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Nursing’s Voice on 
Healthcare Reform

by Susan McLeod, BSN, RN, BC

Treasurer Rebecca Quirk and 
I represented ANA-MAINE at 
the American Nurses Association 
Constituent Assembly in 
Washington, DC, March 12-14, 
2010. It was three days of hard 
work and stimulating dialogue. 
As you may have guessed, the 
Healthcare Reform Bill was 
the hot topic. The American 
Nurses Association has been 
on the “Hill” lobbying for this 
legislation over the past year. Some states reported the 
loss of members due to ANA’s position on the Healthcare 
Reform bill. This is an unfortunate loss for all of us. 
Congress made the decision to pursue a Healthcare 
Reform bill. Our absence would have left others to speak 
for nursing.

ANA-MAINE believes that the involvement of the 
registered nurse in developing health policy is essential and 
that all people should have access to quality, affordable 
healthcare. These principles are at the heart of the ANA 
lobbying efforts.

I admit that I did not read the 2,000-page bill. I relied 
on ANA updates, congressional reports, TV, newspapers, 
radio news, and newspaper articles for my information. 
Clearly, this legislation was considered a controversial bill 
by some, and we did not all agree with it. So what do we 
do now?

I felt confident about the nursing issues for which ANA 
was lobbying. They followed our nursing principles. The 
non-nursing and non-healthcare concessions within the 
bill could not be lobbied through ANA. This isn’t always 
clear for people. It wasn’t for me. What I did and what I 

encourage you to do is to speak up.
ANA added my voice to the largest nursing 

organization in America. Numbers have clout in 
Washington. For the non-nursing issues, I called 
and e-mailed my congressional representatives, 
again and again.

Susan McLeod

Recommendations:
1. Add your name to the mailing lists of the federal 

legislators who represent you and your state. In this 
way, you can receive updates and reports of their 
activities.

2. Listen to those with whom you agree and those with 
whom you do not. There is truth on both sides of 
every issue.

3. Request a meeting or attend one of the scheduled 
meetings during your legislators’ return to Maine.

Last March, Nancy Tarr and I met with U.S. Sen. 
Susan Collins via videoconference. She was gracious, 
thoughtful, and very supportive of nurses. Likewise, 
U.S. Rep. Mike Michaud has attended the ANA-MAINE 
annual conference luncheon for the last few years. He is 
personable, approachable, and also very supportive of 
nurses.

The implications of the new Healthcare Reform bill 
will open a new chapter in nursing. Make sure your voice 
is heard. Contact your senator and representative today at  
www.govtrack.us/congress. Start by introducing yourself 
and thank them for their hard work and dedication to 
public service. They will be happy to hear from you.

Sen. Olympia Snowe Sen. Susan Collins

Rep. Michael Michaud Rep. Chellie Pingree

ANA-ME President Susan McLeod, ANA 
President Becky Patton, and ANA-ME Treasurer 
Rebecca Quirk in attendance at the Constituent 
Assembly in Washington, DC, March 14, 2010.

Happy Nurses Week
May 6-12, 2010
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The Q & A for nurses facing difficult issues with 
communication, conflict, and workplace dynamic.

Welcome back to the 
column that addresses the 
communication and conflict 
issues confronting nurses. In 
each issue, nurse trainer and 
consultant Beth Boynton, RN, 
MS, offers insights for nurses 
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 need your help understanding a recent event at our 

hospital in which I tried to do the right thing and it turned 
out wrong.

I am the team leader of a very busy surgical floor. Due 
to one surgeon’s prominence in his field, we care for a lot 
of post-op single and double knee replacements. Over the 
past year or so we have had complaints from this surgeon’s 
patients about the poor nursing care they received, some 
specific to pain management and some to simple lack of 
basic nursing attention and care. The surgeon has met 
with us several times and has been quite adamant that he 
wants these complaints to stop. One of the strategies we 
developed was to hold individual staff accountable if they 
were the source of the complaint and act quickly to correct 
it.

So here’s my problem. Last week, a bilateral knee 
replacement patient complained to the surgeon that the 
nursing assistant emptied the urine from her catheter 
bag into the sink in her room instead of the toilet in the 
adjoining bathroom. He, of course, stormed into my office 
with a litany of complaints about the “incompetent” 
nursing staff. I must say I was pretty upset and 
embarrassed and assured the patient that I would see to it 
that that never happened again.

I found the aide at once and reprimanded her for her 
actions. “How will we ever stop these complaints when you 
do something as stupid as that?” I remember saying to her.  

Having taken action to rectify the patient’s complaint 
and admonish the aide, felt I had managed the situation 
appropriately.

Much to my dismay, the next day the patient reported 
to me that the aide in question came into her room and 
said, “Well, you caused a lot of trouble for me yesterday, 
didn’t you?” I was so shocked and upset by this total lapse 
in professional behavior. Here I had taken steps to fix the 
situation and it had backfired, and backfired back on the 
patient!

