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by Susan McLeod, BSN, RN, BC
This year marks the 10th
anniversary of the formation
of ANA-MAINE. Since its
inception in 2001, it has grown
steadily. Our members serve
a variety of positions in many
settings across the state. ANAMAINE is comprised of retired
nurses,
direct
caregivers,
educators, nurse executives, and
Susan McLeod
administrators. ANA-MAINE
members work in long-term
care, behavioral health, nursing schools, acute care, public
health and home care settings. We work in critical access
hospitals, large hospitals, physicians’ offices, prisons, and
clinics. We are all ages, experience levels, and education
levels. ANA-MAINE represents the broadest range of
nurses of any Maine nursing organization. All Maine
nursing organizations represent and support nurses. What
we share is a passion and concern for nursing. We need to
come together as one voice on the nursing issues at hand.
The most pressing is the impending nursing shortage.
The U.S. Bureau of Labor Statistics predicts a shortage
of 1.2 million nurses by the year 2014, which is aggravated
by the expected creation of over 700,000 new nursing jobs.
This ongoing shortage is often referred to as the “cliff.” For
those who have experienced nursing shortages in the past,
with the ensuing travel nurses, agency nurses, mandatory
overtime, bed closures, and ambulance diversion, this
“cliff” is a concern and requires our attention.
The 2010 Institute of Medicine Future of Nursing
report is very timely. The five key objectives outlined in
that report provide a blueprint for action, structure, and
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planning to sustain nursing through the 21st century. These
keys are: (1) Scope of Practice; (2) Nursing Education; (3)
Removal of Barriers to Practice; (4) Data Collection; and
(5) Fostering Inter-Professional Collaboration. With the
predicted peak of the nursing shortage just three years
away, we should all feel the pressure to be involved. This
situation is a significant time for nursing. All nurses must
be involved. All nurses will be affected.
Though the state of Maine has many initiatives to
address these five key objectives, we each can make a
difference within our own work environment. All nurses
are encouraged to read a summary of the report or read it
in its entirety, both of which are available online (http://
books.nap.edu/openbook.php?record_id=12956). Select a
recommendation and act on it. For example, start a nurse
residency program in your department. Do your research
to learn about best practices for supporting new nurses and
test it out on your new staff. Start a support group for your
new staff. Another example may be to start a return-toschool campaign and support structure to encourage nurses
to continue their education, whether as clinical specialists
or in graduate and post-graduate programs.
There are so many ideas to choose from to support one
another and to strengthen the nursing profession. Putting
ideas into action can be fun and rewarding. Any nurse
director would be thrilled to have her or his nurses take
a leadership role in a project that would improve nursing
practice and retention. Find out more about these and other
subjects at the website for ANA-MAINE: www.anamaine.
org.
Certainly, I look forward with great expectation to
the next 10 years of ANA-MAINE. With increased
participation from Maine nurses, the challenges won’t be
as daunting and can, in fact, become exciting opportunities
for our continued growth. Happy Birthday, ANA-MAINE!

Join ANA-Maine Today!
Application on page 11 or
apply online at anamaine.org

Page 2

ANA Maine Journal

November, December 2011, January 2012

Health, Role Modeling, and Nurses:
Why Are They Not Synonymous?
by Jenny Radsma, PhD, RN
As a nurse for almost 30 years and an educator for the
last 14 of those years, I continue to be struck by how little
nurses or students seem able to integrate healthy behaviors
into their own lives. Each semester, I greet a new class of
nursing students, vending machine food in hand, many of
whom reflect current statistics for Americans with respect
to overweight and obesity. The odor of cigarette smoke
wafts from the nurse who attends me for a routine medical
procedure. I observe overweight colleagues drive a block
or two for an appointment. Other colleagues acknowledge
their weight or physical inactivity as a health risk,
reasoning that “now is just not a good time to do anything
about it—there’s too much going on in my life.”
Members of the public also observe these behaviors
in their nurses. They question: Aren’t nurses supposed to
know how to prevent or overcome these health problems?
Shouldn’t they mirror the healthy practices about which
they tell their patients? Patients are surprised, sometimes
put off, when their nurses present with obvious health
risks induced by lifestyle. Some even equate a nurse’s
competence with their noticeable unhealthy lifestyle
behaviors.
In the health and wellness class I teach, I ask students:
Should nurses be role models of the health behavior they
advise their patients to pursue? At first I see many heads
nodding “yes,” as if the answer is a no-brainer. But as
the semester progresses and the challenges of improving
one’s own lifestyle become more apparent, this question
evokes different responses and emotions. Some would say
that nurses are human beings and as susceptible to the
challenges of daily living as anyone else. Others argue
that by virtue of their knowledge and position in the
healthcare system, nurses are looked up to by their patients
and as such are role models. Although both assertions are
technically true, I remind students that nurses are educated
to promote healthy versus unhealthy behaviors, and that
patients, too, rationalize how “now” is not a convenient
time to make a change—except now the patient whose
health is on the line has little recourse but to make such
adaptations. The role of a nurse involves teaching and
advising patients about the relationship between lifestyle
and disease, about equipping patients to promote their
health, and assisting them to prevent the health problems
for which they are at risk.
But herein lies a conundrum. If the nurse is beset by
the same lifestyle-related health problem experienced by
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the patient, how likely is the patient to receive teaching
founded on the best evidence? Findings from my own
doctoral research some years ago (Radsma & Bottorff,
2009) indicated that nurses who smoke experience a great
deal of ambivalence when faced with advising and assisting
patients to quit smoking. Findings showed health teaching
often was done poorly or not at all. For example, to offset a
sense of hypocrisy about their own smoking, nurses would,
albeit unintentionally, minimize the importance of quitting
smoking for one’s health. In other cases, they instructed
patients based on their own past quit attempts rather than
use an evidence-based approach. Similarly, Miller, Alpert,
and Cross (2008) found that 76 percent of overweight
and obese nurses did not discuss obesity with patients for
whom weight was a health issue.
The deduction can be made that nurses’ lifestyle
choices affect patient outcomes. According to the Centers
for Disease Control and Prevention (2010), up to 70 percent
of all deaths each year in the U.S. are due to chronic
conditions such as heart disease, stroke, cancer, lung
disease, or diabetes, most of which are preventable. And
because of their skill and frontline clinical role, nurses
can be the health teachers and agents for reversing these
dreadful statistics—for themselves and their patients.
Shift work, stress, and problems with sleeping explain
some of the reasons why nurses experience the health
problems they do. Of concern, however, is the conclusion
drawn by Miller et al. (2008) that nurses lack the
motivation to make lifestyle changes.
People respect and trust nurses for the knowledgeable
health professionals they are. Although nurses may
struggle with the same health risks as their patients, they
also possess the skill and can access resources to prevent or
overcome these risks. Health counseling offered by a nurse
is necessary and valued by patients. Sharing one’s personal
story of working towards and achieving a healthier
lifestyle, combined with evidence-based health teaching,
allows the nurse to become an imperfect but powerful role
model (Rush, Kee, & Rice, 2005). Begin by packing your
own lunch with plenty of fresh, whole foods on which to
snack. Instead of visiting the vending machine, I encourage
each of you to enjoy (and teach your patients to enjoy) at
least five daily servings of fresh fruits and vegetables,
which are currently in abundance at Maine farm stands
and supermarkets. That’s a first step towards achieving the
national health goal of improving nutrition and increasing
the amount of fruits and vegetables American children and
adults eat on a daily basis.
Jenny Radsma, PhD, RN, is the editor of ANA-Maine
Journal.
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by Beth Boynton, RN, MS
The Q & A for nurses
facing difficult issues with
communication, conflict, and
workplace dynamics
Welcome back to the column
addressing the communication
and conflict issues confronting
nurses. In each issue, nurse trainer
and consultant Beth Boynton,
RN, MS, offers insights for nurses
Beth Boynton
dealing with complex workplace
dynamics. If you are a staff
nurse, nurse leader, or if you work closely with nurses and
have a challenging situation to share, please contact Beth at:
bbbboynton@earthlink.net. Confidentiality and anonymity
will be honored.
Dear Beth,
I am the director of nurses in a long-term care facility.
I have eight nurse managers who report to me. This team
includes six clinical managers, department managers in staff
development, as well employee health and quality assurance
staff. They are all capable in their respective positions although
when I meet with them as a team, I don’t sense a cohesive
energy.
Our organization wants to improve communication among
staff, but I don’t see my management team as ready to move
their staff forward in this long-term goal. We have some
horizontal violence issues and some history with several staff
members who don’t get along with other staff members. We
have done some training involving hour-long workshops on
listening and speaking up that were helpful for a while, but old
patterns seem to be recurring.
Typically, any challenging interpersonal dynamics ends
up in my lap. I’d like to to rely on my management team for
a more active role in developing communication skills and
promoting a more positive work culture. We have a small
budget and I’m wondering what suggestions you might have.
Since we’ve already spent quite a bit on communication
training for the whole staff, getting approval for much more
funding is unlikely.
Dealing With Dynamics

