each site. 
Sign up at our website:  www.nhnurses.org for either 

Concord, Nashua, Laconia, Lebanon or Littleton* 
Include your email address to receive confirmation and directions to your chosen location. 

* Sites available as of press time.  If more are added, details will be included on our website. 
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ED Nurses Lead the Way
For the last 5 years an emergency nurse at Wentworth-
Douglass Hospital has been selected as NH Emergency 
Nurse of the Year. This year Kendall Magee, RN, CEN, 
ED Clinical Educator, was honored by the Emergency 
Nurse Association. In her nomination, a peer wrote, 
“When I think of the perfect professional ED nurse, it is 
Kendall that I picture. Her genuine compassion to all of 
those around her and her passion to ensure that the patient 
has the best possible outcome, whether from her loving 
touch or the education of the staff that cares for them.”

The previous winners are pictured here with Kendall.

NH Emergency Nurse of the Year hail from 
Wentworth-Douglass Hospital (l to r) 2008 

Gail Wasiewski, RN, CEN; 2007 Lois Day, RN, 
CEN; 2006 Judy Topham, RN, CEN; 2010 

Kendall Magee, RN, CEN and 2009 
Stacey Savage, RN, CEN

Kudos also go to Anne Gault, RN, Emergency 
Department for achieving Sexual Assault Nurse Examiner 
(SANE) certification from the International Association of 
Forensic Nurses.

Brian Flynn, RN, was named Trauma Manager providing 
oversight of the trauma policy, education, data registry and 

performance improvement activities. Brian’s experience as 
the night Patient Care Coordinator for Emergency Services 
and as a Registered Paramedic provide the experience 
and background needed for this role. Brian is an active 
participant in the NH State Trauma Medical Review 
Committee.

WDH Diversity Day
On Wednesday, October 9th Wentworth Douglass Hospital 
hosted its third annual walk-through event with interactive 
displays to promote diversity awareness. The purpose 
of Diversity Day is to celebrate and embrace diversity 
within the community of patients and staff. More than 
150 clinical and non-clinical staff attended the event. 
Storyboards included vendor diversity and promoting local 
small businesses, generational diversity, religious diversity, 
and introduction of the new organizational customer 
service behaviors which include a focus on respect. 
Displays were presented about meeting the needs of those 
with limited health literacy, how using data about race, 
ethnicity and primary language meets the hospital mission 
and values. Hospital educational programs regarding 
diversity education were highlighted to include “Who are 
You, Really” by Kim McMahan, RN, BSN, and “Why 
Don’t Patients Do What We Want?–Strategies for Effective 
Negotiation of Health Practices” by Lorraine Mancuso, 
RN, MSN.

Submitted by Lori Mancuso, RN, MSN/Ed, Staff RN IV

WDH Stroke Program
Since 2008, Stroke Program coordinators Nicole Connors, 
BS, RN and Cindy Spencer, BS, RN, CCRN have lead 
Wentworth-Douglass Hospital’s stroke program which 
incorporates best practice measures from the American 
Heart Association’s Get With the Guidelines (GWTG) for 
Stroke. Wentworth-Douglass Hospital recently received 
the American Heart Association’s Silver Plus Award for 
Stroke, a first for the state of NH. The successful WDH 
program incorporates evidenced-based protocols for the 
emergency management of acute stroke events as well 
as inpatient pathways for people admitted with ischemic 
stroke, hemorrhagic stroke, and TIA. Connors and Spencer 

News from Wentworth-Douglass

Nursing News from 
Cheshire Medical

President’s award recipient, 
Christy Jackson, RN, 
consistently sets the example of 
high quality nursing practice. 
She is compassionate, non-
judgmental, and quick to advocate 
for her patients. Ms. Jackson is 
professional and courteous to 
patients, family and co-workers. 
She is always conscientious and 
responsive to patients’ needs. 
“Ms. Jackson has a positive team 
attitude. In areas where she sees 
an opportunity for improved care, she helps facilitate change,” 
said Donna Rose, RN, PCC, Thompson Unit.

Martha Gilroy, APRN, 
Dartmouth-Hitchcock Keene 
Family Medicine, recently 
passed the Gerontological Nurse 
Practitioner-Alternative Eligibility 
Examination by the American 
Nurses Credentialing Center. 
Martha has a strong background 
as a Nurse Practitioner, with 
emphasis on mental health 
and psychopharmacology 
management in home care 
settings and nursing homes. Her 
background also includes patient care in Occupational Health 
and Internal Medicine offices. 

Ethics in Nursing: Ethical Effects of Apathy
by John Malek, PhD, MSN, FNP-C 

Apathy has many connotations but perhaps the most 
accepted view of this concept is this: being impassive or 
lacking interest or concern. Manifestations of apathy 
are both physical and psychological. When these 
manifestations exist within the work environment, 
detrimental effects are observed among colleagues as 
absenteeism and lapses in patient care, and within the 
organizational structure. Just as the power of positive 
attitude brings optimism into our lives, the power of apathy 
brings pessimism. How can that be when the foundations 
of nursing are based upon caring and compassion? We see 
it, we feel it, we are affected by it, yet what actions do we 
take to alleviate apathy? The statement “you only get the 
chance to make a first impression once” could never be 

more correct. How do you appear to your patients? Do you 
think about what they see as you enter their room for the 
first time? Do you make eye contact or are you robotic in 
your actions? Is there sincerity in your tone of voice when 
you ask how they are feeling?

Throughout my career I have heard that attitudes are 
contagious. A day filled with gratitude, caring and 
compassion makes all the difference in the lives you touch. 
When you focus more on worry and stress, mistakes will 
happen and patients will suffer. As nurses we are entrusted 
with the care and well-being of our patients. A patient 
recovering from a major surgery does not need to hear 
about the current economy, the nursing shortage, staffing 
problems, or how busy you are. According to Chinn & 

Kramer (1999), the art of nursing involves an appreciation 
of the meaning of a situation and utilizing our inner 
resources to sense the meaning of the moment and connect 
with the human experiences unique to each person, such as 
sickness, suffering, recovery, birth and death. In practice 
this is expressed through our actions, interactions, and 
attitudes towards others.

The aim of the nursing community worldwide is for 
its professionals to ensure quality care for all, while 
maintaining their credentials, code of ethics, standards 
and competencies, and continuing their education. We 
care for individuals who are healthy and ill, of all ages and 
cultural backgrounds, and who have physical, emotional, 
psychological, intellectual, social, and spiritual needs. 
How are we to address these needs when our approach is 
one of apathy?

During these difficult economic times, our nursing 
organizations are suffering also. As membership and 
commitment to our profession is dwindling, remaining 
a powerful force within government is also affected. 
I encourage each nurse to make the effort to halt this 
downward spiral. Now more than ever, our patients, 
communities, and healthcare services need your help! I 
implore you as professionals to take an optimistic attitude 
toward the future. A positive attitude leads to happiness 
and success. It affects the way you look at the world, your 
environment and the people around you. If your positive 
attitude is strong enough, it becomes contagious! Let us 
not forget that portion of the Nightingale pledge that states 
“I will do all in my power to elevate… my profession…” 
Believing in yourself and your profession is not only the 
ethical stand to take, but will keep alive the caring and 
compassion that our patients deserve.

