
The Future of Nursing is 
the Responsibility of

All Nurses
by Susan McLeod, BSN, RN, BC

In 2010, the Institute of 
Medicine released a report 
entitled The Future of 
Nursing, Leading Change, 
Advancing Health. This report 
is an indisputable and sound 
validation of the importance 
and necessity of professional 
nursing. Clearly, education and 
leadership development are key 
components for our success in 
the future.

“Not only do nurses need to be involved in changing the 
system in which they work but nurses have to help lead the 
change,” said Dr. John R. Lumpkin, senior vice president 
and director of the Heath Care Group at the Robert Wood 
Johnson Foundation (RWJF), during the February 2010 
forum on the Future of Nursing.

We may think that Dr. Lumpkin was speaking only 
of large system changes, but I believe it encompasses all 
aspects of nursing education and ongoing professional 
development. I saw such leadership development when I 
visited the University of Maine at Fort Kent (UMFK).

I had the pleasure of speaking with the student nurses at 
UMFK in October. It was exciting and enlightening. The 
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Susan McLeod

nursing school requires the entire nursing student body 
to belong to the Student Nurses Organization. As part of 
their membership, they must attend meetings and complete 
a community service projects. Some of the projects 
discussed were health topic poster presentations for issues 
such as AIDS and sexually transmitted disease prevention. 
Students participate in community events such as Relay for 
Life and Domestic Violence Awareness walks. Another 
group was raising money to purchase an AED for the 
student commons. A student had collapsed in the commons 
earlier in the year and the students were surprised to learn 
there were no AEDs in the building. All of the projects 
were based on current issues and events that impact both 
the students and Fort Kent community.

I believe that such required participation and 
community service develops professional responsibility 
and leadership skills. It instills a sense of accomplishment 
and value that students may not appreciate until later in 
their careers. Additionally, many of these projects bridge 
the gap between nursing and community—demonstrating 
nursing influence outside of institution walls.

I would recommend this mandatory participation for all 
nursing schools. When I was in school, the Student Nurses 
Organization seemed like an exclusive group to me. I was 
once shy and did not have the courage or understanding of 
the benefits to me and the community to join. Now looking 
back, I wish I had taken advantage of those valuable 
opportunities.

Because it is so all-encompassing, we will, in the days 
to come, hear more about the Institute of Medicine Report 
on the Future of Nursing. I encourage you to read the full 
report; a free copy may be found at www.iom.edu/nursing.

Some of the student members of the UMFK Student Nurses Organization, October 2010
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by Beth Boynton, RN, MS

Dear Beth,
I have been an RN for more 

than 25 years and currently work 
part time as a staff nurse on a 
rehab unit. I follow your column 
and newsletter and although I 
appreciate your work, I do have 
a challenge for you. You talk a 
lot about being assertive and the 
importance of nurses’ voices, but 
what about the actual practice of 
assertiveness? Talking about this 
issue is much easier than actually doing it and I wonder if 
you could address that with a personal story.

I Get the Theory, BUT…

Dear I Get the Theory,
Your question is extremely important because practicing 

assertiveness IS very hard for some of us, myself included. 
Further, I believe that your point is a critical one for leaders 
to consider if they are truly committed to promoting 
assertiveness with staff and patients. Here’s an example 
from my own per-diem work in an Alzheimer’s facility.

A few months ago, in the middle of an evening shift, a 
med tech on the unit next door came to me to report that 
one of the patients on that unit had a skin tear. I had no 
idea why she had come to me but soon found out that I 
was supposed to be supervising her! She was giving meds 
to the 18 patients on her unit but I was the charge nurse. 
At that moment, I was shocked. Since it was after 9 p.m., 
however, I did what I could to address the problem.

But—I was also angry and overwhelmed about the 
situation. I already felt maxed-out on the notoriously rough 
unit I was working on and did not think it was safe for me 
to be supervising another unit. Nobody had asked me about 
supervising that unit and I discovered it was written down 
on an assignment list that I didn’t realize I was supposed to 
be reading. I went home that night and did not sleep well. I 
knew that I had to do something because what good can I 
do for nurses if I can’t or won’t practice what I preach?

The next morning I called the unit manager and 
scheduler. I was nervous as I thought about talking with 
them about my concerns. Neither person was available, 
but the nurse manager called me back later in the day. I 
could feel my heart racing as I answered my cellphone 
(while driving). I used assertive language and did my best 
to listen. The conversation went something like this:

Me: I felt overwhelmed with the assignment of 
supervising the med tech. I already had my hands full and 
don’t think it is safe to have me in charge of another unit.

Nurse Manager: Didn’t they tell you that you would be 
playing this role in your interview?

Me: I don’t remember whether they did or not. (At this 
point, I pulled over and stopped trying to do anything but 
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focus on staying centered on this conversation). It isn’t safe. 
Maybe if I knew the patients on both units better I would 
be more comfortable, but I only work per-diem and usually 
on a different unit.

Nurse Manager: Well, maybe you should talk with the 
scheduler. I think you should stick to your guns or they’ll 
walk all over you.

Me: O.K. (The consultant part of me was thinking that 
she should be more assertive and advocate for or with me.)

The scheduler did not call me back and I went to work 
a couple of days later. I had thought about the situation a 
lot and was pretty anxious going in. The scheduler was 
waiting in the common area as she often did during change 
of shift and greeted me with:

Scheduler: I got your message and I can’t make any 
promises.

Me: Maybe this isn’t a good job match for me, not if it 
isn’t safe. With whom should I talk about this matter?

Scheduler: The director of nurses.
Me: Is she in?
Scheduler: Yes, in her office.

My heart was really racing as I climbed the stairs to 
her office. I have no doubt that my BP and RR were up, 
too! My voice was shaky as I asked if she had a couple of 
minutes.

Me: I wasn’t planning on talking with you right now, 
but feel I have to. The other night I was asked to supervise 
a med tech on Unit B. I had my hands full on Unit A. 
Maybe in six months I’ll feel differently, or maybe I need 
more orientation on Unit B, but right now, it isn’t safe for 
me, the other staff, or the patients to be held responsible 
for supervising those two units at the same time. 

Director of nurses: Okay. We can work with that. Some 
people are more comfortable working with med techs.

That was it! I went to work that evening and I have not 
been asked to do supervisory cover on another unit again. 
Now maybe there is a specific safety issue with others 
supervising med techs and maybe not. I suspect that there 
is room for creative and respectful discussion about the 
topic that could be facilitated in a way that doesn’t reflect 
inadequacy on individuals. That is another topic.

My main point isn’t about being “right” or providing 
a good outcome with practicing assertiveness. These are 
important concepts, but the message here is the practice 
of assertiveness. I have a graduate degree, speak in front 
of hundreds of nurses, have written a book, publish a 
newsletter; yet still, for me, the process of speaking up is 
extremely challenging.

I learned a great deal from this situation. Nursing 
leaders must understand how hard assertiveness is for 
frontline nurses. Ideally, nursing leaders also role model 
assertiveness skills as well as create opportunities for 
nurses to practice and learn from them.

Beth Boynton is an organizational development 
consultant specializing in issues that impact nurses and 
other healthcare professionals. She is a coach, facilitator, 
and trainer for topics related to communication, conflict 
management, team-building and leadership development 
and author of the book, Confident Voices: The Nurses’ 
Guide to Improving Communication & Creating Positive 
Workplaces. She is an adjunct faculty member with New 
England College’s graduate program in Healthcare 
Administration and contributing University of Florida 
faculty for the Forensic Science for Nurses certificate 
program. She has also taught for Antioch University and 
McIntosh College. She has published several professional 
articles and her newsletter, Confident Voices, has 
drawn audiences from across the nation for addressing 
communication, conflict and workplace dynamics. Her 
Website, www.bethboynton.com, offers more information.
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ANA Maine’s Newest 
Officers

Subsequent to the ANA-Maine Annual Meeting held in 
Fall 2010, congratulations are extended to those members 
who will be serving ANA-Maine in a variety of positions 
and capacities:

• second Vice President: Paula Theriault, Holden
• treasurer: Rebecca Quirk, Scarborough
• secretary: Juliana L’Heureux, Topsham
• center of American Nurses representatives, 

Alternates
•	 Annette	Albis,	Litchfield
•	 Edward	Latham,	South	Portland
•	 Angela	Voisine,	Fairfield

• Alternate representatives to ANA House of 
Delegates

•	 Susan	Henderson,	South	Portland
•	 Annette	Albis,	Litchfield
•	 Angela	Voisine,	Fairfield

• Directors at Large
•	 Ann	Sossong,	Old	Town
•	 Elaine	Connolly,	Scarborough
•	 Ellen	Bridge,	St.	Albans

• Nominations committee
•	 Gisel	Castonguay,	Turner
•	 Susan	Henderson,	South	Portland
•	 Ann	Rodgerson,	South	Portland
•	 Rosemary	Johnson,	South	Portland

ANA-maine is grateful for the support of its vendors 
and sponsors:

•	 Amramp:	America’s	leading	ramp
•	 ATI
•	 Husson
•	 MaineGeneral	Health
•	 Posey
•	 St.	Joseph’s	College	(online)

Baltimore Gathering Features New CE 
Posters – and Cherry Ames

by Ruta Jordans, MS, RN-BC

The Professional Nurse Educators Group (PNEG) 
annual conference, held in Baltimore, Oct. 21-24, 2010, 
was eye-opening and mind-expanding, as usual. I was 
lucky enough to be sent by ANA-MAINE to attend 
the preconference session by ANCC (the American 
Nurses Credentialing Center) and to present our poster, 
“Introducing the CNE Approval Process to the Internet.”

The ANCC preconference session was so popular that 
it had to be held outside the conference hotel, at the World 
Trade Center tower, with an incredible view of Baltimore 
Harbor from the 23rd floor. Kathy Chappell, the new 
director of the accreditation program, and Pam Dickerson, 
chair of the ANCC Commission on Accreditation (COA), 
led the discussion with help from Zandra Ohri of the 
Ohio Approver Unit. The main points were that the new 
accreditation manual is now being pilot-tested (a first!) 
and will be coming out soon, and we will have all of 2011 
to make the transition. To eliminate duplication, the new 
manual has streamlined the criteria, from four down to 
three.