Please help me understand what I did wrong, and how I 
could have avoided such damaging repercussions.

Signed, 
Confused

Beth Boynton

Dear Confused,
Wow! Thank you for your wonderful portrayal of an 

upsetting situation with so many layers. I really appreciate 
your willingness to reflect on the situation and learn from 
it, despite feeling confused.

When I hear about errors or actions that are so shocking, 
I have to catch myself from jumping on what I’ll call “the 
blame bandwagon.” For example, incidents of “wrong-site” 
surgeries are outrageous. Yet, not only are they in the news 
at an alarming frequency, they are repeatedly the most 
common Sentinel Event listed on The Joint Commission’s 
Web site. So I wonder, what else is going on here? I don’t 
have a simple “right” way to address this situation, but I do 
have some insights that will help to shed light on possible 
underlying problems.

First, consider all the different blaming that is going 
on via indirect and accusatory feedback. The patient 
complains to the surgeon about the nursing assistant, 
the surgeon complains to you and then you are in charge 
of addressing the nursing assistant. Terms such as 
“incompetent” and “stupid” are pretty inflammatory, and 
as such, are more likely to aggravate defensiveness and 
resentment.

Second, where is there any attempt to learn more about 
the situation? Nowhere along this communication channel 
does there seem to be a place for finding out why the 
nursing assistant did such a thing, clarifying the patient’s 
report, or validating the patient’s concern without being 
judge and jury. Ultimately, it is inappropriate to use the 
sink as a toilet. But, finding out what was going on for the 
nursing assistant at the time would give you a chance to 
hear her side of the story, review, and, if necessary, educate 
about related expectations, and work to address peripheral 
issues if need be. It may seem hard to imagine a scenario 
that would explain such behavior, but is it possible that she 
was responding to an alarm, or there was an issue with the 
plumbing in the patient’s bathroom, or she was already 
running late and on probation because of overtime issues? 
Approaching the nursing assistant with more curiosity 
and less blame would help you understand more about 
the situation, build your relationship with her, support 
collaborative problem-solving, and, perhaps, provide 
information about other issues that should be addressed.

Third, I am curious about the bigger picture involving 
this surgeon and his perceptions of poor nursing care. 
Is the nursing care any different for his patients and if 
so, why? Does he have different expectations?  Does he 
invite criticism of the nurses? If his expectations are high, 
perhaps this is a chance to improve care for all patients on 
this floor. Is there adequate staff for the heavy physical 
work with orthopedic patients? I think it may be important 
to look for opportunities to use his feedback to improve 
care overall, but would be careful about doing anything 
different just for him. All patients deserve the best care 
and that should be what we are striving for regardless 
of who the physician is. This focus should help to make 
solutions less personal and more about quality of care 
versus pleasing or displeasing the physician

Confident Voices continued on page 3



May, June, July 2010 ANA Maine Journal Page 3

Fourth, given the current conditions, it was probably 
unwise to have the nursing assistant caring for the patient 
following the reprimand. The patient is vulnerable, and 
the assistant resentful. Although I can envision a unit 
where the assistant might be encouraged to apologize to 
the patient, I think it is crucial for a shift in addressing the 
overall conflict first.

In summarizing, one strategy that you might consider 
for addressing the overall issue of complaints would be 
to gather information from the surgeon, staff, and other 
physicians. What, if any, are the weak areas of nursing 
care on this unit? What are the priorities, and what do staff 
need in order to carry them out? This will help to build 
a team around improving care as opposed to reacting to 
complaints from a particular physician.

In addition, training and practice in giving and receiving 
constructive feedback for yourself and staff would help to 
ensure more positive outcomes when such situations occur.    

Thanks again for your question. Please let me know if 
this response is helpful and keep up your willingness to 
reflect. I think it is a great skill to role model!

Take care,
Beth

Beth Boynton, RN, MS, is an organizational 
development consultant and author of confident Voices:  
the Nurses’ Guide to improving communication & 
creating Positive Workplaces. (Available at Amazon.
com.) She is an adjunct faculty member with New England 
College and publishes the free e-newsletter:  Confident 
Voices for Nurses.  She is a featured columnist for 
ANA-Maine Journal, has published numerous articles, 
offers a variety of workshops,  and can be reached at 
bbbboynton@earthlilnk.net or 207-752-0826. Or visit 
www.bethboynton.com.

Confident Voices continued from page 2 Personal Financial Management 
Workshops for Nurses

by Irene Eaton-Bancroft, RN, MS  and
Marcy McGuire, RN, MSN

After attending a financial management workshop for 
nurses, here’s what people are saying: “I am so glad I came 
to this. I am so excited about what this can do for me” (new 
graduate RN). “It is awesome. It’s still hard to believe there 
were no strings attached” (hospital nurse educator). “The 
students need this, and it is free…Wow” (nursing school 
faculty). “This is a wonderful thing you are doing—we all 
need it” (retired nurse).