References
 Chinn, P., Kramer, M. (1999). Integrated knowledge 

development in nursing. St. Louis, Missouri: Mosby.

 Fowler, M. (Ed).. (2008). Guide to the code of ethics 
for nurses. Silver Spring, Maryland: American Nurses 
Association.

“A day filled with gratitude, 
caring and compassion 

makes all the difference in 
the lives you touch.”

report that by using quality metrics to inform and improve 
clinical practice, their team has achieved and sustained 
85% (minimum) compliance with the GWTG measures.

Connors and Spencer have been selected to present their 
strategies for success at the 2011 International Stroke 
Conference in Feb. 2011. They will address the challenges 
faced by community hospitals and how WDH successfully 
designed and implemented its award-winning Stroke 
Program. “Let the data do the driving: Informing clinical 
decision-making in the community hospital” will be a 
poster presentation with a professor-lead question and 
answer session. The material will become available online 
at http://stroke.ahajournals.org.

Regionally, the WDH Stroke team has been recognized 
for innovation and clinical expertise by the Northeast 
Cerebrovascular Consortium (NECC), which chose 
Connors and Spencer to present their abstract, “The Devil’s 
in the Details: Optimizing Outcomes by Minimizing CT 
Time in a Community Hospital,” at its Oct. 2010 Boston 
conference. Using a new data collection tool to drill down 
causes for delays in CT Turnaround time (TAT, the time 
from CT order to the time the results are reported to the 
provider), the team clarified priorities, simplified orders, 
and revised protocols. All steps and staff involved in acute 
stroke CT-transport, administrative/unit clerk, nursing, 
providers, technicians, and radiologists-were included in 
the project. With a baseline TAT of 217 minutes (target = 
45 min), by mid-2010, the program dropped the average 
TAT to 34 min, surpassing their goal. The abstract and 
poster will be available online at <http://www.thenecc.org/
home.html> http://www.thenecc.org/home.html.

Locally, Spencer was invited to speak at the American 
Association of Critical Care Nurse’s 2010 Horizon’s 
convention in Burlington, VT. The Dover nurse joined 
Boston colleague Patti Masson, RN, MSN, Sr. Manager 
of Network Development and Clinical Programs, 
Massachusetts Gen Hospital (MGH), and the two discussed 
the robust collaboration between the “hub” hospital, MGH, 
and the “spoke” facility, WDH, for the critical care nurse 
audience.

And finally, at the state level, in collaboration with AHA, 
NECC, and the NH Department of Health, Connors and 
Spencer are helping to develop a network of NH stroke 
coordinators in order to share strategies for success and 
resources for educational programs. They may be reached 
via email: nicole.connors@wdhospital.com or cindy.
spencer@wdhospital.com.
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Mary Chambers, RN

Last month I met an old friend for dinner. She showed up, 
walking with 2 canes! I said, “My God Joan. Is this what’s 
it’s come to? We both had a good laugh at our own “aging 
process”. I’ve know Joan Lozeau, RN for over 30 years. 
She has been my friend, my role model, my preceptor and 
I credit her with helping me become the nurse I am today. 
When I tell her, she tells me I’m crazy. Maybe I’m crazy, 
but I am very serious.

When ‘old’ nurses get together they talk about the old 
days. When you get old you’re supposed to do that–it’s in 
the Old People Handbook. We could get into a lengthy 
discussion about what OLD is but I’ll save that for another 
day. During the course of our conversation I started to 
think about some of the nurses who took me under their 
wing when I was just starting out. Things they taught me 
30 years ago still ring true today. We’ve renamed some 
things and packaged them differently but I credit my 
Grand Ladies of Nursing for their forward thinking.

When I was in nursing school I worked as a nurse’s aide 
and I’d watch Joan. She was so organized, smart and well 
respected for her skills. I wondered if I could ever be that 
good. I graduated in 1980 and Joan was assigned as my 
preceptor. I was thrilled and a little scared. Could I ever 
live up to her standards? Could I even keep up with her? 
Day One–I showed up anxious but ready. There were 13 
patients on “our side” of the hall. A nurse had called in 
sick–no replacement was available so staffing for the shift 
was Joan and a brand new GN (me) and Connie Pepin, 
LNA extraordinaire. Joan assessed the situation and said, 
“I’ll take 7 patients, I’ll give you 6, so let’s get going”. I 
wasn’t brand new, off the street. I’d worked on the unit 
as an LNA so I was familiar with the routine, layout, 
charts, bathroom, and some of the patients. Outwardly I 
looked pretty calm but inside I was screaming, “Are you 
kidding me???” I took a deep breath and said, “OK”. We 
got report and headed out. Joan said, “If you need me just 
yell.” I had visions of maybe needing to scream into the 
intercom system before I broke into tears. You could use 
the intercom then–we weren’t too worried about noise yet. 
Off I went and things went pretty well I thought. No one 
died, cried or went screaming into the night–patients or 
myself included. Joan and I met up in the afternoon and 
talked things over–she answered my questions and life was 

good. I went home feeling pretty good and a little proud of 
myself. I know many might be horrified by this first day, 
but it worked for us. I knew Joan was there for me, that I 
was respected for what I knew but still had to learn, and I 
wasn’t alone.

Over the next few weeks, Joan told me things that I still 
carry with me today. Are any of these familiar? We 
would admit patients and Joan would say, “You really 
need to know what they’re taking for meds so call their 
pharmacy or their doctor for a list”. It is called Medication 
Reconciliation, but we were doing it 30 years ago. When 
we transferred a patient to another unit (after a complete 
bath and bed change of course–terribly old fashioned) 
we’d give a thorough report because “you want them to 
know about the patient so they’ll be safe”, Joan would say. 
Today we call it Safe Handoff. Joan told me that when you 
call a physician use your first and last name because you 
want them to know you as a person and not just a voice 
on the phone (the early SBAR). She also said to be nice to 
ancillary department folks, because you can’t do this job 
alone. Maybe the beginnings of Interdisciplinary Rounds.

End of Life issues are a hot topic. Pauline Silveri, RN 
(now happily retired to an island in Maine) taught me about 
human touch–just holding hands can be very comforting 
to a patient; a back rub or a warm blanket even. She said 
NEVER send a patient’s belongings home with a grieving 
family in a plastic garbage bag. Even if it’s a few things 
and all you have is a large box–use that. She’d bring in 
New Wave tapes with music and soothing sounds all the 
time. I really wanted to make fun of them; but she’d put 
them on during a noisy shift change in the afternoon and 
things would actually calm down. I tried using them at 
night with restless patients and they would actually fall 
asleep without medication–hard to argue with success! 
Joan would say that patients should never die alone or in 
pain and I have carried this with me forever. If the patient 
had no family with them we would stay with them, holding 
their hand. When a patient would pass away we would 
bathe them, comb their hair and clean up the room. She 
said to make sure their hands were on top of the blanket 
in case the family wanted to hold their hand one last time. 
She said that the family’s last memory should be a peaceful 
one.

There’s been a lot of research on humor and healing. I 
learned about it from Mary Stoddard, RN (now an angel 

in heaven). She was fabulous. She could lighten any mood. 
She’d laugh with patients, hug them and just make them 
feel good. You’d see post-op patients hugging their cough 
pillows and laughing despite the pain. She’d say that if you 
got them laughing they’d forget the pain–for a while. She’d 
make coming to work fun. I know she spent no time with 
fancy research projects–no such thing back then–she just 
knew what worked.