The poster session had 71 presentations, which filled the 
whole ballroom. We did have to compete with incredible 
desserts (which also helped attract more viewers!). Our 
poster was developed by Karen Rea, ANA-MAINE CNE 
commissioner, Nancy Tarr, ANA-MAINE webmaster, and 
myself. Looking at the other posters, and speaking with 
viewers, it is my impression that ANA-MAINE is the only 
approver unit that has an online, uploadable application. 
Many other states also have applications available on their 
websites, but none other uses the website to receive the 
application. Nice to be on the cutting edge! All the other 
posters were professional in development and appearance.

The keynote speaker, Barbara Sattler, DrPH, RN, 
FAAN, was one of those eye-opening, mind-expanding 
people, talking about Leadership Roles for Nurses as 
Health Care Goes Green. The information from her talk 
is available at www.enviRN.org. Have you heard of the 
Alliance for Nurses with Environmental Health or the 
hospital environmental assessment tool? As one who 
fought to get cigarettes out of hospital gift shops, I found 
it encouraging to hear how her group is working to keep 
hospitals from making patients sicker (especially those 
with asthma and allergies).

Another innovative thinker was Carol Toussie 
Weingarten, PhD, RN, ANEF, speaking about Succession 
Planning in Nursing Education: The Thoughtful Process 
of Ensuring Survival and Excellence in Nursing Education 
for the Present and Future. Carol was my poster-mate (we 
each got one-half of the board for our posters). In her talk, 
Carol displayed Cherry Ames book covers, illustrating the 
character’s various situations though the years covered 
by some of the 27 novels. What a refreshing perspective, 
asking if Cherry was an innovative role model or past 
stereotype! She uses this as an icebreaker on the first day 
of Introduction to Professional Nursing.

Thank you to the ANA-MAINE Board of Directors for 
allowing me to represent ANA-MAINE at this conference!

Ruta Jordans is chair of the ANA-MAINE Continuing 
Nursing Education Committee.

Ruta Jordans
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Initiative on the Future of Nursing:  
Campaign for Action

by Juliana L’Heureux, BS, RN, MHSA

Professional nurses are 
essential in the efforts to 
improve the nation’s access to 
quality health care, said Donna 
E. Shalala, chair of the Robert 
Wood Johnson Future of Nursing 
initiative. She spoke at the Nov. 
30, 2010, Summit on Advancing 
Health Through Nursing, in 
Washington, D.C.

Shalala is the committee 
chair of the initiative that 
presented the report, The Future 
of Nursing: Leading Change, Advancing Health, at the 
Institute of Medicine (IOM) with the Robert Wood Johnson 
Foundation (RWJF).  Shalala served as secretary of U.S. 
Department of Health and Human Services (USDHHS) 
under President Bill Clinton.

Shalala called for collaboration among nurses and 
healthcare colleagues to transform the nation’s healthcare 
system and to improve patient care. “There is not a more 
challenging time for health care than right now,” said Shalala 
in the program’s opening remarks. The presentation was also 
webcast to approximately 100 other locations in the nation 
including St. Joseph’s College in Standish, Maine.

“Nurses can and should play a fundamental role in 
transforming and improving health care,” she said.

The country’s more than 3 million nurses are vital in 
implementing and supporting the objectives set forth in the 
2010 Affordable Care Act, the legislation that provides the 
most sweeping healthcare overhaul since the 1965 creation 
of the Medicare and Medicaid programs, according to the 
report. (For more information on the report, go to http://
www.iom.edu/Reports/2010/The-Future-of-Nursing-
Leading-Change-Advancing-Health.aspx.)

Moreover, nurses were voted the most trusted healthcare 
professionals for eight years in a row, in a Gallop Poll 
reported by the American Nurses Association (ANA) on 
Dec. 9, 2009.

In anticipation of the passage of national healthcare 
reform, the Robert Wood Johnson Foundation and the 
Institute of Medicine launched a two-year initiative to 
respond to the need to assess and transform the nursing 
profession. “It’s time for nurses to step forward and take 
responsibility for the future of health care,” says Shalala.

Panelists at the Future of Nursing program said the 
initiative’s final published report is similar to the 1910 
Flexner Report sponsored by the Carnegie Foundation, 
credited with transforming the standards for physicians 
and medical education.

A committee was appointed by the IOM to develop the 
RWJF-funded initiative on the Future of Nursing. The purpose 
of the joint IOM/RWJF effort was to report an action plan or 
blueprint for the future of nursing.

Five key action-oriented objectives detailed in the report 
are:

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

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

•	 Removing	 Barriers	 to	 Practice:	 Nurses	 should	 be	

full partners, with physicians and other healthcare 
professionals, in redesigning health care in the U.S.

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

•	 Fostering	 Inter-Professional	 Collaboration:	 	 Private	
and public funders, health care organizations, nursing 
education programs and nursing associations should 
expand opportunities for nurses to lead and manage 
collaborative efforts with physicians and other members 
of the health care team to conduct research and to 
redesign practice environments and health systems 
(The Future of Nursing: Leading Change, Advancing 
Health, 2010, S-9).

Additionally, five desired outcomes were cited to evaluate 
how the blueprint will be implemented:

•	 Establish	leadership	in	the	nursing	community	to	help	
drive and engage in the Future of Nursing report’s 
recommendations.

•	 Raise	the	visibility	for	the	Institute	of	Medicine	(IOM)	
recommendations and expand a support base to include 
stakeholders from key sectors, including government, 
higher education, consumer organizations, health 
professionals and others.

•	 Further	 the	 discussion	 of	 the	 IOM	 recommendations	
and contribute to the analysis and understanding of 
emerging perceptions about the recommendations.

•	 Plan	 action	 steps	 and	 follow-up	 to	 provide	
further engagement beyond the Nov. 30 rollout 
meetings. Educate local and state media about the 
recommendations.

•	 Engage	 state	 lawmakers	 and/or	 key	policy	 leaders	 to	
learn about the recommendations.

Affiliated groups in five states—California, New Jersey, 
New York, Michigan and Minnesota—were selected to 
participate in pilot programs for the measures recommended 
in the Future of Nursing report:

•	 California—Betty	 Moore	 School	 of	 Nursing	 at	 the	
University of California, Davis; California Institute of 
Nursing and Health Care

•	 New	 Jersey—New	 Jersey	 Chamber	 of	 Commerce;	
New Jersey Nursing Initiative

•	 New	 York—Institute	 for	 Nursing;	 New	 York	 State	
Workforce Center; New York AARP Executive 
Council

•	 Michigan—Michigan	Health	Council
•	 Mississippi—Mississippi	 Department	 of	 Budgeting	

and Administration; Nursing Workforce Center
Donald Berwick, M.D., interim director of the Center for 

Medicare and Medicaid Services 
(CMS), delivered a keynote 
speech in support of the IOM/
RWJF report.  He praised the 
Affordable Care Act and pledged 
to include nursing leadership 
during healthcare reform’s 
implementation.

Information about the 
Summit on Advancing Health 
Through Nursing and the entire 
report is available at www.
thefutureofnursing.org.

Shalala’s video statement on the Future of Nursing is 
available at http://www.thefutureofnursing.org/resource/detail/
video-statement-donna-e-shalala.

Donna Shalala, 
chair of the RWJF/

IOM initiative

Donald Berwick, 
M.D., interim 

director of CMS

SMCC to Deliver Training for 
Electronic Health Records 

Systems Transition

Southern Maine Community College (SMCC), part of a 
consortium of community colleges across the nation, will 
deliver training to aid medical institutions in the transition 
and management of Electronic Health Records (EHR) 
systems. A grant from the U.S. Department of Health 
and Human Services (DHHS), Office of the National 
Coordinator for Health Information Technology, will fund 
the program.

Full scholarships, including all books, fees and tuition 
will be available to students who qualify. The training will 
be delivered over a six-month period and will be completed 
within the next two years. SMCC began the program in 
September and plans to teach 150 workers per year for 2 
years.

As part of the American Recovery and Reinvestment 
Act of 2009, the Health Information Technology for 
Economic and Clinical Health Act was developed giving 
the U.S. DHHS the authority to promote the adoption and 
meaningful use of technology in health care. The goal of 
this adoption is to improve health care quality, safety, and 
efficiency by storing and transferring patient health care 
data via Electronic Health Records (EHR) systems.

To facilitate this goal two regulations were developed. 
The first is “Meaningful Use” which is a three-stage 
process that defines levels of EHR systems adoption and 
gives financial incentives to medical institutions that meet 
these levels. There are also penalties for those who fail to 
meet these levels of adoption. These penalties are under 
scrutiny from the health community and currently being 
reviewed. The second regulation created a consortium of 
community colleges to train the workers who will fill the 
estimated 51,000 jobs this act will create.

SMCC’s training will include:
1. “Practice Workflow and Information Redesign 

Specialists” to reorganize workflow of medical 
institutions to take advantage of EHR systems from 
a technical point of view.

2. “Clinician/Practitioner Consultants” builds on 
the role stated above with a focus on training 
consultants from a medical standpoint.

3. “Implementation Support Specialists” to provide 
support during the implementation phase of 
EHR systems so they meet the needs of the new 
workflow designed by the technicians mentioned 
above.

4. “Technical Software Support Staff” to provide 
long-term support of the EHR systems

SMCC will deliver training in an online format but the 
College may provide faculty for in-house training where 
appropriate. Certificates of completion will be given 
to students who successfully complete each role. More 
information and a sample class can be viewed at www.
smccme.edu/HIT, or contact Paul Richardson, 207-741-
5870 (prichardson@smccME.edu) or Carolyn Cianchette, 
207-741-5865, (ccianchette@smccME.edu).
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Jane Kirschling, 
RN, DNS

Time to Activate the 
Legislative Buddy Program

Send an e-mail to
info@anamaine.org

Commencing January 2011, Maine citizens face 
dramatic change in government leadership, a new reality 
not faced in 30 years or more. With the election of Gov. 
Paul LePage and the new leaders of both the state senate 
and house, everyone is waiting to see what will happen. 
In particular, the state budget, which is drafted every two 
years, will come under intense review.