ANA Maine Journal

Dear Dealing With Dymanics:
Thanks for your letter. You are tapping into some ideas that
I’ll be sharing with you.
Staff Training So Far
First off, acknowledge the work you and your organization
have done so far. Investing in communication is a very positive
intervention towards building safe cultures and rewarding
work as a healthcare professional. One limitation I worry about
with basic communication training is the focus on intellectual
learning and a lack of focus on the behavioral learning.
What I mean is, listening or speaking-up skills do have some
intellectual components, such as paraphrasing, body language,
and “I” statements; learning about these skills will surely
help build more collaborative cultures. What is missing are
opportunities to practice the skills! This practice focuses on
behavioral skills, which are vastly more complicated!
Behavior Change Is Scary and Vital
Whenever human beings work on changing behaviors,
all sorts of risks, fears, imperfections arise; likewise, giving
up unproductive (but familiar and trusted) habits. Some
of the work will require a willingness to reflect on one’s
own insecurities and respect different points of view, not to
mention finding time, space, and willing partners. Working on
emotional intelligence can also be very rewarding and carry
over into many areas in both professional and personal lives.
Nurses who are willing, ready, and able to do this work
are extremely valuable to their own units and, in a big-vision
way, our whole healthcare system. Setting limits, asking for
help, saying “No,” learning from constructive feedback and
ownership in conflict are all seeds for empowering patients,
families, and colleagues to co-create healthier healthcare
systems.
Taking the Staff Training to the Next Level
We know that changing behavior is daunting. Consider
the difficulty people have to change their diet, exercise,
or smoking! Telling people to eat less fat, start an exercise
program, or quit smoking is in the same ballpark as telling
them to listen respectfully.
What I recommend in terms of communication training is
to make sure leaders provide opportunities for staff to develop
norms, practice skills, receive constructive feedback, and
experience a realistic learning curve. Discipline is important,
too, but more appropriate after other efforts have failed.
Have you and your team come up with some creative ideas
arising from information presented at your original training?
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Some thoughts that come to my mind include:
• Post a listening or speaking-up tip of the month.
• Incorporate time in staff meetings to address
inter-professional communication successes and
opportunities for improvement.
• Invite and publish stories from staff about successful
communication efforts with peers, patients and
families.
• Look for opportunities to reward teams, units or
even two staff members for their work involving
communication efforts. Organizations have Employee
of the Month; perhaps there is room for Team of the
Month. I can envision ‘win-win-win’ scenarios that
wouldn’t cost a lot of money, but could encourage and
honor the work.
• Offer to play the role of “Communication Coach” for
your team so that they can do the same for their staff.
And if you need some help, get a coach for yourself!
Working with Your Management Team
Your group of eight nurse managers is the perfect size to
do a little deeper communication work and I suspect the
ripple effect will be well worth the investment. I suggest
formal training specifically in giving and receiving feedback.
Three or four workshops that take place over time could
be instrumental for combining the practice and intellectual
skills you are seeking. Make sure your trainer includes rolemodeling, coaching and practice opportunities in each class.
A nurse management team, in which all members
consistently role model giving and receiving constructive
feedback, will be very powerful change agents for all staff.
In addition, they will likely develop highly professional
collaborative relationships within the team. How exciting
to have a conflict going on in one unit and several peers to
discuss and brainstorm approaches with.
Good luck with your work and let me know if this
information is helpful.
Beth
Beth is an organizational development consultant
specializing in issues that impact nurses and other healthcare
professionals. She is a coach, facilitator, and trainer 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. Her website www.
bethboynton.com offers more information.
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Make Me Visible, God
by Patricia Lynn Eldershaw, PhD
Recently,
while
dining in a local
restaurant, a former
student
cheerily
introduced me to
her parents as her
“Sociology prof.” As I
shook hands with her
parents, the student
added, “And now she’s
going to be a nurse!”
Yes, I explained, I was
returning to school for
nursing. The father
looked puzzled and
said, “Why not study
medicine?” I must
have registered an impression of irritation or puzzlement
because he added, “I mean, clearly you’re smart
enough; you already have a PhD.” I muttered something
unconvincing, mindful that I should equip myself with
a ready retort. The experience left me wondering how it
came to be that the public holds an impression of nurses
as second-rate clinicians or that it doesn’t take much to
become a nurse. “Anyone can do it”—I’ve heard that one
several times before.
How did it come to be that the public holds such
incongruous views of nurses? Collectively, nurses
are subject to a range of stereotypes—the nurse as
compassionate martyr, the battleaxe nurse Ratched, the
meek and subservient “handmaiden” to doctors. Don’t
forget, the naughty nurse, or the nurse who enters the
profession hoping to marry a doctor. Rarely do we hear
descriptions of nurses as the skilled practitioners and lifesaving experts they are.
As a sociologist, I know that stereotypes rarely reflect
reality. Rather, they are cultural constructs imposed by a
dominant group serving to preserve the status quo. One of
the primary mechanisms sustaining stereotypes is a lack of
familiarity that encourages generalizations about unknown
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groups or individuals. The stereotypes of nurses reveal that
most people do not know what nurses actually do.
The media is a powerful force perpetuating
misinformation about nurses that effectively marginalizes
and trivializes their important role in health care delivery.
In the lengthy history of TV medical dramas, from
Marcus Welby to more recent shows such as House, Grey’s
Anatomy, and ER, nurses continue to be portrayed as
marginal figures whose contributions appear insignificant.
Collectively, these shows overstate what doctors do and
understate what nurses do. Ironically, nurses in actuality
spend more time with patients than any other member of
the clinical team, yet they are virtually invisible in most
media portrayals.
That was, however, until Nurse Jackie came along. Now
in its third season, the show features Nurse Jackie Peyton,
played by Edie Falco (formerly of The Sopranos), as the
central character in a new medical drama that wonderfully,
and at times darkly, subverts these stereotypes and places
nurses at the forefront of health care delivery. According
to one of the show’s producer, Liz Brixius (cited in Kinon,
2009), “every medical show out there has been about
doctors. Doctors are absolutely unable to do what they
have to do without nurses. We want to tell those stories.”
Nurse Jackie is a confident, highly-skilled, acerbic,
New York City ER nurse. In the first five minutes of
the pilot episode, she is seen advising a doctor to run a
brain scan on a patient, who after her examination, she
correctly diagnoses as an internal cerebral bleed. The
arrogant young doctor dismisses her assessment and the
patient subsequently dies from acute subdural hematoma.
Jackie stridently rebukes him for failing to heed her
recommendation, which ultimately led to the death of
her patient. Such a stance by a nurse toward a doctor is
revolutionary by medical drama standards. But this is what
nurses do. They assess and diagnose and provide care for
patients, families, and the public. The truth is doctors and
nurses serve supportive, yet autonomous roles. Nurses
work with, not for, doctors.
Nurse Jackie has been a hit from the start and received
the highest rated premiere season in Showtime network
history (Sorrell, 2010). This achievement comes despite
a complex and controversial central figure, Nurse Jackie,
who says to herself, “Make me good, God, but not yet.”
The provocative aspects of her character have evoked
a mixed response from the nursing community. For
example, early in the series, viewers learn she is addicted
to prescription opioids for back pain, she’s having an affair
with the hospital pharmacist (ostensibly to gain access to
more drugs), she steals from an unsavory patient (while
also discarding his severed ear down the toilet) and gives
the money to a young, pregnant widow (whose recently
deceased husband has been made an organ donor, thanks to
Jackie’s forging of his driver’s license). In the final scene,
on the way home to her loving husband and two young
daughters, Jackie slashes the tire of a bike messenger. All
in a day’s work.
The series prompted the American Nurses Association
(ANA) to issue a statement denouncing the show for its
dark portrayal of nurses, arguing that such depictions
could deter young people from considering nursing as a
career option and potentially eroding the trust the public
holds in nurses (Sorrell, 2010). While I personally savor
the complex persona of the central character, played
masterfully by Falco, viewers may wonder if the show
runs the risk of adding yet another layer to the host of
stereotypes to which nurses are subjected. Should we add
nurse as “drug addict” to the list?
I have other minor misgivings about the show. Do
“real” nurses have the freedoms that Jackie displays?
Time for sit-down meals, mid-day sex, long reflective
breaks with colleagues? Such depictions on the show run
counter to research, which indicates nurses are seriously
overburdened. According to a study reported by the
American Medical Association (JAMA) (Aiken et al.,
2002), nurses who work in hospitals are more than twice
as likely to experience job burnout due to exhaustion
associated with high patient-to-nurse ratios. I also have