I wear a white dress every day to work because of 
Madeline Walker, RN (another angel in heaven). She 
always wore blindingly white uniforms when colored 
scrubs were becoming the norm. I asked her once why she 
wore white and she told me that when you were in white 
everyone knows you are a nurse and knows your job. She 
said patients trusted nurses and they knew you were there 
to help them. That made sense to me. She was an evening 
supervisor and she’d get called to situations that were tense 
or unstable. She’s walk into the room and everyone would 
look at her and you could feel the mood change. They’d 
look to her for guidance and answers. She’d be the one in 
charge of the situation. The waters would part and there 
would be Mrs. Walker to save the day. Rarely does a week 
go by when someone doesn’t remark on my white dress: “I 
love a nurse in a white dress” or “At least I know you’re a 
nurse. It’s hard to tell these days.” I’ve read a few articles 
recently where hospitals are returning to white for nurses.

Patient Centered Care is a current buzz phrase. You have 
to wonder–if we’re not doing this for the patient what 
are we doing it for? Years ago Sheila Evjy, RN, was my 
Director of Nurses. She was the queen of Patient Centered 
Care. Everything we did, everything we were, anything 
we wanted, had to be about or because of the patient. 
Everything always came back to the patient. Sheila was the 
voice of the patient and they were safe when she watched 
over them. I’ve always used her as the yardstick with which 
to measure those who manage others.

Ollie Goumas, RN, was the first nurse to use Nursing 
Diagnosis. She was the best doorway-‘diagnoser’ (if that’s 
even a word) that I ever knew. It was magic to me. She 
could walk by a room and tell if a patient was getting into 
trouble. She could tell just by looking when a patient’s 
H&H had dropped overnight or they were going into heart 
failure. She wasn’t afraid to share her “diagnosis” with the 
physicians and they listened to her.

These are just a few of the Grand Ladies of Nursing that 
I’ve had the privilege of working with over the last 30 
years. I could go on but I’ll spare you the ramblings of 
an old nurse. Yes, when old nurses get together they talk 
about the old days. But these nurses were visionaries and 
they didn’t know it. They freely shared their time, their 
talent and their passion for nursing with me. I only hope 
I’ve done them proud and that I have carried on in their 
footsteps. Take a minute, listen to and then thank your own 
Grand Ladies of Nursing. You may just hear what is going 
to be new tomorrow!

A Tribute to MY Grand Ladies of Nursing
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Looking at movies from...

Outside the Popcorn Box

Reviewer: Sandra McBournie, RN, MEd. is the Program 
Coordinator for the Center for Nursing Professional 
Development and Faculty member at NHTI, a member 
of the NHNA Commission on Continuing Education, 
and movie lover. Movies reviewed in this column are 
considered with enhancement of the nursing profession 
and practice, in mind and a little bit of thinking “outside 
the box”. For more reviews by Sandra and to comment 
visit www.outsidethepopcornbox.blogspot.com

Food, Inc. explores the root of the evil we call nourishment 
in this country. Everything to be believed about the 
quintessential American farmer, the effort of the Food 
and Drug Administration to protect us from harm, and 
eating chicken being better for you than eating beef will 
be challenged while watching Food, Inc. What can now be 
understood is that corn rules, food is poison, farmers are 
forced to be cruel to animals and the earth to survive, and 

the government agencies in place to protect you from harm 
are in cahoots with profit driven food corporations. The 
stories covered in this documentary may force viewers to 
become the most disillusioned genetically modified food 
eating consumers in history.

Take for instance the story about the chicken farmer 
Carole Morrison, who is expected to grow a chicken from 
egg to filet in six weeks. This requires an atmosphere for 
the chickens that, well, isn’t very chicken like. No light, 
no room to move, and the inability to walk because they 
are so overgrown with steroids and an unnatural diet that 
their bodies are too heavy for their legs to carry them. 
When Carole who makes a measly $18,000/year raising 
and selling these chickens puts her foot down about this 
chicken abuse and fights the giant corporation that buys 
her chicken meat about not allowing light into her chicken 
house, they cancel her contract. 

Dr. Peter Buerhaus’ Perspective on the Short- and Long-term 
Outlook for Registered Nurses in the US

Both the near and long-term outlooks for the stability 
and growth of the nursing workforce are dominated by 
the aging of RNs and by uncertainty over key economic 
factors. In the near-term (next couple of years) we can 
expect that, until there is a strong jobs recovery, most 
hospitals and other employers will continue to find that 
they can employ all the RNs they want at prevailing wages. 
To some observers, this situation might understandably 
suggest that it would be wise to decrease the production 
of new nurses and thereby avoid enlarging what might 
already be an excess supply of RNs. The danger of 
this strategy is, of course, that once the jobs recovery 
begins and RNs’ spouses return to work, many currently 
employed RNs could leave the workforce. Because hospital 
employment of RNs over the age of 50 increased by more 
than 100,000 in 2007 and 2008, the exit could be swift and 
deep as many of these RNs seek to resume (or begin) their 
retirement once their spouses’ rejoin the labor market. 
And just as fast as the current great recession unfolded, we 
could find ourselves facing yet another nursing shortage. 
Because of the uncertainty about how soon a jobs recovery 
will unfold, uncertainty over whether it will be a slow or 
fast jobs recovery, and because of uncertainty over how 

fast and intensely RNs will respond to the eventual jobs 
recovery, slowing the production of nurses is not without 
significant near-term risk.

The risk grows even more consequential when shifting 
the time horizon out over the longer-term. Over the next 
15 years, it is reasonable to assume that demand for 
RNs will grow considerably due to a number of factors, 
including (but not limited to): the increasing size of the 
population; the expansion of health insurance coverage to 
tens of millions of currently uninsured Americans via the 
enactment of health reform; the changing age composition 
of the population marked primarily by the estimated 80 
million baby boomers, the first of whom reach 65 years of 
age in 2011 (those over the age of 65 consume much more 
healthcare services compared to those under 65); advances 
in technology; and the expected shortage of physicians 
that will shift more work onto nurses. How much demand 
will grow is uncertain, but there is little doubt that it will 
outpace the growth of the size of the nursing workforce. 
Currently, nearly 900,000 RNs (out of an estimated 2.6 
million working RNs) are over the age of 50, and large 
numbers of these RNs are expected to retire in the years 
ahead (independent of the pace and intensity of a jobs 

recovery). Thus, the long-term task before the profession 
is twofold: replace these aging baby boom RNs, and 
beyond that, increase the total supply of RNs to meet the 
increasing demand.

Given the magnitude of these long-term challenges, it 
is important to resist the short-term urge to curtail the 
production of RNs. If nursing education capacity is 
decreased now, the ability to respond to the longer term, 
yet more predictable challenges will be hampered, as well 
as responding to the unpredictable near-term challenges 
should a strong and swift jobs recovery develop. Meeting 
both short-and long-term challenges is vital for the 
healthcare system, the health of society, and for the 
advancement of the nursing profession over the next two 
decades. The costs of failing to meet these challenges must 
be weighed against the benefits of reducing the current 
capacity of nursing education programs. Rather than 
decrease education capacity and output of new nurses and 
become caught up with the distraction that such a policy 
could ignite, now is the time to intensify the search for 
novel and effective ways to engage new graduates into 
the nursing profession so that we will be ready to respond 
successfully for both near- and longer-term challenges.