This new scrutiny will be applied to all aspects of state 
government, including budgets for hospitals, long-term 
care, home care and hospice, and Medicaid. Nobody can 
predict the results, but when there is a determination to cut 
expenditures, budgets will inevitably suffer.

In 2001, when ANA-MAINE was formed, the new 
members started using e-mail to build a legislative 
advocacy list, which eventually grew to 2,400 nurses. At 
one of our initial annual meetings we adopted a position 
statement to create the “Buddy Program,” an effort to pair 
each member of the legislature with an RN who could 
develop a relationship and advocate for nursing issues. At 
one point, about 125 of the 151 members of the legislature 
were paired with a “Buddy.”

The time has come to build this Buddy Program once 
again. Regardless of your political beliefs, we can all agree 
that the members of the legislature need to know what 
nurses do, the value nurses bring to the citizens of Maine, 
and the need to preserve an agenda that impacts positive 
health outcomes for every man, woman and child in the 
Pine Tree State.

The Buddy Program works by providing feedback 
to citizens about what is happening in Augusta. Our 
legislative monitors will report back to ANA-MAINE; 
periodic e-mails will be sent to the buddies, who will then 
contact their legislators to explain ANA-MAINE’s position 
on the issues.

So, if you can help with this initiative, send an e-mail 
to info@anamaine.org indicating the town in which you 
live, the names of the legislators for your senate and house 
districts (if you know who they are), your workplace, and 
your contact information (mail and e-mail address as 
well as phone number). You do not need to be a member 
of ANA-MAINE to help with this project. We are also 
recruiting members of the Government and Legislative 
Committee.

Join with your
nursing colleagues
to create our
shared future.

10th Maine
Nursing
Summit

Tuesday
April 5, 2011
Augusta
Civic Center

Presented by

Co-Sponsors:
Maine Hospital Association

ANA-Maine

Additional Sponsors:
Maine Health Care
Association

OMNE: Nursing
Leaders of Maine

Coalition of Maine Nursing 
Organizations

Eastern Maine Healthcare

Eastern Maine
Medical Center

10th Maine Nursing Summit

Celebrating Our 10th Year
While We Plan for Our Future

Tuesday, April 5, 2011
Augusta Civic Center, Augusta, Maine

Summit Goal
This summit will help nursing leaders prepare the future nursing workforce to be full 
partners in the redesign of health care through workforce planning, policy making 
and preparation for re-conceptualized roles.

Program
8:15 a.m.–9 a.m. Light continental Breakfast and registration
9 a.m.–3:30 p.m. Program

Keynote

strategic Focus
& Priorities for Nursing

Jane Marie Kirschling is Dean and Professor of the College 
of Nursing at the University of Kentucky. Previously she 
was Dean of the College of Nursing and Health Professions 
at the University of Southern Maine and also held faculty 
and administrative positions at the Oregon Health Sciences 
University and University of Rochester. For over a decade, 
Dr. Kirschling has worked to build partnerships to address 
nursing workforce issues, first in Maine and now in 
Kentucky. She was selected as a Robert Wood Johnson 
Executive Nurse Fellow in 2000 and is currently President-
Elect of the American Association of Colleges of Nursing.

Presentations & Posters
Examples and experiences of best nursing practices in Maine will be featured.

Hotel Arrangements
Ten standard non-smoking rooms (5 with doubles/5 with kings) have been set aside 
for April 4, 2011, at the Augusta civic center inn, formerly the Holiday inn-

Augusta, 100 Community Dr., Augusta. Call the Inn directly at (207) 622-4751 or 1(888) 890-0242 no later than 
march 28 to reserve a room. Please tell reservations that you are attending the Maine Nursing Summit to receive 
the discounted rate of $81.00 PLus tax - single occupancy. A credit card is required to make your reservation.

Cancellations made after the registration deadline will be charged 50% of the total registration fee. Registrants 
who do not attend and fail to notify us of their cancellation will be charged the full registration fee. Participant 
substitution is permitted.

Please keep the top portion of this flyer for your records.

2011 Maine Nursing Summit Registration Form
Deadline: March 28, 2011 • Registration Fee: $80 per person / $20 per nursing student or retired nurse

Name  __________________________________  Title  _____________________ Daytime Phone _____________

Institution  _____________________________________ Email Address  _________________________________

Address  _________________________________  City  ________________  State  ____  ZIP  _______ -  _____

Check one: ❑ Clinical Nurse ❑ Nurse Leader/Manager ❑ Nurse Educator❑ Other (Specify)  __________________
Organizations sending five or more persons will receive the sixth registration free.

All registrations must be submitted at one time with one payment check.
Make check payable to: MHA Research & Education Trust

Mail to: Maine Hospital Association, Attn.: Leslie Gagne, 33 Fuller Road, Augusta, ME 04330;
or Fax to: (207) 622-3073 (mail payment separately)

This continuing nursing education activity has been submitted for approval to New Hampshire Nurses Association,
an accredited approver by the American Nurses Credentialling Center’s Commission on Accreditation.

Send in your Registration toDAY!
Deadline is March 28, 2011.
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Nursing Leaders Then and Now: Part II
“No man, not even a doctor, ever gives any other 

definition of what a nurse should be than this—devoted 
and obedient. This definition would do just as well for a 
porter. It might even do for a horse. It would not do for a 
policeman.” Florence Nightingale

When asked to shape a first-person biography of a 
historical nurse leader, nurses were asked to consider these 
questions: Who are you? Where did you live and work? 
What was your contribution to nursing? What do you hold 
as your greatest accomplishment in nursing and why? If 
you had the capacity, what would you be working on or 
promoting in nursing or health care today? Who were your 
nursing contemporaries?

From the beginning of organized nursing, nursing 
leaders have been at the forefront and worked tirelessly to 
promote issues of social justice and access to affordable, 
quality health care for all. These leaders were and 
continue to be intelligent, articulate, insightful, skilled, 
and committed visionaries. (Even now, nursing leaders 
volunteer numerous hours to promote the profession of 
nursing, for example, advocacy and lobbying with respect 
to health care issues that affect their patients.)

Here’s another sampling of the vim and vigor, wisdom 
and gutsiness of our predecessors in nursing, some of 
whom as can be seen in this issue were marginalized, even 
within the ranks of nursing, on the basis of their skin color.

Sharon Lane
by Karen Young, RN

I was born July 7, 1943 and was 
raised, with my brother Gary and sister 
Judy, in Ohio. After graduating from 
Canton High School in 1961, I enrolled 
at the Aultman Hospital School of 
Nursing from where I graduated in 1965. I went to work 
at the hospital until May 1967. In 1968, I joined the U.S. 
Army Nurse Corps Reserve.

Graduating from basic training at Fort Sam Houston in 
Texas on June 1968 with the rank of Second Lieutenant, 
I worked in the TB wards in Denver, Colorado. While 
serving there, I received a promotion to First Lieutenant 
and went to work in the cardiac intensive unit and recovery 
room. On April 24, 1969, I received orders to report to 
Travis Air Force Base, from where I was sent to Vietnam.

Stationed at the 312th Evacuation Hospital at Chu Lai, 
I worked 12-hour shifts, six days a week, on the intensive 
care and Vietnamese ward. At times it was frightening, 
what with rockets and bombs being fired so nearby. My 
work kept me very busy with not a lot of extra time on my 
hands.

In the early morning hours of June 8, 1969, a rocket 
slammed into Ward 4 and I died instantly. I was not quite 
26 years old. Although other nurses also died in the war, I 
was the only woman killed by direct enemy fire during the 
entire Vietnam conflict.

If my life had not ended so soon, I would have 
continued my service in the Army Nurse Corps Reserve. 
Providing care to the active duty service men and women 
and their families in peacetime would have been a 
wonderful opportunity for me. I would have lobbied for 
a universal healthcare system that included diagnostics, 
treatment, and preventative programs for all Americans. 
As did many of the singers of my generation, I would also 
have lobbied, as a nurse and an American citizen, for an 
end to war.

Margaret Sanger
by Nancy Peters, RN

I’m Margaret Sanger, a feminist 
who championed the right of women 
to practice birth control and have 
autonomy over their own bodies. As a 
result of my advocacy for women, I founded the American 
Birth Control League, which eventually became the 
Planned Parenthood Federation of America.

I was born the sixth of 11 children; most of my siblings 
died in childhood. My father, Michael Higgins, was an 
outspoken radical who taught me to stand up for what I 
believed. Perhaps it was my mother, Anne, who died at the 
age of 50, who compelled me to become a nurse.

I trained at New York’s White Plains Hospital, then I 
married William Sanger, an architect. Despite a bout with 
tuberculosis, I bore three children and enjoyed my role as 
wife and mother. In 1910 we moved to New York, where 
I worked as a public health nurse. In my rounds, I came 
upon a 28-year-old woman who died from a self-induced 
abortion, leaving a husband and three children behind. 
Unwanted pregnancy was a chronic condition among 
the women of these poor neighborhoods. Herbal teas, 
turpentine, steaming, rolling downstairs, and inserting 
slippery elm, knitting needles, and shoe hooks were just 
some of the many methods used to deal with this problem. 
On Saturday nights, I often saw women with shawls 
covering their heads as they waited outside the office of a 
five-dollar abortionist.