ANA-MAINE believes enhancing your ability to take 
care of your money and your future is a better member 
benefit than a gimmick that gives you 10 percent off 
of any purchase. If you attend a financial management 
workshop, no contact hours are awarded; the focus is 
raising awareness and promoting personal development in 
the area of personal financial management. We care about 
your financial education and knowledge, and setting up a 
workshop in your area couldn’t be easier!

First, the workshops are 2 ½-to-3-hour segments and 
can be set up in your locality. Nurses register by a set date; 
any remaining seats are then offered to other disciplines. 
We firmly believe that the information provided at the 
workshops is relevant and important to everyone, not just 
nurses. No products or services are offered for purchase. 
Our hope is to keep these workshops free of charge to 
participants and to healthcare and nursing educational 
institutions. In a nutshell, these are the guidelines for 
setting up a workshop:

Planner/Host responsibilities:
•	 Scheduling	a	workshop.	This	is	not	an	ANA-MAINE	

member-only project! All nurses are invited!
•	 Securing	 a	 location	 that	 accommodates	 workshop	

attendees
•	 Distributing	workshop	publicity	materials.	(Handouts	

are provided at the workshop.)
•	 Assuring	 potential	 registrants	 that	 there	 are	 no	

strings attached; no products or services will be 
promoted prior to, during or after the workshop.

•	 Assisting	in	arranging	refreshments
This is a three-year 

partnership between 
Women Investing in 
a Secure Retirement 
(WISER) and the Center 

for American Nurses (CAN), funded by a grant from the 
FINRA Investor Education Foundation, to identify nurses’ 
specific financial information needs, develop programs, 
train presenters, promote and support workshop events 
and evaluate program effectiveness. Much of the first year 
was spent in nurse surveys, and survey results focused 
curriculum development. Current focus is workshop 
delivery. In the final segment, we will survey to see if this 
has benefited our membership.

For more information and contacts, visit the ANA-
MAINE Web site and look for the “WISER Project” under 
Special Events. We publicize all events on the Web site!

Irene : ieatonbanc@roadrunner.com 207-985-7281
Marcy: pmcguire1@suscom-maine.net 207-729-3509
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Changing Culture to Improve Patient Care
by Sherry Rogers, RN, MSN, NEA-BC and

Norma Munn, RN,C, BSN

One Nurse, One Shift, One Time is the new slogan on 
the Medical-Surgical Unit at Redington Fairview General 
Hospital (RFGH) in Skowhegan. The slogan is catching 
on and is beginning to transform the culture on the unit 
from one of “top down” thinking to that of a staff-led, 
innovative, evolving culture of bedside nurses taking 
the lead to provide patients with excellent, personalized 
care, all the time. The Aligning Forces for Quality: 
Transforming Care at the Bedside (TCAB collaborative) 
has allowed staff nurses the power and confidence 
to govern their own practice in a way not previously 
experienced at RFGH.

Small tests of change have been beneficial in allowing 
the nursing staff to decrease wasted time by becoming 
more organized and relate all tests of change results to 
one or more of the TCAB areas of clinical focus: safe and 
reliable care, vitality and teamwork spotlight, patient-
centered care, and value-added care. While some of the 
changes have been subtle, others are more obvious with 
significant impact.

A pressure ulcer order sheet was developed by a staff 
RN in partnership with one of the hospitalists so that at the 
time of admission, a nursing assessment of skin condition 
and risk for pressure ulcer can be completed. The RN 
documents the skin condition along with recommended 
orders for treatment. The physician adds other orders 
as needed. This process ensures timely implementation 
of care for patients as well as documentation of present 
condition upon admission. This process also demonstrated 
that many patients are admitted from home with skin 
problems or risk for pressure ulcer development. As 
a result, new pressure reduction mattresses are being 
acquired.

A position for an admission/discharge nurse was 
established to allow the primary nurses more time at 
the bedside. Most patient admissions occur between the 
hours of 11 am to 7 p.m. During that time, a RN assists 
with patient admissions, allowing the primary nurses to 
have uninterrupted care with their other patients. After 
admission, a detailed hand-off of care is done so the 
primary nurse is up-to-date with the patient’s needs and 
plan of care. At discharge, the admission/discharge nurse 
helps with medication reconciliation and other duties. 
Nursing staff have conveyed that the primary nurse, who 
is most familiar with the individual patient, actually does 
the final discharge process.

The TCAB team implemented a “Ticket to Ride” to 
increase communication with the radiology department as 
a way to improve patient care. When radiology personnel 
pick up a patient for transfer to the X-ray department, 
they receive a note with key information about the patient 
such as DNR status and risk for falling. The improved 
communication process enhances the safety for patients 
being transported from the unit.