Then there is the tragic story about an E.Coli breakout that 
caused the death of Barbara Kowalcyk’s young son and her 
subsequent plight to put a stop to any such future tragedies.  
The story behind the story; well it turns out that the cows 
aren’t supposed to eat corn, which allows unnatural 
bacteria to grow in their manure, which cows stand in 
up to their knee caps, unable to move, in an overcrowded 
corral. Nor is the rain water that runs through the feces 
filled cow farm supposed to be able to spill down into the 
spinach field next door. If you are wondering why we feed 
cows corn if it isn’t part of their native diet, the answer is 
simple: cheap corn equals cheap feed, equals cheap meat, 
equals more meat sold, equals big profits for the meat 
company. Where is the Food and Drug Administration 
while all this filth is running through farms you ask? Not 
doing inspections apparently, for according to Food, Inc., 
they performed approximately 40,000 less inspections in 
2006 than they did in 1972.

All these stories force the viewer to wonder about the 
American food consumer’s lack of a relationship with 
their food; especially if that food once had eyes. Joel 
Salatin, a good old fashioned “natural” farmer in the film 
said “industrial food is not honest food” and he believes 
you can “meet the need without compromising integrity”. 
In other words the consumer should demand that we let 
cows act like cows, and chickens act like chickens and 
let food corporations either cowboy up or squander. We 
should buy more and locally grown, fresh, organic foods. 
Which begs another question the movie explores; “what 
if you can’t afford it?”. Everyone knows the cheaper the 
food is the worse it is for you (think fast food), and this 
film clearly points to big food business, with bigger 
profits, and gigantic heavy hands as the reason. Large food 
corporations rebuttal  by saying they are doing us a huge 
favor with the level of efficiency they provide and that 
America would have a food shortage if it wasn’t for their 
iron fisted national network. Food, Inc. sheds a beaming 
light on what now appears to be an obvious fact: efficiency 
equals bad food.

Is this corporation-farmer-consumer paradigm sounding 
familiar to caregivers reading this? Big business with big 
profits (pharmaceutical companies, insurance companies) 
forcing the middle man (nurse and other healthcare 
providers) to manipulate the product (caregiving) at risk to 
the consumer (patient). I highly recommend Food, Inc., if 
not for your own health and well-being, for the health and 
well-being of your patients. 

Reviewer Rating: 4 out of 5 boxes of popcorn 
Directed by: Robert Kenner
Available on DVD

Food, Inc. (2008)
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On the Bookshelf

Research and Reflection
Research: The prevalence of U.S. adults with hypertension 
has remained steady at about 30% for the past decade, 
despite improvements in blood pressure awareness and 
control, a CDC report said. High obesity rates and an aging 
population may partly explain the findings.

 Reflection: Awareness of blood pressure does not 
translate into a healthy diet and regular exercise. 

Research: A study demonstrated that Americans fall into 
the “low active” category in terms of walking, taking an 
average of 5,117 steps a day compared with more than 
9,600 steps in more active countries, such as Australia, 
that also have lower obesity rates. Researchers recommend 
an additional 3,000 to 4,000 daily steps, coupled with 
lower calorie intake, to reap the health benefits of an active 
lifestyle.

 Reflection: How many steps do you take a day? 
Elevator down or two flights of stairs?

Research: A review of 11 studies found that people who 
consumed one to two sugary drinks daily had at least a 

25% increased risk for Type 2 diabetes and a 20% higher 
risk for metabolic syndrome compared with those who 
drank only one sweetened beverage per month.

 Reflection: Not a good commercial for Coke or Pepsi.

Research: A U.S. study of older adults found 26% reported 
pain two years before they died, with pain levels rising 
four months before death. About 46% of people reported 
moderate or severe pain in the month before they died. 
The researchers also found pain was more common among 
arthritis patients, 60% of whom reported experiencing 
moderate to severe pain one month before their death 
compared with 26% of those without the condition.

 Reflection: Older adults deserve better pain 
management from health care providers.

Research: A survey revealed that nurse anesthetists are 
the top-earners in the nursing profession, with an annual 
salary of $154,221, followed by high-level nurse managers 
and nurse practitioners. Experts raised concerns about 
nurse faculty salaries, which barely reached $70,000, 
saying the low pay could contribute to nursing shortages.

 Reflection: Pay combined with a higher average age 
than the nursing population could spell doom in 2025.

Research: Researchers said that teens could have a 30% 
to 43% lower risk of developing hypertension as adults if 
they would reduce their daily salt consumption by 3,000 
milligrams. The study showed that cutting back on sodium 
also would reduce the long-term risk of coronary heart 
disease, heart attack and stroke.

 Reflection: Cutting back on sodium means cutting out 
fast food. What are the teenage odds?

Research: A Harris Interactive survey of more than 3,600 
workers found that nurses are the most coffee-dependent 
professionals, followed by physicians and hotel workers. 
The findings also show that younger workers tend to be 
more dependent on coffee and that 37% of workers say 
they drink two or more cups of coffee during a normal 
workday.

 Reflection: Nurses are a good market for the one cup 
coffee brewers!

Reviewer: Alex Armitage, 
BSc (Hons), MSc., RN, CNL is 

a certified Clinical Nurse Leader, 
specializing in bringing evidence-based 

practice to the bedside to improve care. 
Alex came to nursing from a background in microbiology 
and plant physiology. She has worked at Harvard 
Medical School, Howard Hughes Medical Institute and 
at Springborn Laboratories, as Head of Micro- and 
Cellular Biology. Alex now works at SNHMC in the ICU 
and is completing a post-Master’s NP program at UNH. 
In the last two years Alex has spent time both in Africa 
and in Taiwan, nursing across cultural barriers and 
understanding role of societal perceptions in healthcare. 

Inspiring the Inspirational: Words of Hope from 
Nurses to Nurses

Sue Heacock (Editor); AuthorHouse (October 29, 2008); 
paperback, 156 pages 

Inspiring the Inspirational is a compilation of nursing 
reflections, essays on nursing, and inspirational quotes. 
The 75 stories of true-life nursing, from nurses around the 
country, are honest reminders of the importance of what 
nurses do every day. 

Each personal nursing story speaks authentically in the 
voice of the writer. The styles are fresh and uncontrived 
lending this book a quintessentially homegrown flavor. It 

serves as a genuine reminder of the humanity, compassion 
and emotional competence required to do one of the most 
respected and challenging jobs in healthcare: Nursing. 
These nursing cameos span all facets of nursing from 
critical care to school nursing, from NICU to geriatric 
nursing, from new graduates to seasoned nurses, from 
the comic tale to the heart wrenching epic, and from 
those who have genuinely seen their patients to those 
who have experienced being such a patient themselves. 
It is heartwarming. Scattered throughout this collection 
of nursing stories are quotes which, if somewhat trite, do 
underscore the value of returning to basic truths when 
searching for meaning and wisdom. As such, Heacock has 
done a good job pulling quotable sources from well beyond 
the borders of nursing. One of my favorite quotes in this 
book is pulled from the world of business management 
“The most important thing in communication is to hear 
what isn’t being said.” As a business man and scholar, 
Drucker was in no way talking about or to nurses in this 
quote, and yet nothing could be more poignantly true of 
nurses and nursing as a profession. 