My experiences with poor mothers who wanted birth 
control information fueled my social radicalism. I wrote 
about contraceptives and my writings were often censored. 
I published The Woman Rebel, a magazine for radical 
feminists who advocated the right to practice birth control. 
Three issues were banned in 1914, and I was indicted on 
nine charges of violating the Comstock Law. I fled to 
England to avoid prosecution, but returned to the U.S. 
in 1915 to face charges. These charges were dismissed 
when my 5-year-old daughter, Peggy, died of pneumonia. 
In 1921, I founded the American Birth Control League, 
serving as president until 1928. I also lobbied for further 
birth control legislation, and finally in 1936, physicians 
were exempted from the Comstock Law, giving them the 
right to prescribe and dispense contraceptives. I traveled 
throughout Europe and Asia, promoting spring-form 
diaphragms and helping to develop spermicidal jellies, 
foam, and hormonal contraceptives. In 1950, the first oral 
contraceptive was developed, which would come to be 
known as “the Pill.” During my later years, I published 
numerous books, including My Fight for Birth Control, 
and Margaret Sanger: An Autobiography. I died on Sept. 
6, 1966, at the age of 83.

I once summed up my accomplishments this way: “It 
is now a fact that as a result of birth control, the survival 
rate among mothers and children is higher. There is less 
suffering for all groups.” If I were alive and well today, 
I would continue to fight against threats to women’s 
reproductive freedom, which must be inherent within the 
American healthcare system. Emphasis on prevention of 
STDs, unwanted pregnancy, and reproductive diseases 
must be part of adolescent education. We nurses must 
remember that “left untreated, the ills of the few become 
the ills of the many.”

Martha M. 
Franklin

by Tina Murray, RN

My name is Martha Minerva 
Franklin. I was born in New Milford, 
Conn., on Oct. 29, 1870 to Henry 

and Mary Franklin. Several years after I graduated 
from high school, I decided, at the age of 25, to become 
a nurse. Although there was a nursing school in Meriden 
where I grew up, I chose to leave my hometown to enroll 
in the Women’s Hospital Training School for Nurses in 
Philadelphia, Pa. I graduated in December of 1897. I was 
the only black student in my class.

While living and working in New Haven, Conn., I 
observed and experienced the racial inequality of black 
nurses. We received less pay and little respect compared 
to our white counterparts. I decided to learn more about 
the discrimination of black nurses. Among other things, I 
found that black nurses were not allowed to join the state 

nursing associations, but could join the American Nurses 
Association (ANA). Although we were allowed in the 
ANA, we were not allowed to voice our concerns about the 
racial discrimination we experienced. I knew I had to do 
something, and consequently became the first woman to 
actively campaign for racial equality in nursing.

In 1906, I mailed 1,500 handwritten letters to black 
nurses to determine their interest in starting a separate 
organization for black nurses. In August 1908, in New 
York, 52 nurses attended the very first meeting of the 
National Association of Colored Graduate Nurses 
(NACGN). I became president of this new association and 
my goals became its goals: to achieve higher professional 
standards, end discrimination in the nursing profession, 
and develop leadership within the ranks of black nurses. By 
1940, the NACGN grew to more than 12,000 nurses, with 
members in almost every state. The NACGN dissolved in 
1951 after accomplishing its mission; the membership then 
merged with the ANA.

I continued my education and completed a postgraduate 
course at Lincoln Hospital in the Bronx. I went on 
to work as a registered nurse in the New York public 
schools. At the age of 58, I attended Teachers College, 
Columbia University, where I studied in what was then 
the Department of Practical Arts, which is now called the 
Department of Nursing Education.

I died in September 1968 just shy of my 98th birthday. In 
1976 I was inducted into the American Nurses Association 
Hall of Fame. I continue to believe it is important for all 
nurses to uphold justice, resist intolerance, and become 
skilled in advocating for human rights—on behalf of any 
marginalized group of people.

Susie Walking 
Bear Yellowtail

by Amanda Perry Stitham, RN

My name is Susie Walking Bear 
Yellowtail. I came into the world 
Jan. 27, 1903, on the Crow Indian 
reservation in south central Montana. I hold the honor of 
being the first Native American to become a registered 
nurse. I made it my mission to improve health care for my 
fellow Native Americans, especially those on the Crow 
reservation.

After graduating from the Boston City Hospital school 
of Nursing, I returned to Montana and worked for the U.S. 
Bureau of Indian Affairs Hospital. At this time, I began my 
crusade to better the lives of the people on my reservation. 
One of my biggest accomplishments was ending forced 
sterilization of Native American women. I advocated for 
these women and aided in ending their abuse.

I worked with the U.S. Department of Health and other 
agencies of the U.S. government to get healthcare funding 
for Native Americans. This money allowed my people 
to obtain modern health care and it provided funding for 
Native Americans to go to school to become healthcare 
professionals.

From 1930 to 1960, I worked throughout the U.S. with 
other Native American tribes to improve the health care 
of their communities. I identified healthcare inequality 
in many different settings and assisted in alleviating such 
discrimination.

I received the 1962 President’s Award for Outstanding 
Nursing Health Care. During the 1970s, I served on Pres. 
Richard M. Nixon’s Council on Indian Health, Education, 
and Welfare, which gave me a platform for promoting the 
health needs of my people. In 2002, I was inducted into the 
ANA Nurses Hall of Fame.

I died peacefully in 1981. I left this world knowing I 
helped and advocated for the people who meant the most 
to me. I was a true nurse, advocating to improve the health 
and welfare of Native Americans. I encourage all nurses 
to resist intolerance, to right the wrongs where health 
disparities exist, and to advocate wherever injustice occurs. 
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Hampden Native to Lead
National Nursing Organization

(Bangor, ME)—Amy Cotton, APRN, director of 
Rosscare, has been selected as president-elect of the 
National Gerontological Nursing Association. The National 
Gerontological Nursing Association represents more than 
1,700 nurses nationally and is dedicated to improving the 
quality of nursing care given to older adults.

Lisa Harvey-McPherson, RN, vice president of 
EMHS Continuum of Care, commented, “Rosscare and 
EMHS have long benefited from Amy’s geriatric clinical 
expertise. Through her leadership, EMHS nursing 
facilities are moving forward to eliminate preventable 
errors and maximize quality of care for seniors. With Amy 
as president-elect of the National Gerontological Nurses 
Association, nurses and seniors across the country will 
now benefit from her extraordinary talent.”

Amy currently serves as director of operations and 
nurse practitioner at Rosscare. Nationally board certified 
in gerontological nursing, she has devoted much of her 23-

year career to improving the quality of senior healthcare 
services. A native of Hampden, she graduated from Bangor 
Christian High School, and obtained her nursing degrees 
from the University of Maine, and University of Southern 
Maine. Amy is a fellow of the National Gerontological 
Nursing Association and Sigma Theta Tau International’s 
Geriatric Nursing Leadership Academy.

Amy says, “I am humbled and excited to have this 
opportunity to influence improving healthcare delivery to 
older adults across the country.”

Amy will serve one year as president-elect of the 
National Gerontological Nursing Association, a two-year 
term as president, and a one year term as past president.

Rosscare is a member of EMHS. By collaborating with 
other agencies and organizations in the area, Rosscare is 
able to provide area seniors with unique opportunities that 
compliment a healthy and fulfilling life.

Thoughts on the Affordable Care Act of 2010
by Susan Henderson, RN, BS, MA

Historically, because of deeply held American values, 
our society has resisted healthcare reform. Our libertarian 
roots lead us to fear governmental control and tyranny.  
Attempts at universal access to care have been viewed 
as socialistic or communistic. The concept of “rugged 
individualism” is also a deeply held American value. We 
value self-reliance in ourselves and expect it of others. Yet 
this fierce independence sometimes leads to a “we-they” 
attitude in which the perception is that “we” work hard 
and “they” don’t try. Moreover, in recent years, the gap has 
widened between the “haves” and “have-nots” and it often 
appears that the “haves” are making all the decisions. 
These perceptions threaten our values of egalitarianism 
and justice. Thus, healthcare reform threatens us.

The complexity of the debate about health care is 
compounded by the fact that health care is but one of 
many social concerns. Other concerns include jobs and 
the economy, education, the ability to have and keep a 
home and to maintain an environment that provides clean 
air, water and food and that promotes the health of our 
planet. Intentional and unintentional violence are also 
social concerns and include defending our nation from 
both external (war) and internal harm (crime, corruption). 
In the fullest sense of the word, “health” means healthy 
people and healthy families having access to clean air, 
water, and food, as well as having work, an education, a 
home, and some security from violence. The boundaries of 
health care are very much interwoven with all aspects of 
our society, which increases the need for and complexity 
of healthcare reform.

As Americans, we value freedom, justice, and 
responsibility. These cherished values are premised 
upon our concept of human rights. Our Declaration of 
Independence says we are “endowed by our Creator with 
certain inalienable rights….” This statement identifies 
a concept of human rights that can be traced back to 
Aristotle and the philosophical theory of Natural Law 
and to our earliest and most deeply held Judeo-Christian 
teachings. The concept of human rights identifies the very 
sanctity of every human life.

Rights imply duties and obligations. Because we all have 
basic human rights, we also have duties and obligations to 
each other. The boundary of our rights and duties evolves 
through time as we grow in knowledge of science and 
technology but also in our personal, aesthetic and socio-
political knowledge. In today’s world, equal opportunity to 
participate as a contributing member of society is linked to 
one’s opportunity to access basic health care. Health care 
today is seen as a really “big business” utilizing an ever-
increasing percent of our GNP. Yet, however many dollars 
are involved, the essence of health care is our human 
response to mitigate the pain and suffering of another. 

If we recognize the dignity and inherent worth of each 
individual, then we have an obligation to assist as best we 
can. Perhaps the issue is not so much the person who has 
fallen ill by the side of the road crying, “I have a right to 
care,” as it is the issue of the passing stranger recognizing 
the obligation to help. Compassion, mercy, and pity are the 
essence of our humanity.

The Affordable Care Act (ACA) of 2010 seeks to 
increase access and quality of care while decreasing costs.  
I believe this bill does not threaten but rather supports our 
deeply held American values. To learn more about this 
bill go to: www.nursingworld.org/MainMenuCategories/
HealthcareandPolicyIssues/Health-Care Law.aspx.

Maine’s Advisory Committee of Health System 
Development has crafted a response: Options and 
Opportunities for Implementing the ACA in Maine. You 
can read this document and more about the ACA by going 
to www.maine.gov/governor/baldacci/cabinet/health  and 
clicking on Governor’s Office of Health Policy and Finance.