to question the level of competency that Nurse Jackie
demonstrates in her role, despite the high doses of opioids
she takes.
But I am willing to forgive these transgressions because
I believe the series does a far better job than any other
primetime drama depicting the complex challenges nurses
face on the front lines of health care. This view is shared
by an organization called The Truth About Nursing, which
has ranked Nurse Jackie number one among medical TV
shows for its honest portrayal of nursing. The show also
brings to light serious issues that real nurses experience
—not the least of which is that, according to the federal
Bureau of Labor Statistics, nurses suffer the highest rates
of work-related back injuries. Also, drug addiction is a
serious healthcare risk among nurses. According to the
ANA (Copp, 2009), approximately 10 percent of nurses are
dependent on drugs.
Although I understand the ANA’s reservations about
Nurse Jackie, a far more serious threat to nursing as a
profession are the more common portrayals of nurses in
both the popular and news media, which are misinformed
about the real service nurses provide. Having already
started my studies in nursing, I know first hand the
rigorous training that nurses undergo. I have a previously
earned PhD, so trust me: An undergraduate nursing
program is amply challenging and more rewarding. The
truth is, professional nurses possess an extraordinary
range of complex information about the human body
and the impact of illness and injury on health, as well as
knowledge about maintaining and improving health. Over
the course of their careers, nurses master an array of skills
and integrated knowledge about symptoms, assessment and
treatment, including pharmacology (their attendant side
effects, adverse effects, contraindications and antidotes),
infection control, as well as patient safety and advocacy.
To stay abreast of changes in health care, nurses are
continually learning, and an increasing number of nurses
acquire advanced graduate degrees.
In our mass mediated culture, the portrayal of nurses
is critical to our ability to retain and recruit nurses. If the
actualities of what nurses do remain hidden, concealed and
misunderstood by the public, this does far greater harm to
the profession and arguably runs the risk of discouraging
people from entering the field at a time when nursing
shortages are a serious national and global issue. Despite
indiscretions, Nurse Jackie makes visible the complexities,
challenges, frustrations and rewards of professional nursing
and serves as a powerful role model for women and nurses.
Patricia Lynn Eldershaw, PhD, is enrolled as an
accelerated nursing student at University of Maine at Fort
Kent.
References
Aiken, L.H., Clarke, S.P., Sloane DM, Sochalski J, Silber
JH. (2002). Hospital nurse staffing and patient mortality, nurse
burnout, and job dissatisfaction. The Journal of the American
Medical Association, 288(16),1987-93. Retrieved from, http://
jama.ama-assn.org/content/288/16/1987.full.
Bureau of Labor Statistics. (2010). Nonfatal Occupational
Injuries and Illnesses Requiring Days Away From Work, 2009
http://www.bls.gov/news.release/osh2.nr0.htm
Copp, M. A., (2009). Drug addiction among nurses:
Confronting a quiet epidemic. Modern Medicine. April 1,
2009. Retrieved from, http://www.modernmedicine.com/
modernmedicine/article/articleDetail.jsp?id=592623
Kinon, C., (2009). Nurse Jackie star Edie Falco, Mary-Louise
Parker, more strong women lift Showtime. New York Daily News.
Retrieved from, http://www.nydailynews.com/entertainment/
tv/2009/02/16/2009-02-16_nurse_ jackie_star_edie_falco_
marylouise_.html.
The Truth About Nursing. (2010). Changing the Way the
World Thinks about Nursing All the work, none of the pay,
zero glory. Retrieved from http://www.truthaboutnursing.org/
news/2010/jun/nurse_jackie.html
Sorrell, J.M., (July 22, 2009) “Ethics: The Value of Nursing
Ethics: What about Nurse Jackie?” OJIN: The Online Journal
of Issues in Nursing Vol. 14 No.3. Retrieved from, http://www.
nursingworld.org/MainMenuCategories/ANAMarketplace/
ANAPeriodicals/OJIN/TableofContents/Vol142009/No3Sept09/
Nurse-Jackie.aspx

November, December 2011, January 2012

ANA Maine Journal

Page 5

Excellence in Patient Care:
A Journey Toward Evidence-Based Health Care
by Ann Sossong, PhD, RN
Maine nurses have been on a
journey for a number of years to
advance evidence-based practice
(EBP) as the gold standard
for improving quality health
care. With the introduction of
the Clinical Scholar Program,
Schultz (2005) initially set the
stage for Maine nurses in her
initiatives to create a culture
Ann Sossong
of EBP and clinical research at
the point of care. Professional
nursing organizations continue to build on her earlier
works and those of other researchers to advance EBP
in both practice and education. These nursing leaders
emphasize the substantive and essential role of nurses in
utilizing evidence for the improvement of patient safety
and quality of health care. The Institute of Medicine (IOM)
2001 report, Crossing the Quality Chasm: A New Health
System for the 21st Century, clearly calls for nursing and
other health disciplines to care for patients using best
evidence.
Nurses have significant influence on health care
decisions in improving quality of care with the use of
evidence. Fineout-Overholt, Melnyk and Schultz (2005)
state “health care that is evidence-based and conducted
in a caring context leads to better clinical decisions and

patient outcomes” (p.335). They go on to define evidencebased practice as “a problem-solving approach to clinical
practice that incorporates the conscientious use of current
best evidence from well-designed studies, a clinician’s
expertise and patient preferences and values” (p. 335).
Evidence-based practice is conceptualized in a process of
five steps. The EBP steps include formulating the clinical
question, searching the literature for the best evidence,
evaluating and appraising the strength of evidence found
from the literature search, implementing the findings along
with the clinician’s expertise and patient preferences/values
and evaluating clinical outcomes (Fineout-Overholt et al.
2005).
Even though evidence-based practice is considered
the gold standard for creating positive patient outcomes,
organizational barriers still exist for nursing leaders to
advance the standard. These barriers include but are
not limited to: (1) organizational environments still
functioning from a traditional base and thus not conducive
to providing care based on evidence; (2) unit managers who
are unsupportive of EBP; (3) nurses’ lack of knowledge
regarding the need for research and use of EBP; (4)
practicing nurses feeling they lack of time to sufficiently
research the latest evidence; (5) inadequate preparation
of nurses educationally by academic professors; and (6)
information sources not readily available for the nurse at
the bedside. These barriers are now being addressed by
national, state and local organizations, as well as nursing
leaders, to transform health care throughout all health

systems with the focus on outcomes or results of a patient’s
care. Holding to the gold standard of evidence-based
practice will eventually overcome all barriers that presently
exist. Maine nurses are on this journey of excellence.
What are your stories of success with use of evidencebased practice? Please share your success stories with
the readers of the ANA-MAINE Journal. Send your
experience and stories to ann.sossong@umit.maine.edu.
Ann Sossong, PhD, RN, is associate professor of
nursing at University of Maine (Orono). In addition to her
many contributions to nursing in Maine and beyond, she
also serves ANA-MAINE as a board director. To share
your EBP projects and accomplishments with Ann, contact
her at ann.sossong@umit.maine.edu.
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Like No Other Country — In Search of Better Health Care

The Healing of America: A Global Quest for Better, Cheaper and Fairer Health Care
by T.R. Reid, Penguin Press, New York, 2009
Reviewed by Penny Higgins, EdD, RN
T.R. Reid, longtime correspondent for the Washington
Post and a best-selling author, is touring Maine this fall as
part of a “state read” about health care in the U.S., both
its positive and negative aspects. In his book, Reid reports
how the World Health Organization recently examined
the national healthcare systems of 191 countries in terms
of “fairness,” and ranked the U.S. as 54th, slightly ahead
of Chad and Rwanda, but just behind Bangladesh and the
Maldives. Reid cites Pres. Dwight D. Eisenhower’s concept
of building a network of national highways based upon the
autobahns he had seen in Germany, highways that have
had an outstanding effect upon all areas of American life.
Inspired by Eisenhower’s vision, Reid dedicates his book
to the former president.

Reid traveled from country to country to see for himself
what others experience in the way of health care, what we
Americans might learn from and emulate. Our complex
and interwoven system of health care, insurances, and
providers is a definite barrier, Reid says, and he describes
those areas from other countries we might be most able to
adopt or adapt. Using someone with a sore shoulder as an
example of a healthcare need, he visited several countries
to learn about the kind of health care available to such a
patient with a non-life-threatening condition. A major
moral commonality we in America have failed to address
is the idea that everyone is entitled to basic health care
that is accessible and affordable. This failure allows our
complicated and wealth-draining system to prevail.
Reid uses Taiwan and Switzerland, despite their internal

challenges, as examples of countries that have radically
and successfully changed their systems to provide care for
all. France, Germany, England, and Canada—all modern
industrialized countries—have some form of universal
care with varying levels of government intercession. In
all such countries, however, everyone receives care. Reid
gives clear examples of the strengths of each system and
describes some weaknesses as well. And, like Eisenhower,
Reid extracts from his travels some practical solutions
to help reduce the shocking number of deaths America
experiences each year related to poor health care or no care
at all, and to reduce the costs threatening to overwhelm
us as a nation. Read the book. Participate in discussions.
Become an activist for the ideas that can change our
profession, our country, and our lives as well.

I’m not just a nurse.

Apply Today:

I’m inventing new models
of Veteran’s health care.

VAcareers.va.gov
Follow VA Careers

Chris, VA Nurse

Simplify your nursing research...

BEAUTIFUL SOUTHERN MAINE

SEBAGO LAKES REGION
Registered nurses needed for a traditional sleep-away
camp for boys and girls ages seven to fifteen.
Enjoy the summer working at Camp Nashoba North.
•
•
•
•

Three registered nurses, MD on call
Four or eight week sessions available
Camper aged siblings welcome
Modern, friendly lakeside environment

www.campnashoba.com • nashobafun@gma i l.com

Call 978-486-8236 for more information

with access to
over 10 years
of nursing
publications
at your
fingertips.

nursingALD.com
Simply click on the Newsletter tab on the far right and
enter your search term.