Inspiring the Inspirational is a quick and easy read which 
can be dissected from almost any angle, allowing the 
reader to randomly dip into its contents without shame, 
or concern for context or continuity. I, surprisingly, found 
reading Inspiring the Inspirational not without appeal. Let 
us, nurses, not forget why we began, how we were shaped 
and how we touch each and every one of the patients that 
we see every day.

Anatomy of Writing for Publication for Nurses

Cynthia Saver–Sigma Theta Tau; first edition (July 13, 
2010); paperback, 368 pages 

Anatomy of Writing for Publication for Nurses is a 
comprehensive book on writing and publication geared 
to the nurse-writers of today. Writing is not necessarily 
an innate gift. Often it is something that is learned and 
perfected with time, practice, patience and dedication 
to the craft. One of nursing’s biggest handicaps is that 
nothing is ever written in complete sentences in direct 
practice environments. The importance of Anatomy 
of Writing for Publication for Nurses lies in the clear 
presentation of each step required to take an idea through 
to successful completion of a manuscript. Divided into two 
parts, this book covers all the steps from generating an 
idea, defining a topic, to sources, language development, 
submissions for publication and finally self-promotion. It 
also covers different types of writing, including academic 
journals, books, blogs and research papers. Nurses have 
a professional obligation, not just to other nurses, but to 
the public at large to share their experiences in hopes of 
advancing healthcare and improving patient outcomes. 
This book makes it extremely easy and bridges the gap 
between incomplete sentences and a published manuscript. 
Suggested for any nurse who is returning to school and 
will need to write papers or for the seasoned writer who 
wants to increase successful submissions.
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It’s Not About Us
Sue Fetzer, RN, Editor

Benjamin Franklin once opined 
that the only certainties in life are 
death and taxes. I would add to that 
sage declaration by adding change. 
Change is so certain in health care, 
that to stand still is to go backward. 
I once heard the workforce guru 
Peter Buerhaus describe change in 
nursing as a train that is leaving the 
station: you can buy a ticket and 
hop on, or be left behind to wonder. 
So this past Fall semester, as I was 
assigned to teach the Leadership / 
Management course to senior nursing students, I included 
a considerable amount of time discussing the process of 
change. One big change facing nursing right now is nursing 
education preparation -the BSN in 10 “train”. (Note: I 
am using ‘BSN in 10’ since it is the recognized catch 
phrase for this initiative now actually renamed Nursing 
Educational Advancement).

When teaching, I use Lewin’s theory of change which 
predicts the ability of a planned change to succeed. The 
first stage is unfreezing, when the target of change is made 
to know and feel that there is a problem that needs to be 
solved. Disequilibrium is created, creating an anxiety in 
the target. Lewin predicts that if the anxiety is too great, 
the change target will not be open to alternatives to solve 

Sue Fetzer

IN MY OPINIONIN MY OPINION
the problem. During the unfreezing stage, the change target 
needs to feel emotionally and psychologically safe. The 
change agent must assure the change target that they can 
change and will not suffer any loss as a result. Unfreezing 
the profession for BSN education started in 1965 with the 
ANA position paper. More recently, the new IOM (Inst. 
of Medicine) report has declared that the ratio of BS to 
AD prepared nurses should be 80:20. The current ratio in 
New Hampshire is 15:85, with New Hampshire ranking 
nearly last among the 50 states in meeting that target. This 
statistic should increase the profession’s anxiety and alarm 
health care policy makers and consumers!

After unfreezing occurs, the change begins the moving 
phase. Moving requires an analysis of the forces for 
change, a force-field analysis. Forces can facilitate change 
or resist change. Facilitating or resisting change can be 
active or passive. Active facilitators of the BSN in 10 are 
the ANA and other professional organizations such as 
the American Organization of Nurse Executives (AONE). 
States such as New Jersey and New York have already 
proposed legislation. In this issue you will read NHNAs 
position statement promoting the change. Active resistors 
appear few, while passive resistors are many. Passive 
resistors are difficult to identify, but will try to sabotage 
the movement of the change. 

The objective in the moving phase according to Lewin is 
to increase the active facilitators and identify the passive 
resistors. One of the problems moving the BSN in 10 
change in New Hampshire is the perceived threat felt 
by nurses who currently hold an associate’s degree.  It 
is the elephant in the room that no one talks about. Yet 
the language of the change is clear. The change affects 
only nurses of the future; currently licensed nurses 
are grandfathered as are students currently in nursing 
programs. The change is not about us, it is a change for 
the profession of the future. 

Lewin suggests there are three strategies that can be used 
to promote the change. The first strategy is the rational 
education approach. This strategy assumes that individuals 

are rational, and that when provided with information/
educated, will adapt to the change. Over the past five 
years, research by Aiken and others has clearly shown 
differences in patient outcomes with advanced education. 
The research provides a foundation for rational change.

The normative strategy suggests that in addition to 
education, values and norms must be targeted. For nursing, 
this approach has been difficult. The values and norms 
learned from educational preparation can create strong 
resistance. NHNAs position paper attempts to address 
normative values. In addition through the Magnet program, 
Magnet designation requires a report and analysis of the 
BSN to AD ratio among direct care providers. The trend to 
achieve Magnet designation is a movement in values. When 
the normative strategy fails, change agents can revert to the 
power approach. In this strategy, intense energy is required 
to force the change.  Prematurely introducing legislation to 
enact the BSN in 10 is an example of a power approach to 
change.

Given the need for change in the educational mix of 
the profession, the train is starting to gain speed and 
momentum; we must all be train conductors and agents 
of change. We must agree to disagree, and then move 
on. Standing on the sidelines as a passive facilitator is 
no longer an option if you want your profession to grow 
and thrive. If you are willing to buy your ticket, we need 
to know and your colleagues need to know. We also need 
active resistors. Active resistors can educate change agents 
on the anxiety and fear that requires attention. Only once 
the anxiety is identified can strategies can be developed 
to overcome resistance. Finally, we need to identify the 
passive resistors and continue the dialogue of unfreezing. 

The implementation of the BSN in 10 is not about me, or 
not about you. It is not even about the students who will 
graduate in 2 years from our very successful AD programs 
in New Hampshire. It is about the profession’s future and 
creating positive outcomes for patients. Don’t let the train 
leave you sitting at the station. Jump on board and be the 
change.

Nursing professionals at both state and national levels are 
attempting to raise public awareness of nurses’ need to 
work in an environment of safe staffing. 

Formal legislation was introduced nationally by the ANA 
in 2010 that would require hospitals that participate in 
Medicare to form committees comprised of at least 55% 
direct care nurses. The committees would evaluate and 
propose nurse staffing plans for each unit and shift. The 
need for these committees has been driven by research. 
Insufficient nurse staffing has been linked with poor 
patient outcomes, longer hospital stays and increased risk 
of patient mortality. The Registered Nurse Safe Staffing 
Act of 2010 (S. 3491, HR 5527) empowers direct care 
nurses to contribute to developing the organization’s 
staffing plan.
 