I hope that we, as Maine nurses, will have a constructive 
voice in shaping the health policy of our future and that 
this policy will reflect the very best of our values.

Susan Henderson is past-president of ANA-Maine and 
is currently associate professor of nursing at St. Joseph’s 
College, Standish, ME.

UMA Offers New Holistic 
Program and Self-Care 

Programs
by Carey S. Clark, RN, PhD

The University of Maine Augusta (UMA) is now 
offering a holistic and integral curriculum-based RN-BSN 
course of study. Classes are offered in hybrid or online 
format. In addition to the standard rigorous academic 
study of topics such as leadership, community health, and 
nursing research, students are supported in understanding 
the importance of nurses creating self-care practices 
in order to generate sustainable caring-healing nursing 
practices. Additionally, holistic elective study topics for 
RN- BSN students include Reiki/hands-on healing, self-
care courses, and integrative nursing modalities.

The nursing program at UMA recently received a 
UMA Presidential Mini-Grant to develop a caring-holistic 
resource center. Additionally, the program is implementing 
a collaborative monthly caring-healing circle for nursing 
students in both associate and bachelor’s degree programs.  
All students, faculty, and interested community members 
are invited to take part in these caring circles. During 
these circle times, students explore the importance of 
self-care and holistic-caring techniques. Holistic healers 
from the community are invited to share their skills with 
the students. Funds are being raised to send students to 
the American Holistic Nurses Association conference in 
Louisville, Ky., in June 2011.

The UMA RN-BSN curriculum is being developed 
by assistant professor Dr. Carey S. Clark, RN, PhD, who 
recently relocated to Maine from California. Dr. Clark 
has taught across the levels of nursing academia, from 
associate degree to doctoral studies, in both the online and 
traditional settings. Clark’s dissertation focused on the use 
of Dr. Jean Watson’s Human Caring Theory in nursing 
education and integral educational approaches as espoused 
by the contemporary and evolutionary philosopher, Ken 
Wilber. She has published articles about the nursing 
shortage and caring in nursing academia in journals such 
as the International Journal for Human Caring, Advances 
in Nursing Science, and the International Journal of 
Nursing Education Scholarship. Dr. Clark is an Usui Reiki 
Master.

For more information about the RN-BSN program or 
to participate in the monthly caring circle, please contact 
Dr. Carey S. Clark at 207-621-3466 or e-mail carey.clark@
maine.edu.  
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Opening for CE Program Reviewers February 2011

•	 Although	we	attempt	 to	be	as	accurate	as	possible,	 information	concerning	events	 is	published	as	submitted.	
We do not assume responsibility for errors. If you have questions about any event, please call the event planner 
directly.

•	 If	you	wish	to	post	an	event	on	this	calendar,	the next submission deadline is march 24 for the spring issue. 
Send items to publications@anamaine.org. Please use the format you see below: date, city, title, sponsor, fee and 
contact information. There is no charge to post an educational offering.

•	 Advertising:	To	place	an	ad	or	for	information,	contact	sales@aldpub.com.

•	 ANA-Maine	 is	 the	 ANCC-COA	 accredited	 Approver	 Unit	 for	 Maine.	 Not	 all	 courses	 listed	 here	 provide	
ANCC-COA credit, but they are printed for your interest and convenience. For more CE information, please go 
to www.anamaine.org.

•	 To	obtain	information	on	becoming	a	ANCC-COA	CE	provider,	please	contact	anamaine@gwi.net.

•	 USM/CCE	 indicates	 the	 class	 is	 offered	 through	 University	 of	 Southern	 Maine/Center	 for	 Continuing	
Education. For course descriptions, visit www.usm.maine.edu/cce or call 207-780-5900 or 800-787-0468 for 
a catalog. Most classes are held at the new Abromson Community Education Center in Portland, conveniently 
located just off I-295. Free parking nearby.

•	 CCSME	indicates	class	is	held	by	the	Co-Occurring	Collaborative	Serving	Maine.

•	 For	PESI	HealthCare	seminars	in	Maine,	visit	http://www.pesihealthcare.com.

Are you passionate about nursing education? Do you 
have experience in adult learning and nursing education, 
as well as a baccalaureate or graduate degree in nursing? 
If so, ANA-Maine has a spot just for you on its Continuing 
Education Committee! ANA-Maine is an Accredited 
Approver of Nursing Continuing Education by the 
American Nurses Credentialing Center’s Commission 
on Accreditation (ANCC-COA). Make use of this 
wonderful opportunity to facilitate the ongoing education 
of your peers, and to become involved in your nursing 
organization. For more information, contact Dawn Wiers 
at 207-938-3826, or anamainece@gwi.net.

rN to Bachelor of science Degree. Blended online 
and classroom program, University of Southern Maine, 
College of Nursing and Health Professions. Contact Amy 
Gieseke, Program Coordinator for USM’s Online/Blended 
Programs, 207-780-5921 or agieseke@usm.maine.edu.

21 Bangor, PESI. Applied eKG interpretation: 
skill-Building techniques & treatment Protocols. $189. 
8 a.m.-4 p.m. at the Four Points Sheraton Bangor Airport. 
For additional information: http://www.pesihealthcare.com

22 Portland, PESI. Applied eKG interpretation: 
skill-Building techniques & treatment Protocols. 
$189. 8 a.m.-4 p.m. at the Fireside Inn & Suites Portland. 
For additional information: http://www.pesihealthcare.com

7 Portland, USM/CCE. introduction to Holistic 
Health care Practice. Meets six Mondays: March 7, 
April 4, May 9 and June 6, 9 a.m.-4 p.m. $525. For more 
information, visit www.usm.maine.edu/cce or call 207-
780-5900 or 800-787-0468.

7 Bangor, PESI. Neurological emergencies. $189. 8 
a.m.-4 p.m. at the Four Points Sheraton Bangor Airport. 
For additional information: http://www.pesihealthcare.com

7 Portland, USM/CCE. certificate Program: co-
occurring conditions of mental Health and substance 
Abuse. $625. Meets March 7, March 8, March 15, March 
22, March 29. For more information, visit www.usm.
maine.edu/cce or call 207-780-5900 or 800-787-0468.

8 Portland, PESI. Neurological emergencies. $189. 
8 a.m.-4 p.m. at the Holiday Inn Portland West. For 
additional information: http://www.pesihealthcare.com

14 Portland, USM/CCE. Assessing the risk of 
Domestic Violence. $135. 9 a.m.-4 p.m. For more 
information, visit www.usm.maine.edu/cce or call 207-
780-5900 or 800-787-0468.

18 Portland, PESI. infectious Diseases. $189. 8 
a.m.-4 p.m. at the Embassy Suites Hotel. For additional 
information: http://www.pesihealthcare.com

21 Portland, USM/CCE. sports medicine 
orthopedic evaluation for the Primary Health care 
Provider. $165. 9:30 a.m.-4:30 p.m. For more information, 
visit www.usm.maine.edu/cce or call 207-780-5900 or 800-
787-0468.

23 Portland, USM/CCE. mindfulness-Based stress 
reduction: A two-Day intensive. $295. March 23-March 
24, 9 a.m.-3 p.m. For more information, visit www.usm.
maine.edu/cce or call 207-780-5900 or 800-787-0468.

25 Portland, USM/CCE. Group therapy and 
Attachment: rebuilding the Bridge. $135. 9 a.m.-4 p.m. 
For more information, visit www.usm.maine.edu/cce or 
call 207-780-5900 or 800-787-0468.

28 Portland, USM/CCE. certificate Program: 
Advanced Assessment of the older Adult. $575. Four 
Mondays: March 28, April 11, May 2, May 16, 9 a.m.-4:30 
p.m. For more information, visit www.usm.maine.edu/cce 
or call 207-780-5900 or 800-787-0468

30 Portland, PESI. complicated Pregnancies: 
implications and management. $189. 8 a.m.-3:30 p.m. 
at the Fireside Inn & Suites Portland. For additional 
information: http://www.pesihealthcare.com

1 Portland, USM/CCE. certificate Program: case 
management. $625. Four Fridays: April 1, April 29, May 
20, June 10, 9:30 a.m.-3:30 p.m. For more information, visit 
www.usm.maine.edu/cce or call 207-780-5900 or 800-787-
0468.

1 Portland, USM/CCE. the Art of comforting. 
$135. 9 a.m.-4 p.m. For more information, visit www.usm.
maine.edu/cce or call 207-780-5900 or 800-787-0468

March 2011

April 2011

CE Calendar continued on page 9
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4  Bangor, PESI. managing co-morbidities in the 
rehab setting: A multifaceted Approach to transform 
Your Practice. $189. 8 a.m.-4 p.m. at the Four Points 
Sheraton Bangor Airport. For additional information: 
http://www.pesihealthcare.com

5 Portland, PESI. managing co-morbidities in the 
rehab setting: A multifaceted Approach to transform 
Your Practice. $189. 8 a.m.-4 p.m. at the Fireside Inn & 
Suites Portland. For additional information: http://www.
pesihealthcare.com

5 Augusta, ANA-ME/MHA. 10th maine Nursing 
summit. Theme: “Strategic Focus & Priorities for 
Nursing.” $80/person; $20 for student or retired nurses.  
8:15 a.m.-3:30 p.m. at the Augusta Civic Center. Presented 
by ANA-MAINE and Maine Hospital Association. 
Registration deadline March 28. For more information, go 
to www.anamaine.org.

8 Portland, USM/CCE. ethical Decision making. 
$135. 9 a.m.-4 p.m. For more information, visit www.usm.
maine.edu/cce or call 207-780-5900 or 800-787-0468.

CE Calendar continued from page 8 11 Portland, USM/CCE. Natural therapies: 
clinical Diet and Nutrition. $135. 9 a.m.-4 p.m. For more 
information, visit www.usm.maine.edu/cce or call 207-
780-5900 or 800-787-0468.

12 Portland, INS. the ink is still Wet!! 2011 iNs 
standards of Practice: Are Your infusion therapy 
skills up-to-Date? $75 before April 5. Pine Tree Chapter, 
Infusion Nurses Society. For more information check our 
website: www.ptcins.org or contact Gwen Cole RN, CRNI 
207-873-3558.