After finding that other tests of change, while 
valuable in many ways, had not increased nursing time 
at the bedside, the nurses implemented an hourly rounds 

procedure. They wanted to improve patient satisfaction 
scores, prevent patient falls, and increase the time the 
nurses spend at the bedside. Nurses displayed patient falls 
and injury days in a public area for all staff and visitors 
to see but wanted to do even better. Intentional hourly 
rounding sounds simple, but it is more difficult than one 
might assume. Every hour a nurse or CNA goes to the 
patient and performs four services (4Ps) for the patient: 
Potty (toileting), PO (offering food/water, Positioning 
(turning the patient), and Pain (evaluating comfort level). 
Nursing staff learned how to integrate this 4P process 
into their normal workflow and came to understand the 
importance of 4Ps in improving patient care. Hourly 
rounding resulted in a 40% reduction in call bells, fewer 
interruptions to the nurses’ workflow, and fewer patient 
falls.

Measuring for success is also a staff-led initiative 
involving volunteers from frontline staff from all shifts. 
These nurses are not only collecting the data, they 
are calculating rates and offering input on how to best 
present the data. The outcome is that the entire staff has 
become more involved in unit activities related to quality 
improvement.

Through leadership of frontline staff, future plans 
include bedside reporting, a natural progression of patient 
centered care as well as excellent time management. The 
heart of this decision comes from the TCAB team and 
frontline staff.

Management personnel on the unit have observed 
growing excitement for TCAB innovations as noted by 
the outpouring of support from our own ranks as well as 
interest from other departments within our hospital family. 
The Physical Therapy department requested training 
to use TCAB “snorkeling principles” to tackle some of 
their projects and Radiology staff have requested several 
meetings to offer input for the “ticket to ride.” In addition, 
the TCAB team has presented at the Maine Office of Rural 
Health’s CNO Forum for Critical Access Hospitals, and as 
a result, has been invited to two Critical Access Hospitals 
to share the TCAB philosophy, as well as our successes 
and challenges. Our team was also selected to present at 
the AONE National Conference Preconference TCAB 
Learning Collaborative this April in Indianapolis.

After one year of TCAB, a significant cultural shift 
has been noted on our unit. Staff volunteer for quality 
improvement activities; they provide a voice with solutions 
or offer system changes to improve the work environment; 
they take an interest in statistical results of surveys, quality 
audits and quality improvement studies that involve our 
unit; they are offering to collect data and are making 
decisions based on data analysis and best practice; and 
most importantly, new leaders are emerging and staff are 
acknowledging that they have power over their practice 
and are beginning to see that TCAB is fostering that 
change. This TCAB process at Redington-Fairview 
General Hospital will continue well after our three-year 
commitment because we now have tangible proof of 
improved patient care and are experiencing increased staff 
satisfaction.

Sherry Ross and Norma Munn are both employed 
at Redington-Fairview General Hospital, Skowhegan, 
Maine.

Redington Fairview General Hospital nurses 
Susannah Warner and Mallory Provost.

Compassion, Support for 
Impaired Nurses in Maine

by Joanne Fortin, RN
Director of Nursing

Northern Maine Medical Center

In case you have not heard the good news, on Sept. 9, 2009, 
the ANA-MAINE Board of Nursing unanimously approved 
the inclusion of nursing professionals statewide in the Medical 
Professionals Health Program (MPHP). Nurses in Maine now 
have systems in place to support them when they are faced 
with issues of drug and alcohol abuse or dependency.

The MPHP is composed of a professional staff experienced 
and trained to handle and manage a number of health issues. 
The clinical team consists of a licensed physician, licensed 
psychologist and registered nurse— all bringing with them 
a wealth of knowledge in recovery services and professional 
counseling. The MPHP has been in existence for 23 years and 
has provided supportive advocacy for physicians, physician’s 
assistants, dentists, dental hygienists, dental radiographers and 
pharmacists. Over the past year, the MPHP staff has worked 
diligently to prepare for the addition of nurses to the program 
to ensure continued success to participants.

The Impaired Nurse Steering Committee has made a 
tool kit available to nurses and employers of nurses in Maine 
(http://www.anamaine.org; click on Nurse Practice on left-
side menu). This comprehensive resource is also available 
on the Organization of Maine Nurse Executives (OMNE) 
Web site as well as the Maine Health Care Association Web 
site. The Steering Committee is actively working with other 
professional organizations to have the tool kit posted on their 
Web sites in the near future.

Nursing support for this program can be demonstrated by 
making referrals when appropriate. Referrals by colleagues, 
family members, patients, or friends may be made by 
voluntarily by contacting the MPHP. The Board of Nursing 
may also make referrals.

Support for the program can also come in the form of 
providing financial assistance. Any and all donations are 
accepted. When you donate financially to the MPHP, you are 
helping meet the needs of your colleagues for compassionate, 
confidential assistance. Donations may be sent to:

MPHP
P.O. Box 69
Manchester, ME 04351
For more information about this program or on how to 

contribute to the program, call 207-623-9266 or e-mail at 
MPHP@mainemed.com.