Nationwide, seven states have passed similar legislation. 
The New Hampshire Nurses Association has worked 
diligently over the past two years with the New Hampshire 
Organization of Nurse Leaders and the New Hampshire 
Hospital Association to develop a staffing tool kit and 
obtain voluntary commitment to safe staffing committees.

RN Safe Staffing Act Introduced in Congress–June 
2010 ANA worked with members of Congress to refine and 
introduce a nurse safe staffing bill that would require hospitals 
that participate in Medicare to form committees comprised of 
at least 55% direct care nurses to establish adjustable nurse 
staffing plans for each unit and shift. Read More...  Safe 
Staffing Stories from Across the US I have seen such an 
increase in patient acuity on my cardiac care unit in the last 
two years. This change has altered the way I deliver nursing 
care to the point of sheer misery. Read More...

Nurses everywhere rank staffing as their biggest problem. 
Research shows it is a problem–for patients: Insufficient 
nurse staffing is linked with poorer patient outcomes, 
lengthened hospital stays and increased chance of patient 
death.

Safe Staffing Saves Lives–ANA’s National 
Campaign to Solve the Nurse Staffing Crisis

ANA’s Solution to Staffing
ANA advocates solving the problem by requiring hospitals 
to set nurse staffing plans for each hospital unit based on 
changing conditions:

Patient acuity (severity of illness)
Patient numbers
Nurse skills and experience
Support staff
Technology

This approach is the foundation of the Registered Nurse Safe 
Staffing Act of 2010 (S. 3491/ H.R. 5527), which empowers 
direct care nurses to contribute to staffing plan development 
through hospital staffing committees. Seven states have 
passed nurse safe staffing laws that mirror ANA’s approach.

It is flexible, encouraging adjustments as conditions on a 
hospital unit change. In that way, it differs from a more rigid, 
mandatory nurse-to-patient ratio strategy.

Nurse (Dis)satisfaction
Insufficient staffing not only is a poor prognosis for patients. 
Studies conclude that insufficient staffing causes nurse 
burnout, job dissatisfaction and turnover, diminishing 
patient satisfaction and hospitals’ bottom lines.

Nurses owe it to their patients, the U.S. health care system and 
themselves to heighten urgency and awareness around safe 
staffing.

ANA encourages nurses to join this advocacy effort to inform 
legislators, health care administrators and the public that the 
current trend–nurses working longer shifts to care for larger 
numbers of sicker patients, with decreased support staffs–is 
not acceptable.

Student Nurses 
Association News

NSNA at Manchester Community College has been very 
busy with various activities. Beginning with the “Freshmen 
Welcome Barbeque” in July where incoming freshmen 
were able to purchase text books at a reduced rate, meet 
seniors and meet their fellow freshmen. On the first day 
of lecture, all nursing students were welcomed with a little 
goodie bag packed with treats and tips to get through the 
first weeks. NSNA also sponsored a “Pizza Meet & Greet” 
where freshmen were able to meet their senior buddies and 
ask any questions they had.

For October, NSNA had a breast cancer awareness booth 
where we handed out information, offered demonstrations 
and answered any questions that came our way. With the 
winter months just ahead we also have various groups of 
members collecting coats and mittens for the needy as well 
as food for the Manchester food bank.

November brought the Manchester Marathon to our area. 
NSNA was there to volunteer at many stations through the 
city.

We are looking forward to attending the National 
Convention in Salt Lake, Utah in the Spring.

For more information about membership or organizing 
local chapters–students can contact: Karen Parr-Day, 
MSN, RN,–kparrday@ccsnh.edu (603) 206-8065

Jennifer Gagne President; Keri Spaulding Co-president; 
Lyn Micklovich, Advisor to NSNA

Students 
volunteering at 
the Manchester 
Marathon
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WELCOME NEW & WELCOME NEW & 
REINSTATED MEMBERSREINSTATED MEMBERS

Marylou Anderson Windham, NH

Priscilla Anderson Manchester, NH

Stephanie Berman Plainfield, NH

Doreen Bowlin Enfield, NH

Sally Brown Milford, NH

Kathryn Brown Manchester, NH

Deborah Cantlin Lebanon, NH  

Geraldine Caruncho Windham, NH

April Cook Manchester, NH

Amber Cooley Derry, NH

Barbara Cormier Barrington, NH

Margaret Crowder Manchester, NH

Pamela Cyphers Grantham, NH

Nadine Dahl Canterbury, NH

Sherry Dumais Bow, NH

Gail Ela Concord, NH

Linda Gilmore Littleton, NH

Patricia Gray Concord, NH

Susan Hajdu-Vaughn Durham, NH

Susan Henderson West Lebanon, NH

Russell Howard Jaffrey, NH

Thomas Jaglowski Exeter, NH

Tari Johnson North Hampton, NH

Joseph Lavallee Manchester, NH

Lauren Leclerc Lincoln, NH

Jeanine Lore Merrimack, NH

Lorraine Manucuso Dover, NH

Judy Maurer Canterbury, NH

Debra McLaughlin Kingston, NH

Lisa Brogan-Miffitt Nashua, NH

Linda Mitchell Danville, NH

Laurie Murray Newmarket, NH

Gina Nault Derry, NH

Alicia Dodge-Nerich Whitefield, NH

Janice Parker Farmington, NH

Janine Riley Claremont, NH

Danielle Salvas Bradford, NH

Susan Sarraf Amherst, NH

Michelle Scali Hollis, NH

Karen Slogic New London, NH

Caterina Sullivan Portsmouth, NH

Kristen Swain  Strafford, NH

Jennifer Swain Chichester, NH

Joyce Swan Center Harbor, NH

Catherine Sweeney Weare, NH

Marsha Swift Hollis, NH

Anne Thatcher Hebron, NH

Susan Wheeler New London, NH

Flor Whittaker Concord, NH

Amy Witson Berlin, NH

Join 
NHNA 
Today!

The Importance 
of Professional 

Membership
National statistics show that some 80% of the nearly 
three million RNs in the U.S. still do not belong to any 
professional nursing organization.

The American Nurses Association (ANA), along with over 
80 specialty nursing organizations, serves a vital role in 
advancing the role of nursing and health care. ANA in 
particular (which represents nurses across all specialties)–
works to develop policies, set standards, advocate in 
government and private settings, provide education, 
maintain the Code of Ethics for Nurses and shape the 
future of the profession. 

At the state level, ANA affiliate associations are:
• Key in protecting the Nurse Practice Acts of each 

state–and elevating the standards for nursing;
• Instrumental in advancing the rights of advanced 

practice nurses;
• The voice for nurses at the state legislature;
• Providers of quality continuing education & 

networking opportunities;
• Strong advocates for the interests of nurses in the 

workplace.

So for those who think–“All of this work is being done 
anyway–why should I belong?”…

Professional associations are member supported non-
profit organizations. Members allow associations to 
accomplish what needs to be done. Member dues provide 
the necessary funding for operations to continue and 
expand. Member volunteers provide the human resources, 
guidance and expertise to the work to be done and move 
the profession forward. 