Lincoln County Healthcare
Maine Health

www.lchcareers.org
Our employees make the difference!
Lincoln County Healthcare...
system has various openings for Registered Nurses.
Come join our team of dedicated professionals who
take pride in the care they give. See our openings and
apply on-line at www.lchcareers.org
207-563-4557
Lincoln County Healthcare is located in Midcoast
Maine, serving Miles Memorial Hospital in
Damariscotta and St. Andrews Hospital in
Boothbay Harbor and their subsidiaries.
An Equal Opportunity Employer
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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 Friday, Dec. 16 for the Winter
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 ANCCCOA 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 cne@anamaine.org.

•

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.

Opening for CE Program Reviewers
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

The Center for Nursing Professional Development
launches ABA approved

Legal Nurse Consultant
Certificate Program

The Legal Nurse Consultant (LNC) Certificate
is approved by the American Bar Association
(ABA). It is designed for the experienced
registered nurse interested in combining
their clinical expertise with specialized legal
knowledge, enabling them to serve in a variety of
settings including healthcare facilities, insurance
companies, law firms and private LNC practices.
For more program schedule and program details:
www.nhti.edu/businesstraining/nursing
Sandra McBournie, RN, M.Ed.
(603) 271-0717 – smcbournie@ccsnh.edu
Stacey Peters, Paralegal Studies
(603) 271-7104 – speters@ccsnh.edu
31 College Drive, Concord, NH 03301
Z380911

organization. For more information, contact Dawn Wiers
at 207-938-3826, or cne@anamaine.org.
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.

November 2011
14 Bangor, PESI. Effective Rapid Response Teams:
Setting Goals, Saving Lives & Measuring Success.
Advance Registration prices no longer available. Call
for additional discount information or visit http://www.
pesihealthcare.com
15 Portland, PESI. Effective Rapid Response
Teams: Setting Goals, Saving Lives & Measuring
Success. Advance Registration prices no longer available.
Call for additional discount information or visit http://
www.pesihealthcare.com
15 Augusta. 2011 Infectious Disease Annual
Conference. Augusta Civic Center. For more information:
http://adcarecdc.neias.org/idhome/
18 Portland, USM/CCE. Grief and Loss. This course
will explore the process of grieving, how we can support
healthy grieving, and the impact of grieving on the health
of our society. Emphasis on special populations, including
veterans and prisoners. 9 a.m.-4 p.m. $135. For more
information, visit www.usm.maine.edu/cce or call 207780-5900 or 800-787-0468.

18 South Portland, PESI. Creative Teaching
Strategies for the Nurse Educator. Advance Registration
prices no longer available. Call for additional discount
information or visit http://www.pesihealthcare.com
19 Freeport. 8th Annual Vascular Access Education
Conference. Theme is “Challenging Your Paradigm:
Standards and Innovations in Vascular Access.” at the
Harraseeket Inn, Freeport, Maine. Sponsored by the
Maine Vascular Access Network and the New Hampshire
Association for Vascular Access. For more information:
http://www.anamaine.org/associations/11104/files/8th%20
Annual%20Fall%20Vascular.pdf
29 Portland, USM/CCE. Influencing Skills: The
Constructive Use of Power. In highly interdependent
workplaces, both managers and staff must know how to
influence those over whom they have no formal authority
in ways that are effective and non-manipulative. Learn how
to gain cooperation without formal authority, among other
goals. 8:30 a.m.-4:30 p.m. $195. For more information,
visit www.usm.maine.edu/cce or call 207-780-5900 or 800787-0468.

December 2011
2 Bangor, PESI. Managing Acute and Chronic Pain:
A Multimodal Approach. Advance Registration prices no
longer available. Call for additional discount information
or visit http://www.pesihealthcare.com
3 Portland, PESI. Managing Acute and Chronic
Pain: A Multimodal Approach. Advance Registration
prices no longer available. Call for additional discount
information or visit http://www.pesihealthcare.com
5 Portland, USM/CCE. Status Quo or Letting Go:
Leading Change. Team leaders and managers learn
to help others not only accept change, but ignite it. This
interactive workshop looks at the research that can support
leaders in doing this important work. 8:30 a.m.-3:30 p.m.
$185. For more information, visit www.usm.maine.edu/cce
or call 207-780-5900 or 800-787-0468.
8 Portland, USM/CCE. Creative Problem Solving.
Continuously improve work processes, eliminate stumbling
blocks to good performance, and increase satisfaction at
work. 8:30 a.m.-4:30 p.m. $195. For more information, visit
www.usm.maine.edu/cce or call 207-780-5900 or 800-7870468.
9 Portland,
USM/CCE.
Managing
Multiple
Priorities and Your Time. Examine how you currently
prioritize and use your time. Build simple techniques
into your work schedule to help you juggle competing
demands, create more time for important responsibilities,
and decrease stress. 8:30 a.m.-4:30 p.m. $195. For more
information, visit www.usm.maine.edu/cce or call 207780-5900 or 800-787-0468.

November, December 2011, January 2012

January 2012
11 Portland, PESI. Shortness of Breath: Is It
Cardiac or Pulmonary? When a patient presents
with difficulty breathing, there are a number of key
considerations the healthcare provider must evaluate in
order to arrive at an accurate diagnosis. $189. Advance
registration prices until 12/15. 8 a.m.-4 p.m., Fireside Inn
& Suites. Alternate locations available in South Burlington,
VT and Manchester, NH. For additional information, visit
http://www.pesihealthcare.com
20 Portland, PESI. Managing Challenging Patient
& Family Behaviors: 101 Strategies for Healthcare
Professionals. $189. Advance registration prices until
12/24. 8 a.m.-4 p.m., Embassy Suites Hotel. Alternate
location available in Manchester, NH. For additional
information, visit http://www.pesihealthcare.com

21 Bangor, PESI. Managing Challenging Patient
& Family Behaviors: 101 Strategies for Healthcare
Professionals. $189. Advance registration prices until
12/25. 8 a.m.-4 p.m., Four Points Sheraton Bangor Airport.
Alternate location available in Manchester, NH. For
additional information, visit http://www.pesihealthcare.
com
25 ANA’s 6th Annual Nursing Quality Conference.
To receive an electronic version of the conference
registration brochure as soon as it’s available, please
e-mail: meetings@ana.org or visit www.nursingworld.org
for more information about the conference.
25 Portland, PESI. Complicated Pregnancies:
Implications and Management. $189. Advance
registration prices until 12/29. 8 a.m.-4 p.m., Embassy
Suites Hotel. Alternate locations available in South
Burlington, VT and Manchester, NH. For additional
information, visit http://www.pesihealthcare.com

The Upside of Downsizing
by Dean Cote, RN, BSN
With the ongoing downturn in the economy, no “magic
bullet” is in sight to shift the tides towards improved
prospects. The many unemployed Americans, of which I
was one a few years ago, must redirect their own lives. I
share my experience to encourage anyone who is currently
caught in an economic grip.
In August of 2007, I lost my job. After 18 years of
service to a local paper mill, I became part of the nation’s
unemployment statistics, a consequence of company
downsizing. I worried how I would meet the financial
needs of my family. For 14 years my wife was a stay-athome mom, raising our two daughters and taking care
of our home. Now she needed to find part-time work to
supplement my unemployment benefits. To maximize
the use of our remaining finances, we eliminated all
unnecessary spending from our budget—eating out, travel,
extras at the grocery store, entertainment, and so forth.
Except for our mortgage, what debt we owed, we paid off
with my small severance pay and 401(k), and subsequently
applied for state aid.
Because my job was lost due to foreign competition,
I qualified for benefits under the Trade Assistance Act
(TAA), a federal retraining program that extended my
unemployment benefits for up to 2 1/2 years. TAA
also provided federal funding to help cover the cost of
retraining. Although faced with an uncertain future, I
now had an opportunity to obtain an education and a new
way of life. After much prayer and discussion of different
possibilities with my family, I decided to pursue a degree
in nursing.
Four years later, in May 2011, with the support of
my wife and daughters, many Tylenol, and long hours
of studying, I received a Bachelor of Science degree in
nursing from the University of Maine at Fort Kent. The
journey from paper-maker to registered nurse has been
long and difficult but extremely rewarding. My family
made many sacrifices over the past four years, yet through