I hope that you will all step up and support the program. 
You or someone close to you may be the one who needs it 
some day! 
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ANA-MAINE Web Site Update
by Nancy Tarr, MSN, ANP, FNP

Some new and exciting changes have been made to 
the ANA-MAINE Web site, which can be found at www.
anamaine.org/.

We have an online store where you can purchase quality 
products for work or fun, or promotional items for special 
events. There are frequent specials that offer free shipping, 
discounts, and items for special occasions. All purchases 
made through the ANA-MAINE Web site helps to support the 
organization.

The home page now has new links for members and 
student members, and a link for anyone in the general public 
interested in becoming a nurse. The members only page has 
a new header with links to important inter-organization 
materials and a members search. You can search members by 
last name (only need an initial) or by city/town. The amount 
of information shared is limited to name, city/town and e-mail 
address if available. Should you wish to opt out of the member 
search you may use the Contact Us link at the bottom of that 
page and your file will not be available.

Volunteers:  There is a new page with multiple ways of 
becoming a volunteer. This is a drop-down menu from the 
home page under the header Nursing Practice. Information 
is available on the Peace Corps, Volunteer Now at ANA, the 
Red Cross, Maine Responds, CERT, and Volunteer Maine. 
Information on Classes for Trauma First Aide is also available.

ethics in Nursing: This page has been expanded and 
now includes free information on a variety of topics available 
through the NursingCenter.

Impaired Nurse page: New information from the Impaired 
Nurse Steering Committee including the new maine 
impaired Nurse toolkit. This is also found from the home 
page under the Nursing Practice header.

The new National sample survey of registered Nurses 
is available from the home page.

online payments by credit card or check to ANA-
mAiNe: We no longer use PayPal for credit card transactions. 
To pay for a course, an event or whatever, the new payment 
form is simple to use and allows for multiple payments in one 
transaction. The fee calculator is available to confirm your 

Individual Educational Activity Event payment. The form 
totals each transaction for you. This is more convenient for 
you and saves transactions fees for ANA-MAINE. Please do 
not try to pay membership dues with this form. That process is 
done through ANA national. There is a link to the form on the 
CNE section from the right-hand navigation panel and from 
the home page at the drop down under Products and Services.

individual educational Activity event Applications: 
ANA-MAINE is very proud to announce that we are the first 
and currently the only CMA to offer a totally online Individual 
Educational Activity Event application process. The online 
application can be found from the CNE page of the Web site. 
It utilizes all the current forms, which can be downloaded and 
completed from the application itself and then submitted as an 
attachment and submitted in one swoop! There is a link to the 
payment form where you can opt to pay by credit card or by check.

Coming Soon! For all the CNE reviewers: Each reviewer 
has a secure personal page on the Web site where they will 
find a link to an application that has been assigned to them. 
The link will open the application attachments, which can 
be downloaded to their computer for review. This process is 
still currently being tested but hopefully will be available 
soon. All of the reviewers will receive instruction by the CNE 
Commissioner on how to access and use their pages.

CNE Applications Go
Web-Friendly

by Karen Rea, MSN, RN
CNE Commissioner, ANA-MAINE

With the new ANA-MAINE Web site now up and running, the Continuing Nursing 
Education (CNE) Committee has been hard at work tweaking its application process. The 
committee is pleased to announce that it is now accepting Individual Educational Activity 
(IEA) applications directly online, as well as continuing to accept copies by e-mail and 
regular mail. The application may still be downloaded, completed, and stored as a file on 
your own computer. Once it is completed, it is easily uploaded on the ANA-MAINE Web site 
for submission. The advantage of using an online submission process is that it facilitates an 
easier process for sending all of the application documents at once, instead of sending multiple 
e-mails or paying for postage. Having the applications submitted electronically also allows for 
simplified record-keeping, reviews, and QI initiatives on our end.

A review of other ANCC Approver Units across the U.S. indicates that we are at the leading 
edge of technology with this process; many other state approver units still require a mailed 
application process. We would love to have your feedback on how this new process is working 
for you, as this is a work in progress.

In other news, the CNE Committee welcomes Spring Harbor Hospital as a new Provider 
Unit; their Lead Nurse Planner is Jennifer Hunt-MacLearn. They join 11 other organizations 
in providing quality nursing continuing education to their staff. By becoming a Provider 
Unit, they are able to offer unlimited educational programs without having to go through an 
individual approval process with ANA-MAINE for each one. If your organization is interested 
in becoming a Provider Unit, feel free to contact the CNE Commissioner Karen Rea at karen.
rea@anamaine.org, or the CNE Chairperson Ruta Jordans at CECair@anamaine.org.