16 Portland, PESI. Diabetes medications. $189. 
8 a.m.-3:30 p.m. at the Clarion Hotel. For additional 
information: http://www.pesihealthcare.com

20 Portland, USM/CCE. Gastrointestinal conditions 
and Diseases. $189. 8 a.m.-3:30 p.m. at the Fireside Inn & 
Suites Portland. For additional information: http://www.
pesihealthcare.com

5 Portland, USM/CCE. Putting it All together! 
AN rN refresher course. $695; $35 materials. Eight 
Thursday evenings: May 5-June 23, 6 p.m.-9 p.m. (May 
5 class starts at 5:30 p.m.); and one Saturday: June 25, 9 
a.m.-4 p.m. For more information, visit www.usm.maine.
edu/cce or call 207-780-5900 or 800-787-0468.

6 Portland, USM/CCE. recovering Wholeness: A 
caregiver’s Guide to traumatic stress. $135. 9 a.m.-4 
p.m. For more information, visit www.usm.maine.edu/cce 
or call 207-780-5900 or 800-787-0468.

6 Portland, USM/CCE. Applying Neuroscience to 
Psychotherapy. Meets May 6 and May 13, 9 a.m.-4 p.m. 
$265. For more information, visit www.usm.maine.edu/cce 
or call 207-780-5900 or 800-787-0468.

18 Portland, USM/CCE. Natural therapies: 
Botanical medicine and Homeopathy. $135. 9 a.m.-4 
p.m. For more information, visit www.usm.maine.edu/cce 
or call 207-780-5900 or 800-787-0468.
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Forensic Nurses Against Domestic Violence:
How to spot it, and how to treat it

by Sarah Connolly RN, BSN

According to the Maine Commission on Domestic 
and Sexual Abuse (2010), every 104 minutes, someone 
in Maine, perhaps one of our neighbors, is assaulted by 
an intimate partner, family member, or roommate. For a 
state with one of the lowest crime rates in the nation, this 
is a staggering statistic. However, domestic violence has 
been a long-standing issue in Maine and across America. 
The impact of domestic violence on Maine families 
and communities is incalculable. Responding to and 
preventing the epidemic of violence among Maine families 
is a collaborative responsibility involving personnel in 
the justice and law enforcement systems, healthcare 
professionals, as well as the support from community 
service workers.

Victims and Aggressors
Domestic violence is also referred to as spousal abuse, 

family violence, or intimate partner violence. Moynihan 
(2006) defines domestic violence as “abuse or battering as 
a pattern of psychological, economic, and sexual coercion 
of one partner in a relationship by a current or former 
intimate partner and is often punctuated by physical 
assaults, or serious threats of bodily harm” (p. 260). In 
the forensic nursing community, domestic violence is 
considered a learned behavior in which the aggressor feels 
a sense of control and entitlement over the victim. Deeply 
rooted cultural norms support the continuance of domestic 
violence and a lack of understanding by victims that it is, 
in fact, illegal.

Women are the primary victims of domestic violence. 
The National Coalition against Domestic Violence (2010) 
reports that 84 percent of spousal abuse victims and 86 
percent of dating abuse victims are female. Victims of 
domestic violence can range in age from adolescence to 
the elderly.

While women are the primary victims of domestic 
violence, men are often the aggressors. As with victims, 
there is no stereotypical picture of an aggressor of domestic 
violence. Moynihan found one overwhelming connection 
among men who abuse their partners: the majority of them 
experienced abuse in their families growing up. Either 
they themselves were victims of abuse or they watched 
their mothers being abused. The National Coalition against 
Domestic Violence also reports that boys who witness 
violence as children are twice as likely to abuse their 
partners and children in their adult lives. Men who abuse 
their partners are often responsible, contributing members 
to society, which often makes it harder for the victims to 
gain credibility among family members and friends as well 
as themselves.

Studies suggest that homosexuals are at an increased 
risk for becoming either a victim or aggressor of domestic 
violence. In one survey, 11 percent of lesbians and 
15 percent of gay men reported violence by a partner 
(American Bar Association, 2010). These statistics are 
important for forensic nurses so as to understand the 
potential for domestic violence in all types of relationships. 

impact of Domestic Violence
The impact of domestic violence is significant on 

victims, children, families, and communities. Primary 
victims of domestic violence suffer several immediate 
and lifelong consequences of domestic violence, the most 
significant being death. Maine State Attorney General 
Janet Mills reports that over half of all homicides in Maine 
are the consequence of domestic violence. Surviving 
victims of domestic violence have increased rates of 
depression, anxiety disorders, alcohol and substance abuse, 
chronic pain and eating disorders (Moynihan, 2006).

Children who grow up in a family with domestic 
violence are often abused. Moynihan (2006) points out that 
35 percent to 75 percent of adults who abuse a spouse also 
abuse their children. Boys who witness abuse between their 

parents often become more aggressive and bullying. Girls 
often become more withdrawn and fearful. Children can 
have impaired emotional and cognitive development and 
demonstrate symptoms of post-traumatic stress disorder, 
anxiety disorder, stuttering, and problems in school. Janet 
Mills reports that chronic exposure, especially to children 
under age 3, has been proven to demonstrate impaired 
brain growth.

The impact of domestic violence on the community 
and society is undeniable. In 1996, the U.S. Department of 
Justice and Health and Human Services estimated that the 
annual cost of domestic violence and sexual assault in the 
U.S. is $260 billion. For Maine, the cost is approximately 
$1.5 billion annually. These estimates include the impact 
of medical and police services, judicial costs, special 
education, mental health services, child protection 
services, and the cost to employers of lost productivity 
(Miller, Cohen, and Wiersema, 1996).

Domestic Violence challenges in maine
To address domestic violence in the forensic setting, 

nurses face many challenges. Maine is comprised of many 
rural and island communities. Obtaining health care, 
advocacy and support services for these populations is 
often difficult.

Several studies report that the presence of a firearm 
in the home greatly increases the risk of homicide in 
situations of intimate partner violence (Kellerman et 
al., 1993). In fact, a firearm in the home increases the 
risk of homicide by three times, and 54 percent of all 
domestic violence homicides were committed with a 
firearm (Muskie School of Public Service, 2005). The 
Bangor Daily News (2009) reports that 40.5 percent of all 
Maine households contain a gun, 76.6 percent of Maine 
households in rural areas. Therefore, risk for death by 
domestic violence is significantly increased because of 
household firearms. Likewise, the influence of alcohol and 
substance abuse as factors in escalating violence cannot be 
overlooked within domestic settings.

The bruised economy has caused state and national 
cutbacks for much-needed victim advocacy and support 
services. These cutbacks hurt the programs and 
compromise the services needed by victims.

implications for Forensic Nursing
Nurses are in a unique position to interrupt the cycle 

of violence as one of the most trusted professionals and 
because of our repeated contact with victims in the clinical 
setting. It is our ethical and professional responsibility to 
manage and prevent acts of domestic violence. The Healthy 
People 2010 objectives include aims to decrease the rate of 
physical violence by former or current intimate partners. 
These objectives are supported by the Emergency Nurses 
Association and Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO), which both require 
protocols to support victims of domestic violence.

In the U.S., victims of domestic violence have eight 
times more visits with their physicians than their non-
abused counterparts. However, only 10 percent of these 
victims are identified as being abused. This reality 
means screening for and recognizing the presence 
of domestic violence by healthcare professionals is 
inadequate. Some reasons for this inadequacy are that 
healthcare professionals lack education and information 
about domestic violence. They are also reluctant to ask 
the right questions or get involved in “family matters” 
(Campell and Lynch, 2006). That healthcare professionals 
are not protecting some of its most vulnerable victims is 
unsettling.

The forensic nurse can interrupt the cycle of intimate 
partner violence and prevent further abuse by providing 
comprehensive screening, interviews, physical assessment, 
and treatment of injuries and to provide support through 
referrals. Research supports the use of universal screening 
at all visits with healthcare professionals despite the 

chief complaint in an attempt to normalize discussions 
surrounding the issue and give victims ample opportunity 
to seek help (Campell and Lynch, 2006).

Most importantly, nurses must have a clear 
understanding of what constitutes abuse. Intimate 
partner violence can take the form of physical, sexual, 
or emotional abuse and it is illegal. The forensic nurse 
must also recognize the signs and symptoms of abuse 
and when present, must acknowledge the abuse. There is 
no stereotypical victim of domestic violence; the signs of 
abuse may be subtle. The forensic nurse is trained to look 
for these subtleties.

The nurse should look for symptoms of low self-esteem, 
anxiety, depression, suicidal ideation, and psychosomatic 
illnesses. Campell and Lynch (2006) encourage forensic 
nurses to follow their instincts when inconsistencies exist 
between injuries and explanation of events. Suspicion 
should also be raised when injuries are concealed by 
clothing, such as wearing long sleeves in the summer, 
when the victim waits to seek treatment long after the 
injury occurred, and in the presence of old or untreated 
injuries. When intimate partner violence is suspected, 
the forensic nurse should obtain old records to look for 
repeated emergency room visits, accidents, previous 
suicide attempts or substance abuse.

Assessment
If a suspicion of abuse arises, assessment should occur 

in a safe, private place. Asking about abuse with the 
partner present could potentially put the victim at greater 
risk for abuse. Preface the question with, “I always ask 
these questions to any woman who has been injured,” so 
the patient does not feel singled out or alone. Again, the 
victim should be interviewed in a direct, non-threatening 
manner. The forensic nurse should listen carefully and be 
sure to express concern for the victim’s safety and welfare. 
It is imperative to find out if children are in the home and 
are victims themselves and whether there are any guns in 
the home. A full body assessment should be done as well.