the many difficulties, we grew closer and stronger as a
family.
I cannot stress enough the importance of gaining a
sound nursing education, grounded in the sciences. The
knowledge and comprehension of what is physically and
emotionally affecting the patient and the skills to intervene
allow the nurse to provide effective quality care. Caring,
well-educated nurses shape the profession of nursing to be
what it is. The education I received through the University
of Maine in Fort Kent provided me with a solid foundation
from which I now move forward into whatever field of
nursing I choose. I now have rewarding employment as
a nurse, which combined with the opportunity to make
a difference in the lives and wellbeing of others, are the
reasons I became a nurse.
Currently, I am employed as an acute care nurse at
Cary Medical Center in Caribou. Working in Cary’s
team-oriented environment makes the challenging work I
do both satisfying and worthwhile. As a registered nurse,
I take seriously the responsibility of providing quality
health care to my patients. Cary has given me the tools and
support needed in providing such care. Cary’s family-like
approach and attention to detail has made the transition
from graduate nurse to a productive part of the healthcare
team a manageable, even enjoyable, one.
Many people may feel their education is completed
upon graduation. I can assure you the knowledge I have
now as a beginning nurse is only the groundwork of many
years of learning yet to come. The transition from nursing
student to the responsibilities of an RN is ongoing; my
skills are improving, and the confidence in my abilities is
also growing. One thing is certain: Having enthusiastic,
approachable coworkers and mentors is both critical
and encouraging. I am proud to be a part of the nursing
profession.
Dean Cote, RN, BSN, a recent nursing graduate, is
once again enjoying being part of the paid workforce in a
career he finds truly fulfilling.
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February 2012
3 Portland, PESI. Pediatric Gastrointestinal
Diseases. $189. Advance registration prices until 1/7.
Embassy Suites Hotel, 8 a.m.-4 p.m. Alternate locations
available in South Burlington, VT and Manchester, NH.
For additional information, visit http://www.pesihealthcare.
com
9 Portland, PESI. Emergent Issues in Cardiac
Care: Essential Assessment, Diagnostic & Intervention
Strategies. $189. Advance registration prices until 1/13.
Fireside Inn & Suites, 8 a.m.-4 p.m. Alternate locations
available in South Burlington, VT and Manchester, NH.
For additional information, visit http://www.pesihealthcare.
com
22 Portland, PESI. Demystifying and Interpreting
Lab Data: The Implications for Patient Care. $189.
Advance registration prices until 1/26. Fireside Inn &
Suites, 8 a.m.-4 p.m. Alternate locations available in
South Burlington, VT and Manchester, NH. For additional
information, visit http://www.pesihealthcare.com
23 Portland, PESI. End Stage Diseases: Palliative
and Hospice Care Interventions. $189. Advance
registration prices until 1/27. Fireside Inn & Suites, 8 a.m.4 p.m. Alternate locations available in South Burlington,
VT and Manchester, NH. For additional information, visit
http://www.pesihealthcare.com

A regional leader in the education
of health care professionals

Master of Science in Nurse Anesthesia Program

• Top-ranked clinical sites throughout New England
• State-of-the-art educational resources
• Integrated, interdisciplinary
approach to health care

Master of Public Health &
Graduate Certificate in Public Health

•
•
•
•

Master’s program: 45 credits
Certificate program: 18 credits
Online courses
Now fully CEPH Accredited

For More Information
Graduate Admission Office
GradAdmissions@une.edu
800-477-4863 ext. 4225
www.une.edu
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You Go, Grandma!
My Swim Across the English Channel
by Pat Gallant-Charette, RN, BSN
I’m Pat Gallant-Charette, a native of Maine, Westbrook
resident, University of Southern Maine graduate, wife, mother,
sister, grandmother, and fulltime nurse. I’m 60 years old, and in
my spare time, I’m a marathon swimmer. In July 2008, during
my first attempt at swimming the English Channel, success
was snatched from my grasp. After swimming 16 hours in
the channel, with the lights in French homes encouraging me
and still feeling strong, I fought impenetrable currents for four
hours. But just 1.7 miles from the finish line, my crew elected
to end the attempt. While I had made it across—and that was a
dream come true—the ultimate challenge had eluded me.
In 2009, prevaling winds prevented me from starting my
second attempt at the English Channel. I returned to Maine,
determined to return to Dover, England, for another attempt.
I came late in life to the Gallant-Charette swimming club.
My son Tom was on the Westbrook High School swim team
and my youngest brother, Robbie Gallant, twice won the 2.4mile “Peaks to Portland” swim. Robbie, just 34 years old,
was a loving husband, and devoted father to three-year-old
Christopher when he suffered a fatal heart attack 13 years ago.
Soon after Robbie’s untimely death, my son Tom said, “Ma,
I’d like to swim the Peaks to Portland as a tribute to Uncle
Robbie.” I replied, “Tom, that is so sweet, I wish I could do the
same.” Looking at me encouragingly, Tom said, “You could, if
you tried.”
Those words inspired me to swim Peaks. At the age of 46,
my fitness regime had consisted mainly of walking, but with a
regular workout schedule at the local pool, I gradually built up

my endurance. I met the qualifying requirement for the Peaks
to Portland swim the following year. You can only imagine my
emotion upon finding my young nephew Christopher waiting
for me at the end of that swim. I continue to enter the Peaks to
Portland swim every year and Christopher, now 16, cheers me
on. That success encouraged me to seek other goals, including
a double crossing of Maine’s Big Sebago Lake (12 miles),
the Great Chesapeake Bay swim (4.4 miles) and the Strait of
Gibraltar swim (9 miles), where, stroke by stroke, I repeated
my mantra, “You can, if you try.”
Then on June 16, 2010, I swam across the Strait of Gibraltar
(Spain to Africa) in 3 hours and 28 minutes. And much to my
surprise, I placed the third fastest woman’s time since 1928,
set the U.S. women’s record for fastest time, and set the new
record for the fastest time for any woman or man over the
age of 50 worldwide. I nurtured the belief that I am capable
of swimming the English Channel, considered by many to be
the greatest test of a long-distance swimmer. While nominally

20.7 miles, strong tides and currents in the channel make the
real distance covered by swimmers 30 miles or more.
On August 22, 2011, I entered the English Channel
determined to reach France. With my crew of brother David,
sister-in-law Jeannie (both nurses), and nephews Kyle and
Chris (Robbie’s son), I reached my dream in a time of 15 hours
and 57 minutes. Upon completion of my swim, I looked up to
the sky and said, “This is for you, Robbie.” At age 60, I set the
record for the oldest American woman to cross the channel.
I plan to swim San Pedro’s Channel from Catalina Island to
California—a 21-mile swim. I hope to break that world record
for the oldest woman.
But in the meantime, I am promoting a global swim
event called “Swim for Your Heart...Feb. 14” (http://
swimforyourheartfeb14.com), to push for more awareness of
heart disease and its prevention. I have encouraged swimmers
throughout the world to participate in thought and action by
swimming on February 14. Swimmers will raise money for
their local heart association, local hospital cardiac program, or
cardiac rehabilitation facility. The swimmer decides where she
or he would like to donate. Last February, several countries
participated. Next year, I hope that more swimmers will join
the cause. For more information on this initiative, contact me
at patgallant.charette@gmail.com.
As important as it is to her, Pat Gallant-Charette, RN,
BSN, said, in a recent National Public Radio interview,
swimming comes second in her busy life. In addition to her
regular swim training, she works 32 hours per week on the
dementia unit at the Barron Center in Portland and babysits
her grandchildren full time. To follow her ongoing swimming
ventures, visit Pat’s blog at http://patgalant.blogspot.com/.

The Nurse as Witness to Pain and Its Relief
by Paula Davies Scimeca, RN, MS
A few years ago, I had the
privilege of serving as a conduit
for 29 nurses who wanted to share
their intimate stories of longterm recovery from addiction.
Although each candid account
offered a wealth of wisdom,
one nurse illuminated a facet of
occupational vulnerability I had
never considered.
Paula Davies
“After working in intensive
Scimeca
care for six months, I went to
work in another hospital’s ICU. That’s when it happened. I
started diverting. I’m not sure why I started, but when I look
back I remember what relief I felt when my patients would
experience pain relief after I medicated them. I don’t
remember if it was physical or emotional pain that I had, but I
started medicating myself” (Scimeca, 2010).
Much has been written about the impact of second-hand
trauma on those who render care to the sick and suffering. In
the wake of such catastrophic events as 9/11, we have come to
recognize that caregivers are at great risk of self-medicating
in an effort to reduce the stress of responding to those who
are injured and suffering (NYC, 2007; Peluso, 2010). Little
attention, however, has been paid to the opposite side of the
equation: the effects of routinely witnessing the relief of people
in pain.
As the nurse quoted above notes, there are spikes in
discomfort when patients in pain are repeatedly identified.
Given that pain assessment is followed by appropriate
interventions throughout the day at regular intervals, nurses
are highly attuned to the phenomenon of pain and closely
monitor patients for the relief of symptoms. Since compassion
is a prerequisite to delivering exceptional nursing care, our
close proximity to and constant interactions with patients
experiencing pain, as well as its relief, are probably etched