The CNE Committee is always in need of additional nurses to assist with reviewing 
individual educational applications. Reviewers must have a background in nursing education 
or staff development, and be familiar with the educational design process. Once oriented and 
familiar with the process, it generally takes less than an hour to review an application. This is 
a very rewarding way to become involved in your nursing association, as well as become an 
expert on the application process! If you think you might be interested, contact Karen or Ruta 
at the e-mail addresses above. All reviewers must be members of ANA-MAINE.

Irene Eaton Bancroft has been working very hard to update 
the Nurse investor education Project page found under 
Special Events on the home page. More links and information 
will be available from that page soon. Great job, Irene, looking 
good!

Also new under Special Events is a National/international 
page with special events for nurses happening around the 
country and the world. This year, 2010, is the International 
Year of the Nurse. To learn more about this and find links to 
other Web sites just visit this page.

the calendar of events page has been streamlined to 
help make searches quicker and easier. Any event offered by 
ANA-MAINE will have the registration form and payment 
option available for your convenience. There are also multiple 
events by PESI, USM and many other organizations as well 
as links to find more. These are updated monthly. New to the 
page is an online request form to have your event publicized on 
the Web site. If you advertise events in the journal, you should 
consider also advertising on the Web site. There is no charge 
for this service.

Position statements on Pivotal topics Affecting Nursing 
Practice from ANA is available on the Nursing Practice page.

Benefits from ANA: From the home page under the title 
Join/Renew you’ll find new benefits from ANA. mosby’s 
Nursing consultant! You now have access to a vast array of 
information to help you in your nursing practice: Evidence-
Based Nursing Monographs, Practice Guidelines and Clinical 
Updates. Also new: ANA members save 10 percent on your 
online BsN or msN.

There’s an ANA-mAiNe stars page that highlights the 
work of remarkable Maine nurses. If you know of someone 
who deserves to be acknowledged, contact us at admin@
anamaine.org.

We have photo gallery capability! We can also upload 
video (although I haven’t attempted that yet). If you have 
pictures from an event and would like to share those with other 
nurses, contact us at admin@anamaine.org.

We are always open to suggestions, and all suggestions will 
be considered.
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Living the Unintended Toxic Life: What Nurses Can Do About It
by Nicole L. Marquis, BSc

The Body Toxic, by Nena Baker (2008), is an 
eye-opening book about the collection of chemical 
contaminants carried by all humans in their bodies as 
a result of modern industry. External pollution, such as 
carbon dioxide, is no longer the only pollutant with which 
humans must contend. Likewise, internal pollution, such 
as phthalates, is becoming a major concern for the young 
and old alike. These persistent bio-accumulative toxic 
chemicals that burden our bodies accumulate in human 
fat, bones, and blood as a result of everyday exposure to 
common products. Because these products, such as soap, 
cosmetics, and plastic food containers, are used on a daily 
basis, our exposure also occurs regularly. Baker referred 
to this problem as the “body burden,” which is responsible 
for many health problems and developmental delays. 
Many people assume that the products we use on a daily 
basis have been tested for safety and will not cause harm. 
However, that is not the case.

Federal regulation is timid, at Best
Baker explained how we cannot rely solely on federal 

monitoring agencies, such as the U.S. Food and Drug 
Administration (FDA) and the Environmental Protection 
Agency (EPA), to look after our health and well-being. 
She described how the Toxic Substances Control Act 
(TSCA), established in 1976, is ineffective in protecting 
humans from more than 85,000 chemicals that have been 
developed since World War II. The EPA cannot protect 
humans from the risks of these chemicals because it relies 
on information volunteered by the chemical industry, and 
such information is typically not forthcoming. The TSCA 
outlines penalties when companies fail to disclose facts 
about their chemicals, but no such penalties exist for failure 
to gather such data (Baker, 2008). Under federal law, the 
EPA can only act to restrict an existing chemical after 

successful demonstration that there is an unreasonable risk 
associated with use of the chemical. This situation makes 
EPA risk management difficult due to its dependence on 
the information volunteered by an industry that has no 
incentive to look into possible problems.

Approximately 80 percent of U.S. products are used 
only once and then thrown away. Such mass consumerism 
and the demand for convenience adversely impact the 
environment and human health because of the many 
synthetic chemicals with which so many consumer 
products are made. These synthetic chemicals are now 
routinely found in food, soil, air, water, workplaces, 
schools, and homes. According to Baker (2008), scientists 
are now finding out how these chemicals are being linked 
to serious illnesses including cancer, reproductive and 
developmental disorders, neurologic disease, and asthma. 
Only six chemicals have been banned under TSCA in 30 
years and only a small percentage have been screened for 
any potential health effects. Ridding our bodies of these 
chemicals is simply impossible because of their persistence 
and the frequency of continued and new exposures 
(Baker, 2008). Future generations have to be protected by 
identifying and eliminating the most dangerous chemicals 
and finding alternatives.