With the present day shortage of healthcare providers, 
especially nurses, workplace concerns and increasing 
distress over access to care for our patients, nurses need 
to be more involved with healthcare policy decisions. 
Although nursing continues to be ranked at the top of 
“most trusted profession” polls, a 2009 Gallup survey 
entitled “Nursing Leadership from Bedside to Boardroom” 
showed that nursing could and should be much more 
influential in many areas. (See full article in this issue and 
on the NHNA website: www.nhnurses.org)

There is strength in numbers. Greater numbers of 
association members
• Give more power and credibility to the association 

when speaking in front of Congress and other 
regulatory bodies;

• Provide funds for associations to do its work on behalf 
of the profession;

• Put nursing in a position to direct health care policy 
versus reacting to it.

PLUS–membership gives you:
• A voice in the decisions being made for the profession;
• The opportunity to receive various discounts and 

tangible benefits;
• Certification opportunities at discounted rates;
• Free or discounted continuing education;
• Access to important ‘members only’ information;
• Volunteer opportunities which provide leadership 

experience
• Opportunities to interact with nursing colleagues 

statewide or nationally.

So please–if you are not yet part of any professional 
nursing association–or your membership has lapsed–take a 
moment to join now.
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Is Our Profession Overweight?

by Diane E. Scott, RN, MSN

Obesity has reached epidemic proportions in the United States. The Centers for Disease 
Control (CDC) reports more than one-third of US adults are obese. The obesity rates in 
adults have doubled since 1980 regardless of age, sex, race, ethnicity, socioeconomic status, 
education or geographic region (CDC, 2009). And nurses are not immune to this condition.

Quantifying the issue
A study of 760 registered nurses found that 54% were overweight or obese according to a 2008 
study, “Overweight and Obesity in Nurses, Advanced Practice Nurses, and Nurse Educators” 
published in the Journal of the American Academy of Nurse Practitioners. Forty percent of 
respondents stated that they were unable to lose weight despite healthy diet and exercise habits 
and over 43% of the obese or overweight nurses stated that they lack the motivation to make 
lifestyle changes (Miller et al., 2008).

Zapka, Lemmon, Manger, and Hale found similar findings in 2009. Surveying a sample of 
194 nurses from six hospitals, they noted the majority of nurses were overweight and obese. 
They found that nurses were not actively involved in weight management behaviors such as 
physical activity and healthy eating habit and recommended hospitals support healthy habits 
and obesity control.

A world-wide dilemma
In the United Kingdom the issue of obesity among nurses has taken front stage as well. The 
Department of Health’s report “Healthy Weight, Healthy Lives; One Year On” stated that of 
the 1.2 million healthcare providers in the National Health System, 700,000 are considered 
obese. It went on to express grave concerns for the health and well-being of healthcare 
providers and called on administrators to assist staff lose weight. As a result of this recent 
study, large scale national programs are being developed over the next year to help nurses and 
other healthcare practitioners achieve and maintain a healthy weight.

Why the concern?
These studies demonstrate that obesity is a critical condition among nurses. However, it is 
important to remember the reasons why obesity is of such concern and to examine the health 
consequences directly tied to this condition. According to the CDC (2009), people who are 
obese are at higher risk for coronary heart disease, Type 2 diabetes, cancer of the breast, colon 
and endometrial tissue, hypertension, stoke and sleep apnea.

While many nurses are aware of the health risks associated with obesity, they do not appear 
to be conscious of the affects being overweight has on the patients they care for. Ironically, 
nurses play an important role in educating the public about serious health concerns linked 
to obesity, yet they tend to avoid the subject if they are struggling with obesity themselves. 
Miller et al. (2008) reported that 76% of obese or overweight nurses surveyed do not pursue 
the topic of obesity with patients. Nursing has claimed that wellness and health promotion 
are an important part of their profession, yet many nurses do not set a positive example by 
following healthy behaviors themselves.

Next steps
This issue of Focus on Health explored the extent to which obesity is a problem plaguing the 
nursing profession. The next installment in this monthly series will look at the impact of stress 
on obesity and examine new research paths that may shed light on this ongoing issue.
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Stress and Weight Management

Factors leading to overweight and obese nurses are multilayered and may often mirror that of 
the general population. While these factors are metabolic or genetic in nature, evidence also 
indicates that the majority of cases are linked to unhealthy eating habits and a sedentary life-
style (The Obesity Society, 2010). Recently a link between stress and obesity has gained much 
attention. While nursing is hardly a sedentary profession, it is often regarded as a stressful 
occupation.

Nurses and stress
It is well documented that the nursing profession is stressful, but the etiology by which nurses 
encounter stress can be highly subjective. Some may experience stress as a result of workload, 
changing expectations, conflict or caring for patients and families during critical and life-
changing medical events (French, Lenton, Walter & Eyles, 2000); while others cite lack of 
reward and shift-work as significant factors causing stress in the profession.

All of these factors may be contributing to an overweight nursing population; however, there 
is great disparity as to the magnitude of their impact (McVicar, 2003). McVicar states that for 
some nurses their stress threshold is dependent on their “personal characteristics, experiences, 
coping mechanisms, and on the circumstance under which demands are being made” (p. 634). 
Regardless of the etiology of stress that nurses encounter, it is now an emerging belief that 
constant or chronic stress can be a significant factor for those combating obesity.

The science between chronic stress and obesity
Kuo et al. (2008) found that some people lose weight in response to stress, while others gain 
weight. This is largely due to the body’s main fatburning mechanism or an increase in sugar 
and fat-rich “comfort foods.” Further, Kuo et al. (2008) attests that the combination of chronic 
stress and a high-fat, high-sugar diet will lead to high-risk abdominal obesity. In short, chronic 
stress amplifies and accelerates diet-induced obesity. Paying attention to a diet, especially in 
times of chronic or high stress may be significant in combating obesity.

Diet + exercise + behavior therapy
With a growing body of scientific evidence demonstrating the link between stress and weight 
management, nurses that are seeking to lose weight must address both issues—body and 
mind. The Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight 
and Obesity in Adults: The Evidence Report, produced by the National Heart, Lung, and 
Blood Institute (NHLBI, 1998), relayed the importance of behavior therapy as a vital strategy 
to use in combination with dietary therapy and/or increased physical activity.

Behavior therapy aims to modify eating and life style behaviors to control weight loss. 
It includes strategies such as self-monitoring of eating habits and physical activity, stress 
management, problem solving, cognitive restructuring, and social support.

Stress can trigger unhealthy eating habits thus using stress management techniques such as 
meditation and relaxation offer more positive results. A strong social system (friends, family, 
and colleagues) creates a motivating environment. Cognitive restructuring replaces negative 
thoughts with rational responses. This strategy helps establish realistic goals and more 
accurate beliefs about weight loss and body image that modify self-defeating thoughts and 
feelings which undermine weight loss efforts.

Next steps
Knowing that weight loss is tied to stress is an important component in the struggle against 
obesity. The combination of diet, exercise and behavior therapy is essential for success in 
fighting the epidemic of obesity and nursing.
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Nurse and Social Worker
Elizabeth A. Chute of Durham, 
N.H., died peacefully at her home 
on May 9, 2010. She gracefully and 
courageously battled breast cancer 
for 11 years, never allowing the 
disease to capture her spirit. Born 
in Massachusetts she received her 
diploma from St. Vincent Hospital 
Nursing School in Worcester, Mass. 
in 1964 and later went on to St. 
Anselm College in N.H. to earn her 
BSN. While practicing nursing, she 
continued her education and earned 
her MSW from the University of Connecticut in 1985. Her 
career included intensive care nursing in Boston, Mass., 
to Clinical Coordinator and the Director of Community 
Support Programs at Strafford Guidance Center in Dover, 
to Director of the Behavioral Health Unit at Portsmouth 
Regional Hospital. Beth was a recipient of the PRH First 
Humanitarian award and a co-facilitator of the PRH Breast 
Cancer Wellness Support Group, where she inspired and 
shared her wisdom.