more profoundly in our subconscious mind than in any
notations we make in the medical record.
More than 100 years ago, Ivan Pavlov demonstrated that
exposure to the sound of a bell could become so strongly
paired with the sight of food that the sound alone could
elicit a predictable physiological response of salivation in
his subjects. Since such conditioning does not require any
conscious awareness or cooperation on the part of subjects, he
demonstrated the extreme susceptibility of mammalian brains
to cues from the environment.
In response to repeatedly medicating patients who typically
experienced pain relief after receiving potent analgesics, the
nurse above described her own relief without ingestion of
any substance. Given Pavlov’s research, it seems possible that
nurses who provide frequent pain relief might experience a
similar conditioned response over decades of practice in mere
anticipation of the improved status that typically occurs in the
majority of their patients.
The tasks surrounding medication administration are
an extremely precise chain of repetitious events that are
predictable and sequential in nature. Opening the door to the
med room, gaining access to the Pyxis™, selecting the proper
medication, and preparing the actual dosage ordered are a few
of the many steps necessary to provide analgesic medication
to a patient. Over decades of practice, might such an elaborate
series of steps trigger vicarious symptom relief in some nurses
who, over time, come to expect pain relief in their patients?
Such conditioned responses could explain, at least in part, why
nurses who most frequently administer narcotics to patients
in the workplace are more likely to divert medications than
nurses who administer narcotics less frequently to patients
(Trinkoff, 2000; Dunn 2005).
Considering the decades of historical data demonstrating
that nurses have a greater proclivity to the misuse and abuse
of prescription drugs than the general public (Trinkoff, 1999),
and that the majority of disciplinary cases brought before any
state board of nursing are related to a substance use disorder
(NCSBN, 2009), the possibility of inadvertent cue exposure

among nurses who most frequently administer pain relief to
patients seems to be an area ripe for study.
If such a second-hand link is established, attention can then
be focused upon weakening the effects of conditioning that
some nurses are exposed to and discovering ways to fortify
resilience to such occupational cues. In the meantime, it seems
reasonably prudent for all nurses to practice vigilant self-care
in an effort to enhance our ability to cope effectively with the
many stressors we face in and outside of the workplace.
Paula Davies Scimeca obtained her baccalaureate degree
in nursing from Adelphi University and her graduate degree
from SUNY Stony Brook. Her career has spanned three
decades, with the first 10 years spent in medical, surgical
and critical care nursing. With over 20 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 currently an adjunct professor
at Wagner College School of Nursing.
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Newbie…Again: An Expert Nurse’s
First Year as a Nurse Educator

From My Perspective: Do Nursing
Students Really Know What I Do?

by Susan A. Wheaton, RN, MSN

by Susan A. Wheaton, RN, MSN

I graduated in 1984 from a baccalaureate nursing program. A first“All she had to do was read and grade the case studies. I don’t understand
generation college graduate, a nurse, and the first nurse in my large Francowhy the PowerPoint slides and lecture could not have been changed.”
American family, I was terribly excited and enthusiastic. But I also remember
This comment was a common one I received on an evaluation after teaching
feeling scared to death. Did nursing school really prepare me for what I
my first semester. (Assigned the class three weeks before the semester began,
needed to know?
I had used the previous instructor’s PowerPoints). Startled by this comment, I
Over the past 27 years, I provided acute care to patients in a variety of
realized how little nursing students understand about what goes on behind the
places and settings. As described by Benner (1984), I traveled from being
scenes of nursing education.
a Novice to becoming the Expert clinician I now am. The journey has been
Only those people who have ever participated in a sporting event or
and continues to be an amazing one.
theatrical performance know how much preparation is required for the main
The last 17 years of my acute care experience were spent caring for
event to take place. The athlete trains for hours, working independently and
Susan Wheaton
cardiovascular medical and surgical patients, when I learned all things to do
with others. The actor works with coaches and the show is rehearsed over and
with cardiovascular nursing. In my role as expert, I recognized the signs of
over again before opening night.
impending doom even before a documented change. I was the one to whom novice nurses
By comparison, nursing students are the athletes or actors. The nursing educator is
came for answers and opinions about their patients. I was staff nurse, charge nurse,
the coach or director. Much work needs to be done before the student is prepared for the
resource nurse, educator, as well as mentor, and I continue to be extremely comfortable
“main event.” The ability to independently provide safe, competent care for others is the
with all of these roles.
culmination of all the educator’s and student’s combined efforts.
The speeches given during my senior year and at graduation about becoming a lifeAs a nursing educator, what is it that I do to prepare my team? If, as the students
long learner left me baffled. “You’re kidding, right? Read another nursing article or
assume, I only have case studies to read, then why does my work consume me? It’s
textbook? Ugh!” However, when I realized I loved cardiovascular nursing, I wanted to
because teaching nursing students has become my passion and hobby. Since it is my
know everything—right away, and I became a life-long learner.
passion and hobby, I spend hours every day in reading and learning. The nursing
As a nurse, my desire was always to advocate for my heart-failure patient, to
profession is continually changing, so becoming a life-long learner in education is critical
communicate with above-average knowledge to the physician so my request for orders
to being an effective educator.
would be supported. To educate my patients so they really “got it,” I really needed to “get
I teach pharmacology, a constantly changing science. In order to stay updated with
it” in terms of what I knew and could do.
all the new drugs, as well as with the alerts related to drug concerns, I spend several
I love being the expert! I love knowing where to go for information. I love assessing
hours a week navigating through a significant amount of literature. Reading and research
and responding to the needs of the patient. I love feeling that I am an accomplished
is a daily part of the life of a nursing educator (just as reading textbooks and preparing
nurse no longer flying by the seat of my pants. But over the last 10 years in my clinical
assignments are part of the life of students).
nursing career, I began to realize that acute care and bedside nursing were not possible as
Students frequently express frustration over how many hours it takes to find four
a retirement plan. As many third-age nurses are aware, we are underutilized in acute care
effective articles for a required literature review. Based on this information, nursing
for our brain power, but we are expected to keep up physically just as we did when we
students should take into consideration how much time it would take to do a literature
were a newbie—or else.
review and prepare for a lecture, which in reality is not a whole lot different than writing
The “or else” is why I am again a newbie, but this time a new, baby (novice) nurse
a nursing paper. In my case as an educator, I have 28 such papers to write a semester.
educator. I completed graduate work and began teaching in a university school of nursing.
Nursing educators are also motivators and counselors, providing a wide array of
My first year in academia has been a déjà vu of my first year in the nursing profession. I
emotional support to students. Simply put, nursing school is difficult and stressful.
know nothing. I am flying by the seat of my pants again! I am scared to death of causing
Nursing students work hard and sometimes play hard. They can often find themselves on
life-altering decisions when advising students; I am aware of causing potential death—
the edge of the cliff or on the brink of a so-called “nuclear” meltdown. When a meltdown
the death of my students’ dreams of becoming nurses.
happens, nursing students often approach a nursing instructor they know with whom they
This past year has been one filled with anxiety, stress, hard work, and nightmares— as
are comfortable, which occurs more often than nursing students are aware.
well as the affirmation that I made the right choice. Even though it hurts my pride to be a
The high achieving students, those students who are satisfied with nothing less than
novice again, I am excited. I see myself becoming an expert in a few years’ time, and no
a 4.0 GPA (I was one of those), need words of affirmation. They need to hear that the
longer see the need to retire.
work they are producing is a product of which they can be proud. The student on the
Despite my years of clinical experience and graduate education, there was still much
verge of failure needs help, support, and sometimes a considerable amount of individual
for which I was unprepared. Academia, I learned, uses its own language. As an acute
time. Nursing students with personal crises such as illness, children, death in the family,
care nurse, I developed a skill in communication and language. The responses were easy,
relationship problems and so forth—they all seek the advice of their favorite nursing
reflexive. I knew exactly how to elicit a response from a provider and get what I wanted.
educator.
I knew how to share data effectively and efficiently. I could calm an upset family, provide
Most nursing educators spend several hours a week meeting and providing emotional
assurance to a worried wife, relieve my patients’ fears and anxieties. I could be an
support to nursing students. Nursing instructors remember well the complexity of being
effective team member, working and communicating across multiple disciplines.
a nursing student and their goals are to equip students with whatever tools are needed to
Communication with nursing students and academic peers requires a language skill
assure their success.
I have yet to develop. There are no fast responses. I am often at a loss as to what to say
In addition to their classroom teaching and providing individual support for students,
or, as sometimes happens, my responses are taken completely in the wrong context. A
they lead and attend staff meetings, conferences, and, oh, did I mention more meetings to
significant part of communication occurs electronically via e-mail, which creates a new
attend? Curricula, policies, healthcare initiatives, state and federal regulations, working
set of problems. Even with much encouragement for students to come into my office to
with community partners such as hospital facilities, nurse leadership roles, personal
speak with me personally, they seldom do. Communicating with someone, without having
research, and personal patient care clinics are inherent in the life of a nurse educator.
to physically be in the presence of that person, seems to be preferable to most students.
When I walk into my office in the morning, I have the best time management plan
This generation is, after all, the generation of e-mail, IM, and texting. Where I once
prepared with a desire to accomplish so much on my “to-do list.” The first knock on
excelled in conversing with patients, families, and colleagues, I now find myself utterly
the door, the first phone call, the first student to pop her or his head in my office, the
unprepared for being a communication novice in the academic setting.
colleague who requires my help—all these totally “mess up” my best-made plan.
As the expert nurse (and one with a caring heart), I would go to great lengths to protect
Nurse educators wear many hats, and yes, their work is never done. It is a 24/7 job. It
and encourage the novice nurse. I often would volunteer to make the phone call to the
is ever so much more than reading case studies and creating PowerPoints and lectures. I
provider during the evening hours, for the novice nurse who lacked the experience and
encourage nursing students to develop an appreciation for the complexity of the role of
confidence to do so. With that nurse at my side during that phone call, I could teach and
their nursing educators. Their desire and passion as educators is to help students journey
be a role model.
from student to professional nursing colleague.
Caring for each other, our peers and leaders, is critical in the nursing profession.
Susan A. Wheaton, RN, MSN, is embarking on her second year as lecturer of nursing
Upon entering nursing education, my expectation was that students would honor my
and Learning Resource Director at University of Maine in Orono.
experience, my education, see my passion and love for teaching, and seek to benefit from
my knowledge. Many students did, but the few who did not—ouch!
I was shocked at how a few nursing students could be uncivil, disrespectful, and
unprofessional, writing mean-spirited comments on their course evaluation. My heart
bled after reading my evaluations that first semester. I was so unprepared for such a
response to my best efforts. How could they not see how much I loved to teach, how
much I wanted to share my passion for nursing with everyone?
I’m working on developing the skills necessary to become the expert educator I know
I will be. Surely my years of nursing practice, with the skills I used to help patients deal
Newbie...Again continued on page 10
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Demystifying Medical Marijuana Use: Part I
by David Adams, BSc, Casey Desharnais, BSc,
Sarah Johnston, BSc, Myles Kendall, BGS, and
Lisa Roop, BA
Arguments for and against medical marijuana use
are diverse, addressing health considerations, addiction
and loss of community cohesiveness. Some extol the
medicinal benefits of cannabis, including the decreased
cost. Opponents decry the limited and often contradictory
research on medicinal marijuana usage. One literature
review reports that casual marijuana use increases the
risk of cardiac arrhythmia, decreases immune function,
exacerbates depression and anxiety disorders and increases
the chance of psychosis in genetically predisposed
individuals (McGuinness, 2009, p. 19).
Currently, 15 states, including Maine, allow the use of
marijuana for medicinal purposes. In 1999, possession of
marijuana for medicinal purposes was decriminalized
in Maine. In 2009, Maine voters approved a dispensary
system to distribute medical marijuana (DHHS, 2010), and
eight dispensairies are now established.
Between 1992 and 2002, treatment rates for marijuana
use in Maine more than doubled (U.S. Department of
Health and Human Services [USDHHS], 2005). A 2005
analysis by the Substance Abuse and Mental Health
Services Administration indicated that the lowest rates of
marijuana use in Maine were in Region 7, which includes
Aroostook, Hancock, Piscataquis, and Washington
counties. This region also had the lowest annual rate of
first-time use of marijuana (USDHHS, 2005).
Under Maine law, patients with at least one condition
defined as “debilitating” are eligible to apply for a registry
card entitling them to use medicinal marijuana. These
conditions include cancer, glaucoma, HIV, hepatitis C,
Crohn’s disease, chronic pain that does not respond to
conventional medical or surgical treatment within six
months, seizures, and multiple sclerosis (DHHS, 2010).
We examined the use of medical marijuana as regulated
through the proposed Safe Alternatives dispensary located
in Frenchville in northern Aroostook County.
Marijuana: The Drug
The two major types of marijuana grown and
used for medicinal purposes contain high levels of
tetrahydrocannabinol (THC). Sativa marijuana produces
pain relief and an overall sense of relaxation without
sedation. In contrast, indica marijuana is often used as a
nighttime sleep aid due to its pain-relieving and narcoticlike effects. Numerous hybrid strains are produced,
allowing patients, in collaboration with their physicians, to
find the most effective combination and dose.
Patients often express the fear of becoming addicted
when using medical marijuana. One person we interviewed