The forensic nurse must recognize that sometimes 
nurses get emotionally involved with a specific case 
and may get frustrated when the patient does not want 
to get the help that the nurse would hope. Passion in 
advocating for the safety of the patient is encouraged; 
however, avoid judging, patronizing, or trying to rescue 
the patient. Campell and Lynch (2006) warn these actions 
are counterproductive and the forensic nurse’s efforts are 
better utilized counseling the victim about the resources 
available to her. The nurse’s objectivity, professionalism, 
and caring are needed to build trust.

Documentation
The principles of forensic nursing require the nurse to 

document findings and interventions even if the victim 
does not want to take action against the abuser at the time. 
Documentation is one of the most valuable resources of 
the forensic nurse. It is imperative that the nurse document 
injuries, ideally with photos and anatomical diagrams. 
Clothing and any physical evidence should be collected 
as well. Documentation must also include the name and 
relation of the abuser, how many times the abuse has 
occurred, and the worst episode of abuse the victim can 
remember. Any weapons used against the victim should 
be documented as well. Also, be sure to document any 
interventions, consults, or referrals made.

intervention
If the patient is identified as a victim of domestic 

abuse, provide reassurance she is not to blame, she is not 
alone, and there is support for her and her family. The 
forensic nurse also upholds confidentiality, patient safety, 
objectivity, and caring to provide holistic care to all 
victims and potential victims of domestic violence using a 
culturally sensitive approach.

Forensic Nurses continued on page 11
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A safety assessment must be done and the victim’s 
safety must be protected. Help the victim to create a safety 
plan if she plans to return home. The safety plan should 
include emergency phone numbers, the names of shelters, 
reserved money, house/car keys, important documents (i.e. 
birth certificates, insurance cards, and driver’s license), 
escape plan, and a code with family, friends, and neighbors 
to alert them when the victim is in danger (Campell and 
Lynch, 2006).

Once a safety assessment is done on children in 
the home, the forensic nurse has an ethical, legal, and 
professional responsibility to report any safety concerns 
to child protective services. The nurse should be familiar 
with and able to educate the victim about her legal rights. 
If the victim is pregnant, be sure to obtain an obstetrical 
consult because of potential fetal risk. If sexual abuse 
has occurred, contraception, screening, and treatment for 
sexually transmitted diseases should be offered, even if the 
abuser is the spouse. Lastly, appropriate referrals should 
be made to community support services for follow-up with 
the patient after discharge.

support services in maine
The state of Maine is dedicated to assisting victims 

of domestic violence. There are several nonprofit and 
community services to assist victims and families. The 
Maine Coalition to End Domestic Violence (MCEDV) 
offers a 24-hour hotline (1.866.834.HELP), temporary 
emergency shelters and transitional housing, court 
advocacy, support groups, batterer’s education groups, 
outreach and community education, school-based 
education, and specialized children’s programs. The 
MCEDV also advocates for victims of domestic violence 
through policy development and legislative initiatives to 
support victims and hold abusers accountable.

The Maine Domestic Abuse Homicide Review Panel 
is a multidisciplinary team made up of forensic nurses, 
forensic pathologists, outreach advocates, district attorneys, 
law enforcement officers, judges, attorneys and other 
community members who meet monthly to review all 
deaths as a result of domestic violence. The panel reviews 
the data and then makes detailed recommendations for 
state and local government and other public and private 
organizations to enhance the response to domestic 
violence, improve outcomes, and protect Mainers from 
abuse.

room for improvement
Although efforts are currently underway, the state of 

Maine needs to improve access to healthcare and support 
services to its citizens in the rural and island communities. 

Forensic Nurses continued from page 10 We also need to assist with substance abuse screening and 
treatment as well as firearm control and education. The 
legal and judicial system should be enhanced to better 
uphold Protection from Abuse Orders to protect victims.

Schools and juvenile detention facilities need programs 
in place to educate children early about teen dating 
violence and domestic violence; correctional facilities 
could have batterer education and behavior retraining 
courses to break the cycle of violence through the abuser; 
and increased federal and state funding for victim 
advocacy and support services, though necessary, will be 
an uphill battle.

The epidemic of domestic violence is prevalent across 
the beautiful state of Maine, from homes in Aroostook 
County to cottages on the southern coast. The forensic 
nurse has a responsibility to victims, children, and the 
community to recognize the problem and help to stop it in 
its tracks by integrating prevention strategies as part of a 
multidisciplinary approach. Nurses and other healthcare 
professionals cannot afford to miss patterns of abuse and 
an opportunity to interrupt the cycle of domestic violence 
before more lives are lost and children grow up to repeat 
the cycle of abuse in their families for generations.

Sarah Connolly is a graduate student at the University 
of Southern Maine.
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Healthcare Workers and the Influenza Vaccine
by Ann King, RN

Annual vaccination to prevent influenza among health 
care workers is associated with a decrease in morbidity 
and mortality world-wide. Nonetheless, compliance rates 
average 40% among health care providers (Advisory 
Committee on Immunization Practices [ACIP], 2009).

Influenza is highly contagious and is particularly 
dangerous for patients in the health care setting. The 
elderly, immunocompromised, critically ill, and young 
children are most at risk. The vaccine provides 70-90 
percent protection against influenza in healthy people 
under 65 years of age (Bridges, Kuehnert, and Hall, 
2003). The vaccine is not as effective in the older and 
compromised population. This population needs the 
people who surround them, people who live with and care 
for them, to take added precautions so as to minimize their 
risk of contracting this infectious disease.

Healthcare workers are at risk themselves due to 
the nature of their jobs, but they are also at risk for 
transmitting influenza to their patients. Healthcare 
workers tend to work despite being ill. Even if they stay 
home when ill, it does not address the shedding of the 
influenza virus for the 24 hours before symptoms present. 
Additionally, only half of the people with influenza show 
classic symptoms of the illness; however, they still shed 
the virus for five to ten days (Wilde, McMillan, Serwint, 
Butta, O”Riordan, and Stienhoff, 1990).

Several studies have been conducted worldwide to 
find reasons why healthcare workers decline vaccination. 
Among their concerns, they hold beliefs about adverse 
reactions, perceived lack of susceptibility, and effectiveness 
of the vaccine (APIC, 2004). Adverse reactions are rare 
and include soreness at the site, muscle pain, fever, and 
“not feeling well.” These symptoms begin shortly after 
the vaccine is given and last for one to two days. These 
symptoms are caused by the body’s immune system 
making antibodies so one can fight influenza. Many 
people believe they still get the flu after immunization. 
The vaccine takes 10 to 14 days to be effective. Thus, 
people who become ill within this timespan may have been 
exposed to the influenza virus before being immunized. 
The influenza vaccine protects against influenza only 
and not every viral, respiratory illness that is circulating. 
Influenza is a specific illness. A small number of people 
may remain unprotected after immunization, and this 
occurrence is more common among the elderly or immune-
compromised populations.

Another argument often given against influenza 
vaccination relates to autonomy (Beauchamp, 2007). 
A person has the right to make choices regarding her or 
his body. However, this argument is only one ethical 
consideration. This argument also needs to be balanced 
with a moral obligation to consider how one’s actions 
affect others. Health care ethics upholds a standard of due 
care; for example, nonmalificence reflects the mandate 
that “above all, do no harm.”

Healthcare workers, including nurses, have an obligation 
to consider all angles when considering to be immunized 
for influenza. Part of a nurse’s deliberations, however, 
requires that we nurses recognize that patients come to us 
to get or stay well. They trust that we do everything we can 
for their well being. If we are not immunized, have we met 
the standard of due care for our patients (Baier 1994)?

Ann King, RN, is Infection Control Nurse at Cary 
Medical Center, in Caribou.
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What is a Nurse?
by Jenny Radsma, PhD, RN

What is a nurse? That question came home to me again 
at a conference I attended recently. The topic had to do 
with literature and medicine, and the participants were 
well educated. Many, in fact, were themselves involved in 
some way with the health care system. So in the course of 
a small group discussion, I was rather dumbfounded when 
one participant recalled the illness experience of her child. 
She commented on the excellent nursing care her child and 

she received during a hospitalization, but then she then 
went on to say how appreciative she was of the physician 
and his knowledge in “curing” her child’s ailment. 
Implicit from this woman’s remarks were that nurses are 
merely instruments of the care dictated by physicians, but 
that nurses themselves have little responsibility for the 
knowledge, competence, and presence needed to care for 
and heal the sick. Much as I’d like to think this person’s 
perception was an isolated one, from the number of times I 
overhear such remarks, clearly that is not the case.

In preparation for the spring issue of ANA-Maine 
Journal and Nurses Week, both of which occur in May, I’m 
asking you to grapple with the question: what is a nurse? 
What is it you do as a nurse that the public should know 
about? What knowledge, skills, and attitudes do you and 
your colleagues need to be the important link you are in 
the health and welfare of the patients you serve? How is it 
that every day—every shift—nurses make a difference—
between life and death, health and illness, comfort and 
pain—in the lives of patients, families, and communities, 
physically, mentally, and emotionally? Pen your thoughts 
and send them to be published in the next issue no later 
than Monday, March 21, 2011, to publications@anamaine.
org.

Use this opportunity to illuminate the public that nurses 
are so much more than the romanticized image so many 
hold of the nurse (and that we sometimes perpetuate), e.g., 
the-cool-hand-on-the-fevered-brow kind of thing. Certainly 
we comfort the sick and the suffering as part of what we 
do, but professional nursing encompasses so much more. 
What education did you obtain to be able to do what you 
do? What facts and figures lend weight to your descriptions 
about what you and other nurses do at the bedside? What 
are the “small” things you do, that if left unattended, 
could spell catastrophe for the patient? For example, what 
considerations do you make when you delegate care to a 
nurse’s aid? What details do you listen for when the aid 
tells you about a patient’s vital signs? What nursing skills 
are needed to prevent your patient’s skin from breaking 
down? How do you recognize patients at risk and how 
do you minimize those risks, for instance, falls or skin 
breakdown? How do theory and evidence-based practice 
influence the care you give? What best practices do you 
employ to ensure your patient will get better rather than 
worse, or conversely, what best practices do you use to 
assist a patient in her or his final journey from life? Use 
an example to illustrate your comments. I look forward to 
hearing from you—student nurses, nurses in practice, or 
advanced practice nurses. You all have important stories to 
share that will help us tell the world, as it were, what we 
do.