What can Nurses Do to Protect the Public?
Nurses have a fundamental role as advocates for their 

patients. Advocacy is a major focus in public health 
nursing and is defined as “action taken on behalf of, or in 
concert with, individuals, families, or populations to create 
or support an environment that promotes health” (Clark, 
2008, p. 6). This role requires actions such as counseling 
healthier behavior, promotion of access to healthcare 
services, or helping to change societal conditions that 
endanger health. There are four functions that nurses can 
perform to advocate for their patients in the community 
health setting: determining the factors that prevent clients 

from acting on their own behalf, determining at what 
point advocacy would be most effective, collecting facts 
related to the problem, and presenting the client’s case to 
the appropriate decision makers. All nurses should put 
these actions into practice when advocating to reduce 
the chemical exposure of their patients, families, and the 
public in general.

Environmental health hazards have come to be 
perceived as something separate from the usual practice 
of nursing rather than as a set of concerns integral to 
its mission. Nurses need to understand the relationship 
between human health and the environment. They need to 
adapt their advocacy skills so they are not just working to 
change their clients’ behaviors, but also working to change 
the behavior of the larger society (Sattler and Lipscomb, 
2003).

Nurses, who are one of the public’s most trusted 
sources of information, must be in a position to respond 
to questions about the environment and its relationship 
to health with credible, evidence-based information and 
to provide leadership in making the necessary changes 
in legislative policies and healthcare practices (Sattler 
& Lipscomb, 2003). Therefore, to become an effective 
advocate for environmental health, nurses must also be 
proactive as responsible consumers. For example, they 
must be aware of the chemicals contained in the products 
they use regularly, determine potential health hazards, and 
search for environmentally healthier alternatives. 

Unfortunately, mothers and babies are most vulnerable 
to the chemical contaminants and they are the heart of 
future generations (Baker, 2008). Even low-dose exposure 
to toxic chemicals in BPA-coated baby bottles and sippy 
cups can be linked to an increased rate of certain diseases 
in children, such as urogenital abnormalities, a decline in 
semen quality in males, early onset of puberty in girls, and 
several metabolic disorders (Baker, 2008). The effects are 
irreversible and it is important for community health nurses 
to educate women of childbearing age about exposure to 
toxic substances, how to avoid them, and the recommended 
alternatives. New mothers also need to be educated about 
the persistence of these chemicals in their own bodies 
and how they can pass them on to an infant child through 
breast milk and also by crossing the placenta.

Nurses As a catalyst for change
Change is never easy, but without an external force 

pushing industry to change, chemical companies will 
continue to create, use, and develop toxic substances. 
Nurses need to be the external force that moves society 
towards products and practices that protect human health. 
Nurses must work at uncovering the causes of our “body 
burden.” Under TSCA, toxic chemicals are considered 
safe until there is sufficient evidence of an unreasonable 
risk (Baker, 2008). Nurses need to help expose those 
risks by gaining knowledge of our regulatory systems and 
urging Congress to reform the Toxic Substances Control 
Act. Healthcare and environmental personnel, as well 
as other professionals with a vested interest in ecological 
health, need to write to environmental groups, public 
health officials, and state and federal regulatory agencies 
to request change. These actions are a crucial step in the 
effort to protect future generations.

Nurses must make individuals, communities, and policy 
makers see the correlation between our environment, 
everyday products, and health. The most dangerous 
chemicals need to be banned, safer alternatives need to be 
developed, the most vulnerable need to be protected, and 
industry needs to start taking responsibility for the damage 
caused to human health and the environment.
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Book Review: Pain 
Management at Your 

Fingertips
Reviewed by Penny Higgins, EdD, RN

Pain Management Made Incredibly Easy, edited by 
Julie Munden, with many clinical consultants

and contributors
(Published by Lippincott, Williams & Wilkins,

2003, Philadelphia)
Pain and pain management span all healthcare 

disciplines and nursing specialties: from burn units to 
coronary care, from surgical units to chronic disease. This 
book is one of the most comprehensive and specific texts 
I have seen on the subject, yet it is also an easy-to-use 
reference for busy nurses. Beginning with a description 
of the sensation of pain, or nociception—the stimulation 
of special injury receptors located in the skin or within 
the walls of internal organs—and ending with lifestyle 
management, the book covers all possible areas of 
assessment, pharmacological and alternative interventions, 
and variations in pain management extending from the 
very young to the very old. Valuable examples are included 
of pain history, assessment, and effective monitoring of 
pain interventions.

Although several chapters describe different types of 
drugs and their nursing implications, the information is 
not in great depth. However, it directs the practitioner to 
further information. A section on non-pharmacological, 
alternative and complementary therapies, and when such 
choices may be useful, is also included.

Burns, chest pain, neuropathies, orthopedic pain, 
osteoarthritis, surgery, HIV, and blunt injury are just a few 
of the specific pain management areas discussed. Common 
misconceptions are addressed within the context of nursing 
assessment and planning. A table of herbal remedies along 
with the problems such remedies are expected to correct, 
a glossary, and a listing of helpful Web sites will also be 
of use to readers. Each chapter concludes with a short quiz 
that helps readers to review and reinforce the material.  
Pain Management makes a great resource for a hospital 
unit or library; or keep a copy handy as your own personal 
pain management consultant!