Newbie...Again continued from page 9
with their fear and anxiety, and my ability to cope with
negative behaviors, will stand me in good stead. Thank
goodness for the wonderful mentors who are helping me.
I remain excited, enthusiastic, and motivated to
become the best educator possible. Using my intellect and
creativity, facilitating change in an educational setting—
something I had not done for some time in the acute-care
setting—is wonderful.
The autonomy of the nursing educator is also exciting,
yet humbling. The goal and objective is to equip students
with the necessary knowledge to become effective,
compassionate, and critical-thinking novice nurses, to
prepare them for an ever-changing profession. There are
no limits to how I can achieve these goals, which continue
to drive my need for life-long learning, education, personal
growth, research, and to become, once again, an Expert.
Susan A. Wheaton, RN, MSN, is embarking on her
second year as lecturer of nursing and Learning Resource
Director at University of Maine in Orono.

said this fear was a barrier to trying marijuana for pain
relief. Marijuana, despite its potential for psychological
addiction, has an extremely low potential for physical
addiction, often compared to that of caffeine (Gieringer &
Carter, 2008). Similarly, the abuse potential and toxicity
of marijuana is much lower than many prescription drugs,
with no deaths ever recorded from marijuana overdose.
Side effects of marijuana are minimal, with dizziness
the most frequently reported (Degenhardt & Hall, 2008).
The cannabinoid receptors in the brainstem are extremely
sparse; thus, adverse cardiac and respiratory side effects
are rare (Carter & Mirken, 2006). These same receptors
are much more numerous throughout the cerebrum and
body tissues, producing the characteristic effects of muscle
relaxation and some degree of cognitive impairment
(Hosking & Zajicek, 2008).
A knowledge gap exists in the scientific literature with
respect to the effects of medical marijuana on patients who
simultaneously use opioids or other pain-relieving drugs.
Aggarwal, Carter, Sullican, Morrill and Mayer (2009)
concluded that many patients could achieve adequate
pain control with medical marijuana alone. In contrast,
Gagnon et al. (2011) discovered that patients concurrently
taking medical marijuana used opioids at the same level
as patients not using medical marijuana. However, patients
who are reluctant to discuss substance use may, in fact,
under-report their use.
Medical Marijuana and the Healthcare System
An obstacle to obtaining medical marijuana is finding a
physician willing to write a “recommendation” for its use, a
factor that requires many patients to seek a second opinion
(Aggarwal et al., 2009). As a Schedule I substance under
federal law, physicians are prohibited from prescribing
medical marijuana, and instead are only allowed to issue
an informal recommendation, which is then honored by
the dispensary or designated caregiver. One local physician
expressed concern that once a medical recommendation
is issued, the physician has no control over reviewing or
revising dosage instructions. In addition, the process of
rescinding a recommendation is complicated, requiring the
physician to contact DHHS directly.
Social and Community Concerns about
Medical Marijuana Use
A common perception is that marijuana can be a
“gateway drug,” often leading to experimentation and use
of other “harder” drugs. Older studies often correlated
early marijuana use with later hard drug use; however,
current literature suggests that the perceived “gateway
effect” actually represents a developmental path for those
who are genetically predisposed to drug use and abuse
(Cleveland & Wiebe, 2008). Thus, it is fair to conclude
that medical marijuana use would not correlate with or
increase the rate of substance abuse; a more accurate
statement would be that young people who use marijuana
recreationally may be more genetically predisposed to later
drug abuse.
Rural areas face unique challenges in the delivery of
quality health care that are often related to high patientprovider ratios and a geography that requires patients to
travel long distances. The case of Aroostook County’s
Safe Alternatives dispensary exemplifies these challenges.
In an area where the median income level remains well
below both the state and national average, a long drive
can be cost-prohibitive as well as time-consuming. Many
patients wishing to use medical marijuana are elderly,
adding another complication to the travel dilemma. Fear of
stigmatization and loss of privacy are other concerns for
rural residents living near a dispensary.
Nursing Interventions for Patients
Using Medical Marijuana
The use of medical marijuana is essentially a tertiary
prevention strategy for patients already suffering from
a debilitating condition. It can relieve chronic pain for
many patients, as well as treat the underlying pathology of
some conditions, such as glaucoma (Gieringer & Carter,

2008). The nurse should focus on primary and secondary
preventative strategies that supersede the need for medical
marijuana.
Primary prevention involves education about reducing
the risk for contracting conditions approved for medical
marijuana use. In Maine, these conditions include HIV/
AIDS and hepatitis C, which means that education would
focus on safe-sex practices and avoidance of I.V. drug use.
For conditions that cannot be prevented, such as glaucoma,
primary prevention might involve emphasizing the
importance of obtaining yearly eye exams for patients with
a family history of the disorder. Primary prevention also
involves spreading accurate information about marijuana’s
medicinal use and its effectiveness as compared to
pharmacological approaches.
Secondary prevention involves the early screening
and detection of conditions that could eventually
require treatment with medical marijuana.If primary
and secondary prevention strategies fail, the focus of
nursing care is oriented to treatment and rehabilitation,
including teaching the patient about the safe use of
medical marijuana. In the sense that marijuana relieves
pain and other physical symptoms, its medical use can
enhance a client’s quality of life and thus prevent certain
complications while aiding the body’s natural healing
process.
David Adams BSc (Chemistry), Casey Desharnais, BSc
(Therapeutic Recreation); Sarah Johnston, BSc (Exercise
Science), Myles Kendall BGS (General Studies), and
Lisa Roop, BA (English), all are now living in Aroostook
County and are accelerated nursing students at University
of Maine at Fort Kent.
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Position Statement