Jenny Radsma is editor of ANA-Maine Journal and is 
also professor of nursing at University of Maine at Fort 
Kent.



February, March, April 2011 ANA Maine Journal Page 13

Preventing Substance Use Disorders in Nurses
by Paula Davies Scimeca, RN, MS 

Thousands of nurses in the 
U.S. surrender their license 
to practice nursing each year 
as a direct result of substance 
use or abuse. Although the 
actual incidence of substance 
use disorders (SUDs) in nurses 
is difficult to determine, the 
following statistic from the 
National Council of the State 
Boards of Nursing (NCSBN) 
clearly illustrates the scope of 
this dilemma.

Between 1996 and 2006, 60,010 violations were 
reported to the NCSBN that were specifically categorized 
as alcohol or drug-related (NCSBN, 2009). Of these, 
16,268 were distinctly coded as drug diversion by the 
nurse for the nurse’s own use. That only 44 of the 60 
member boards comprising the NCSBN were represented 
in this data provides strong evidence to support that these 
figures under-represent the extent of SUDs in the nursing 
profession.

Defined as a primary, chronic, neurobiological disease, 
SUDs have genetic, psychosocial, and environmental 
factors that influence their development. Impaired control 
over substance use, compulsive use, continued use despite 
negative consequences and craving are all hallmarks of the 
disease. While potentially lethal to any who acquire them, 
SUDs respond very well to optimal treatment and ongoing 
vigilance, particularly in individuals who are leveraged 
into monitoring programs such as nurses and other 
licensed health care professionals. As demonstration of the 
successful outcome such professional monitoring programs 
have, a recent study of 904 physicians in such programs 
found that over 75 percent of the physicians studied did not 
reinitiate substance use at an average follow-up period of 
over 5 years (DuPont, 2009).

Ten factors, which are often present in nurses who 
develop a SUD, are included in a self-assessment tool 
created specifically for nurses in order that they could 
gauge indicators of risk in themselves over time. Similar to 
the manner in which we monitor key changes in our blood 
pressure, by tracking ongoing trends related to risk related 
to SUDs, it may be possible for nurses to be afforded the 
opportunity to modify risky behaviors and situations prior 
to the advent of a problem with substance use or abuse. 
The ten components of the SHUNT Self-Survey for Nurses 
displayed in Table 1 highlight the behaviors, situations and 
historical indicators that are frequently observed in nurses 
with SUDs (Scimeca, 2008).

While historical factors such as hereditary cannot 
be erased and some situations in life are unavoidable, a 
number of potentially hazardous traits can be minimized, 
moderated or eliminated. Thus, with a nurse’s recognition 
of a heightened level of risk, she or he can implement 
modifications in behavior and/or plan effectively to remedy 

situations that tend to be challenging without resorting to 
use of potentially addictive substances.

For instance, nurses who are more susceptible to 
SUDs due to a strong familial history or their own past 
history of negative consequences due to alcohol and/or 
other drug use may be able to enhance self-care practices 
in addition to developing a strong network of social 
supports. Furthermore, promptly seeking treatment for 
persistent emotional and/or physical symptoms and being 
meticulous in following prescribers’ directions regarding 
any medications ordered can help mitigate a nurse’s risk of 
SUDs.

For nurses in recovery from SUDs, ongoing assessment 
of risk indicators may be an advantageous adjunct to more 
accurately gauge the quality of ongoing recovery. By 
illuminating specific risky behaviors or circumstances, 
potentially dangerous factors can be identified and a plan 
of action implemented to safeguard and fortify the nurse’s 
continued recovery.

In outlining prevention strategies, which minimize 
SUDs in nurses, it is important to note that unless addicted 
in-utero, every nurse enters the world as a non-user of 
alcohol and other addictive substances. As long as a nurse, 
or anyone else for that matter, remains a non-user of mood-
altering substances, there is virtually no risk of acquiring 
a SUD. Granted, in the United States, alcohol and other 
potentially addictive substances are socially condoned 
in many circles and may actually be the norm in many 
situations. Certainly, the use of prescription medications, 
which have addictive qualities, has risen drastically since 
the 1990s and the use of controlled substances may be 
unavoidable at times for medical reasons.

However, nurses must recognize early-on that, similar 
to the use of radiation, which may offer a benefit in certain 
situations, there is no guaranteed level of safety related to 
the self-administration of mood-altering substances. For 
this reason, the radiology setting has used the principle of 
ALARA, short for “As Low As Reasonably Achievable” 
regarding exposure to radiation. Applying the principle 
of ALARA to unnecessary exposure to mood-altering 
substances may circumvent the potential physical, 
emotional, financial and professional repercussions a SUD 
may cause, particularly for those nurses with a genetic 
predisposition or a past history of the disease.

As studies have demonstrated, more than half of the 
nurses who identify a history of SUDs report that the 
issue began during or prior to nursing school (Coleman, 
1997), and earlier use of alcohol and drugs increases 
the likelihood and severity of a problem (NIDA, 2007). 
Thorough education regarding the occupational hazard 
SUDs pose should be underscored as student nurses 
cross the threshold of nursing programs. Additional 
course work regarding the occurrence of SUDs in nurses 
should be interspersed throughout all nursing curricula. 
Likewise, ongoing education regarding identification and 
prevention of SUDs in nurses and their colleagues should 
be a mandatory requirement for re-registration of nursing 
licenses in every jurisdiction.

As professionals who are firmly committed to health 
and wellness, we should openly question the advisability 
of continued use of the phrase “waste medication” and 
wasting medication.” In an age when we are admonished 
to recycle and salvage resources to protect the environment 
and nearly 20 percent of high school students report using 
prescription medication to get high (Johnston, 2008), 
language that links the words medication with waste 
seems unwise and needlessly provocative. As some nurses 
in recovery from SUDs have verbalized, the phrase “waste 
medication” encouraged justification for diverting such 
doses from the workplace because “it was just going to be 
wasted” (Scimeca, 2010, p. 250), it seems prudent to adopt 
language that accurately describes actual clinical senarios. 
By utilizing exact terms as each clinical situation warrants, 
such as “partially non-administered dose,” “expired dose,” 
“contaminated dose,” “spilled dose,” the ethical and legal 
boundaries between nurses and the medications being 
administered can be fortified, rather than weakened and 
obscured by continued use of ambiguous language, which 
has proven to bait some nurses.

Surely a comprehensive initiative that promotes 
enhanced safeguards to protect nurses from acquiring 
SUDs is necessary in light of the NCSBN statistics. There 
is little doubt that for such endeavors to have maximal 
impact and benefit on this dilemma, that such a campaign 
must be fully embraced by nurses individually and the 
profession collectively.

For our profession to continue to receive high marks for 
our expeditious and effective response in meeting any and 
all threats to public health and safety, we can, and must, 
focus our attention, energy and resources on the ongoing 
threat SUDs pose to ourselves and our colleagues. By 
making nurse safety a priority that is addressed during 
every nursing students’ basic training, requiring mandatory 
ongoing education post-licensure, minimizing unnecessary 
exposure to addictive substances and adopting language 
that strengthens the boundary between nurses and the 
medications we administer in the workplace, an untold 
number of nurses can be spared from being captured in 
upcoming NCSBN statistics.

Paula Davies Scimeca, RN, MS, obtained her 
baccalaureate degree in nursing from Adelphi University 
and her graduate degree from SUNY Stony Brook. Her 
career has spanned over three decades, with the first ten 
years spent in medical, surgical and critical care nursing. 
With over twenty years’ experience in addiction and 
psychiatric nursing, her focus has centered on addiction 
and recovery in nurses since 2003. The author of 
“Unbecoming A Nurse” and “From Unbecoming A Nurse 
to Overcoming Addiction,” she is an adjunct professor at 
Wagner College School of Nursing.
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table 1: sHuNt self-survey For Nurses

social withdrawal or self-isolative behavior
self-care behaviors beneath societal, professional or 

the nurse’s own standards
History of chemical dependency in the nurse’s 

immediate family
History of negative consequences related to the nurse’s 

substance use
untreated or unremitting emotional or physical pain
using medication for a reason it was not intended or a 

manner not recommended
Nursing practice routinely in excess of 55 hours per 

week
Nursing duties include frequent access to controlled 

substances
transitional period requiring major adjustment within 

the past year
turmoil or tragedy with unresolved conflict
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Book Review: Thowing Away Our Future
Reviewed by Penny Higgins, RN, EdD

Cheap: The High Cost of Discount Culture
by Ellen Ruppel Shell

(Published by Penguin Press, 2009, New York

This book has nothing to do with nursing—or does it? Ellen Shell reviews our 
insatiable desire for bargains ranging as far back as the industrial revolution. At one time 
the American consumer distrusted low prices: You get what you pay for, don’t you? We 
now prize low price over durability and quality, a symptom of our throwaway economy 
with its resulting environmental and economic instability. Her stance is—and she uses 
many persuasive arguments to reinforce her ideas—that we have worked our way into a 
blighted landscape, high debt, weakened incomes, and job loss, along with many other 
socioeconomic failures. Her excellent research goes back to F.W. Woolworth, whose 
human resource practices were not unlike those of today’s big-box stores. She follows the 
growth of the latter and many other aspects of “cheap” that have weakened our economy 
and even the fabric of our country. This information, the result of dedicated research, is 
invaluable in helping us understand how we have become a service nation, with fewer 
careers and more dead-end jobs than growing economies elsewhere. Throwaway materials 
that clog our landfills, short-term jobs with few or no benefits, equipment that lasts only 
a season or two—these are but a few examples that Shell provides of the unfortunate 
cultural changes that have been all too enthusiastically embraced by American business 
and education cultures—including the health care field. As citizens, consumers, and 
nurses, we can assist in putting the brakes on some of the more harmful effects outlined 
here. Shell also includes some remedies that we must consider and use in order to slow 
down our personal and national indebtedness, much of which stems from not being aware 
of when enough is enough! You may be amazed.
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