Insurance Manager
Marianne (Judkins) Marley, 56, 
of Concord, NH, died Aug. 20, 
2010 after a sudden illness. Born 
in Massachusetts she received her 
nursing degree from the Somerville 
School of Nursing. Most recently, 
she had been employed by Aetna of 
Indiana. Previously, she had worked 
for Anthem Blue Cross Blue Shield, 
Holy Family Hospital and the North 
East Rehabilitation Center. 

WW2 Veteran
Elizabeth C. “Betty” Lapoint of Dover, 
died Aug. 26, 2010, at her home. Born in 
Massachusetts she received her R.N. from 
the Boston City Hospital School of Nursing, 

Class of 1944. She served as a second lieutenant in the US 
Army during WWII and practiced at Wentworth-Douglass 
Hospital for several years. 

Visiting Nurse
Addy S. (Parsons) Stewart, 75, 
died Saturday Sept. 4, 2010 in 
Warner. Born in Newfoundland she 
obtained her diploma in nursing 
and relocated to New Mexico, 
Hawaii and Rhode Island before 
settling in New Hampshire in 1972. 
She practiced nursing at Concord 
Hospital in the Newborn Nursery, 
and the Lake Sunapee Region 
Visiting Nurse Association. Even 
after her retirement in December 
2009 Addy continued to care 
for people doing various types of clinics in surrounding 
communities.

Case Manager
Linda Johnson, 58, of Tuftonboro, passed 
away September 7, 2010 at Memorial Hospital, 
North Conway, NH. She was born in Newark, 
NY attended Overlook Hospital Nursing School 

in Summit, NJ graduating in 1971. Relocating to New 
Hampshire in 1975, Linda practiced at Huggins Hospital, 
Wolfeboro. For the past 20 years she has been a Nursing 
Case Manager with Carroll County Home and Health Care.

Cadet Nurse Corps 
Charlotte Louise Williams, 83, 
died peacefully in her home on Sept. 
23, 2010. Known affectionately 
as “Lou,” she lived an industrious 
life—caring for our nation during 
WWII as an assembler of airplane 
wings, and the entered the US Cadet 
Nurse Corp and cared for soldiers. 
A graduate of Latrobe Hospital in 
Latrobe, Pa., she spent the years 
following her service as a nurse 
specializing in bronchogenic cancer, 
renal dialysis, and lastly, pain 
management.

LPN
Edith M. DeGreenia, 93, of Webster, NH, died peacefully 
in her sleep Sept. 27, 2010. Born in Vermont she worked 
at as a licensed practical nurse for the New Hampshire 
Hospital .

Taught Nursing
Joan Merrill Chase, 76, died Oct. 4, 
2010, at Merrimack County Nursing 
Home. Born in Massachusetts 
she was a graduate of Cornell 
University School of Nursing. She 
practiced as a registered nurse at 
Concord Hospital School of Nursing 
and for Manchester VNA. After 
her retirement, she served as past 
president of the residents’ council 
at the nursing home and was an 
advocate for the mentally ill.

Nursing Professor
Elizabeth “Betsy” Anne Fisk, 73, 
a longtime resident of Milford, and 
more recently of Moultonborough, 
died Oct. 21, 2010, in Manchester. 
Born in Massachusetts she obtained 
a B.S. in nursing from Burbank 
Hospital School of Nursing-
Fitchburg State College. She went 
on to earn an M.S. in nursing 
from Boston University, an M.S. 
in nursing education from the 
University of New Hampshire, and 
attended the University of Texas, 
Austin, where she entered the Ph.D. program. She was a 
professor of nursing education at Fitchburg State College 
for 21 years and a professor emerita of nursing at Excelsior 
College in Albany, N.Y.

Manchester Native
Jeannette T. (Pellerin) Drouin, 77, 
of Manchester, passed away October 
27, 2010 at Dartmouth Hitchcock 
Medical Center in Lebanon. A life 
long resident of Manchester she 
attended Notre Dame de Lourdes 
Hospital Nursing School, graduating 
in 1953. She worked as a registered 
nurse at Notre Dame Hospital and 
then Catholic Medical Center for 35 
years.

Nurse Leader and Educator
Joann Allison, 68 died Dec. 11, 
2010 in Brentwood, NH. A diploma 
graduate of Saint Mary of Nazareth 
School of Nursing in Chicago, she 
obtained her BS and MS in Nursing 
from Northern Illinois University. 
She practiced as a surgical and 
ICU charge nurse in Illinois and 
taught nursing for the Rockford 
Memorial Hospital School of 
Nursing. After moving to the New 
Hampshire Seacoast in 1985, she 
continued teaching at the New Hampshire Community 
Technical College and UNH. She was the Director of 
Quality Assurance at the VNA of Manchester and Southern 
New Hampshire. Prior to her retirement she served the NH 
Board of Nursing as the assistant director. After retiring she 
practiced as a nurse at Core Physicians in Exeter and Interim 
Health Care. Throughout her nursing career, she centered 
her efforts on patient care and advocacy, enhancing nursing 
educational programs, accreditation standards and medical 
quality management systems.

Private Duty Nurse
Dorothy Lorraine Hambleton, 
89, of Exeter, died Oct. 31, 2010. 
Born in Illinois she graduated from 
Moline Lutheran Hospital School of 
Nursing, now Trinity College School 
of Nursing, in Moline, Ill. After 
graduation she worked in Chicago 
hospitals and relocating to Hampton 
Falls, NH she practiced  an R.N. at 
Exeter Hospital and did private duty 
nursing.

Nurse Educator  
Marilyn Jean (Thompson) 
Henssler, 63, of Las Vegas, 
NV, died at the age of 63 on 
October 23, 2010. She was born in 
Massachusetts and graduated with a 
diploma degree from the Peter Bent 
Brigham School of Nursing 1968. 
She received her BSN from the 
University of NH in 1984 and then a 
Masters of Science in Nursing from 
Boston University in 1988. Marilyn 
worked as a health care provider and 
was a nurse educator for 32 years in 
New Hampshire.

Long Term Care LPN
Karen Elizabeth (Twitchell) Hughes of Exeter passed 
away Nov. 2, 2010. She became a Licensed Practical Nurse 
(LPN) in 1962 after attending the Exeter Hospital School of 
Practical Nursing and practiced at the Rockingham County 
Home and Hospital in Brentwood.

Seacoast Nurse
Gail Ann LaRochelle, 55, of 
Dover, passed away on Nov. 2, 2010, 
after a 23-year battle with cancer. 
A lifelong resident of Dover she 
practiced as an RN at Wentworth-
Douglass Hospital.

Case Manager
Joan L. Peck, 63, died Wednesday, 
Nov. 3, 2010. Joan went on to attend 
the former Concord Hospital School 
of Nursing. She worked at Concord 
Hospital for more than 20 years. 
In recent years, she was employed 
with Travelers Insurance of Bedford 
as a Certified Case Manager for 
Worker’s Compensation.
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