In Support of Patients’ Safe Access to Therapeutic Marijuana
Effective Date: December 12, 2008
Status: Revised Position Statement
Originated By: Congress on Nursing Practice and Economics
Adopted By: ANA Board of Directors
Purpose: The purpose of this statement is to reiterate the
American Nurses Association (ANA) support for patients having safe
access to therapeutic marijuana.
Statement of ANA position: Marijuana (cannabis) has been used
medicinally for centuries. It has been shown to be effective in treating
a wide range of symptoms in a variety of conditions.
Therefore, the American Nurses Association supports:
1. The education of registered nurses and other health
care practitioners regarding appropriate evidence-based
therapeutic use of marijuana including those non-smoked
forms of delta-9-tetrahydrocannabinol (THC) that have
proven to be therapeutically efficacious
2. Protection from criminal or civil penalties for patients using
medical marijuana as permitted under state laws
3. Exemption from criminal prosecution; civil liability;
or professional sanctioning, such as loss of licensure or
credentialing, for health care practitioners who prescribe,
dispense or administer medical marijuana in accordance with
state law.
4. Reclassification of marijuana’s status from a Schedule I
controlled substance into a less restrictive category.
5. Confirmation of the therapeutic efficacy of medical
marijuana.
History/Previous Position Statements: Marijuana has been
smoked for its medicinal properties for centuries. The American
Nurses Association has supported providing patients with safe
access to therapeutic marijuana for over a decade. The ANA House
of Delegates has gone on record as supporting nurses’ “ethical
obligation to be advocates for access to healthcare for all” including
patients in need of “marijuana/cannabis for therapeutic use” (ANA,
2003). In addition, in 1996, ANA’s Congress on Nursing Practice
(the forerunner of today’s ANA Congress on Nursing Practice and
Economics) advocated support for:
• the education for RNs regarding current, evidence based
therapeutic uses of cannabis, and
• the investigation of therapeutic efficacy of cannabis in
controlled trials (ANA, 1996).
Preclinical, clinical, and anecdotal reports suggest numerous
potential medical uses for marijuana. Although the indications for
some conditions (e.g., HIV wasting and chemotherapy-induced
nausea and vomiting) have been well documented, less information
is available about other potential medical uses (ACP, 2008).
Until 1937, cannabis was widely prescribed in the United States.
The Marihuana Tax Act of 1937 began the prohibition of its use
(Galliher & Walker, 1977) and the Controlled Substances Act of 1970
completely prohibited all therapeutic medicinal use of marijuana/
cannabis by making it a Schedule I drug (Public Law 91-513). There
is a growing body of evidence that marijuana has a significant
margin of safety when used under a practitioner’s supervision when
all of the patient’s medications can be considered in the therapeutic
regimen (Steinborn, 2001; IOM, 1999). A number of professional
associations including the American College of Physicians (ACP)
and the American Public Health Association have noted marijuana’s
therapeutic properties for a number of conditions. Marijuana is seen
as efficacious in:
• Reducing nausea and vomiting associated with chemotherapy
• Stimulating the appetite of patients coping with the wasting
syndrome associated with HIV/AIDS and cancer
• Short-term relief of the intraocular pressure associated with
glaucoma
• Decreasing spasticity, pain, and tremor in some patients with
multiple sclerosis (MS), spinal cord injuries, or other trauma
• Decreasing suffering from chronic pain (ACP, 2008; APHA,
1995).
Additional research is called for to confirm marijuana’s
therapeutic properties and to determine standard and optimal
doses and routes of delivery. Unfortunately, research expansion has
been hindered by a complicated federal approval process, limited
availability of research-grade marijuana, and the debate over
legalization. Marijuana’s categorization as a Schedule I controlled
substance raises significant concerns for researchers, health care
practitioners, and patients (ACP, 2008).
While voters have approved the use of marijuana in a number
of states, there are several where the administration and legislative
bodies have refused to accept regulations or codify provider
behaviors. Further, the FDA, the DEA and the federal government

have issued warnings to the providers in those states, identifying
the federal consequences of distributing or prescribing medical
marijuana. Therefore, families and patients who gain access to or use
marijuana/cannabis as adjunct therapy for symptom relief are still at
risk for breaking the law (Wall, 2001).
According to a number of U.S. Department of Health and Human
Services agencies, including the Food and Drug Administration
(FDA) and the National Institute of Drug Abuse (NIDA), there is no
evidence supporting medical use of marijuana for treatment in the
United States (FDA, 2006). In June 2005, the U.S. Supreme Court
ruled 6 to 3 that the federal government has the power to arrest
and prosecute patients and their suppliers even if the marijuana
use is permitted under state law, because of its authority under the
federal Controlled Substances Act to regulate interstate commerce
in illegal drugs (Okie, 2005). Those positions are in conflict
with the IOM report which noted that “for patients such as those
with AIDS or who are undergoing chemotherapy and who suffer
simultaneously from severe pain, scientific studies support medical
use of marijuana for treatment in the United States.” The IOM also
determined that in comparison with other drugs (both legal and
illicit), including alcohol, tobacco, and cocaine, “dependence among
marijuana users is relatively rare and dependence appears to be
less severe than dependence on other drugs.” (IOM, 1999). Clearly
there is a disconnect between federal agencies and the scientific and
healthcare communities as to the value of medical marijuana, which
hinders ongoing research and precludes patients having safe access

to therapeutic marijuana.
Summary: The evidence demonstrates a connection between
therapeutic use of marijuana and symptom relief. The American
Nurses Association actively supports patients’ rights to legally and
safely utilize marijuana for symptom management and health care
practitioners’ efforts to promote quality of life for patients needing
such therapy.
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Acadia Hospital, the nation’s
first Psychiatric Magnet Hospital,
is a 68-bed community-based
full service Psychiatric Hospital
located in Bangor, Maine.
Competitive Salary and Benefits
offered.

The MAINE RESPONDS Emergency Health Volunteer
System provides a prepared and ready workforce of
volunteers to serve the people of Maine in the event of
any public health emergency.
MAINE RESPONDS Emergency Health Volunteer System
Telephone: 207-287-5768 • support@maineresponds.org

www.maineresponds.org

Maine Center for Disease Control and Prevention

• Member of a high quality interdisciplinary
team
• Competitive Salary
• Earned time-off – Vacation/Holiday/Sick
Time Plan
• Loan/Tuition Reimbursement Programs
• American Psychiatric Nurses Association
membership
• Educational opportunities
• Mentorship and teaching opportunities
• Research Committee and assistance with
publications
• Medical/Dental Insurance, Short Term/Long
Term Disability, Medical/Dependent Care
Reimbursement Accounts, Retirement Plans,
and Life Insurance
• Wellness Program
For more information about joining our team
log on to our website at
www.acadiahospital.org.

WE’RE ON OUR WAY—JOIN US!

Graduate ProGramS in
HealtHcare at HuSSon

Opening
2015

Doctoral/Professional and Master’s programs in:
• DOCTOR OF PHYSICAL THERAPY
Facility Details

As an employee at MaineGeneral’s new $322 million regional hospital,
your lifestyle will be as state-of-the-art as the facility you work in.

The new 192-bed regional hospital will be adjacent
to the Harold Alfond Center for Cancer Care, creating
one consolidated campus with the most advanced
medical services in the Kennebec Valley.

• All single rooms for
patient privacy and top
quality care
• 24/7 Emergency Dept.
• State-of-the-art
diagnostic equipment
• Comprehensive
outpatient services
• Access to I-295 and I-95

Our new Thayer Comprehensive Outpatient Center
in Waterville will house a full array of outpatient
diagnostic and treatment services.
We offer competitive pay, excellent benefits,
and a health system full of opportunities.
Visit www.mainegeneral.org for a complete list of openings
in our Nursing department, detailed job descriptions, and
to apply with our Online Application System.

• DOCTOR OF PHARMACY
Husson’s School of Pharmacy has received candidate status through ACPE.

• MASTER OF SCIENCE IN CLINICAL MENTAL HEALTH COUNSELING
• MASTER OF SCIENCE IN HUMAN RELATIONS
• MASTER OF SCIENCE IN NURSING
Advanced Practice Psychiatric Nursing
Family and Community Nurse Practitioner
Nursing Education
• MASTER OF SCIENCE IN OCCUPATIONAL THERAPY
• MASTER OF SCIENCE IN PASTORAL COUNSELING
• MASTER OF SCIENCE IN SCHOOL COUNSELING
• POST MASTER’S CERTIFICATES
Adult Psychiatric Mental Health Nurse Practitioner
Advanced Practice Psychiatric Nursing
Family and Community Nurse Practitioner

Visit us on the web at husson.edu/graduate

Call 1-866-853-5235 with any questions or for more information.
Augusta • Waterville

www.mainegeneral.org
Equal Opportunity Employer

MaineGeneral Medical Center • MaineGeneral Rehabilitation & Nursing Care • MaineGeneral Health Associates
HealthReach Network • Granite Hill Estates • Harold Alfond Center for Cancer Care

Graduate StudieS
1 C o l l e g e C i r c l e • B a n g o r , M E 0 4 4 0 1 • h u s s o n . e d u • (207) 992-4994