Personal Reflections on Caring Beyond Borders
by Joe Niemczura, RN, MS

For a week or two after the Port-au-Prince earthquake, 
Americans were riveted by stories of recovery and human 
drama, of a disaster played out live on our television 
screens. The many stories and images highlighted 
the heroic nature of relief work. What was striking in 
watching the events unfold was the growing recognition 
of the important role of nurses during such crises. At one 
hospital, the CNN crew referred to the workers as doctors, 
that is, until the people delivering care corrected them. 
This misperception has always been true about disaster 
publicity—the care is delivered by whoever happens to be 
on site, and more often than not it is nurses.

The events of this natural disaster were the background 
and context in which I found myself reading Nancy Leigh 
Harless’ book, Caring Beyond Borders: Nurses’ Stories 
About Working Abroad. Like Nancy Harless, I have 
worked overseas in Nepal and written about the experience 
(The Hospital at the End of The World). And like her, I 
have spent time trying to make sense of the experience, 
trying to explain it to others who are not always attuned to 
such experiences. Ms. Harless has worked in Mexico and 
also the Balkans during its recent war, and her previous 
books explore the range of her travels.

Caring Beyond Borders is an anthology, the compilation 
of stories told by two dozen nurses who worked in different 
parts of the globe. In some cases it was during war, for 
example the Viet Nam War or one of the civil wars of 
Africa. In other cases, the nurses described a short-term 
mission trip or their travels. The storytellers shared the 
aspects of global nursing that make it intense and very 
rewarding as well as a journey of personal discovery and 
service to humanity. The stories are loosely organized 
into four categories—transition, shadows, humor, and 

looking back. There is no overarching “plot,” nor is there 
any moralizing about the choices made by the nurse or 
the patients. As in the tradition of the best nursing “war 
stories,” the clinical exemplars are told without frill or 
embellishment. Readers are allowed to draw their own 
conclusions or to ask their own questions.

Harless wrote the introduction along with an appended 
study guide. Her introduction provides a clear statement 
about the phenomenon of being a Global Nurse. “Sit 
back. Get comfortable,” she wrote, which was followed 
by “and then get uncomfortable—very uncomfortable 
—so uneasy that you, too, feel the call for action.” Here 
is a nurse who “gets it” with respect to the dangers and 
thrills of international work, and she knows from whence 
she speaks. This book is an excellent resource for nurses 
interested in doing international work, who wish to move 
beyond their personal comfort zone.

Caring Beyond Borders: Nurses’ Stories About 
Working Abroad, by Nancy Leigh Harless, 2010, Kaplan 
Publishing, New York. Joe Niemczura, past president of 
ANA-Maine, is an instructor at the School of Nursing and 
Dental Hygiene, University of Hawaii at Manoa.
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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 June 17 for the summer 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.
PESI HealthCare seminars in Maine, visit http://www.pesi.com

14 Portland. maine Youth suicide Prevention Program: 
suicide Assessment for clinicians. $60. Sponsored by 
Medical Care Development. For more information: 207-622-
7566 ext. 202 or www.mcdregistration.org

19 Portland, PESI. Gastrointestinal conditions and 
Diseases. $179. For additional discount information: http://
www.pesihealthcare.com

20 Portland, USM/CCE. Beginning Nursing 
Leadership: tools and Practical strategies. Abromson 
Center. For more information, contact www.usm.maine.edu, 
207-780-5900 or 1-800-787-0468.

2-3 Portland, USM/CCE. mindfulness-Based stress 
reduction: A two-Day intensive. 9 a.m.-3 p.m. $295, 
includes a healthful lunch. Class is limited to 12 people. 
Abromson Center. For more information, contact www.
usm.maine.edu, 207-780-5900 or 1-800-787-0468.

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 
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.

8 Portland, PESI. sports injuries. $179. For 
additional discount information: http://www.pesihealthcare.
com

9-11; 17-10 Augusta. sexual Assault Forensic 
examiner training. 48-hour training. Sexual Assault 
Forensic Examiner Program, Office of the Attorney 
General. $175. For more information, contact Polly 
Campbell, RN, SAFE Program Director, 207-626-8806 or 
Polly.Campbell@Maine.gov.

14 Portland, PESI. Breastfeeding: New strategies 
for improved outcomes. $179. For additional discount 
information: http://www.pesihealthcare.com

23-25 Portland, USM/CCE. sport Psychology 
institute. Abromson Center. For more information, contact 
www.usm.maine.edu, 207-780-5900 or 1-800-787-0468.

7 Portland, USM/CCE. Health Psychology institute. 
Abromson Center. For more information, contact www.
usm.maine.edu, 207-780-5900 or 1-800-787-0468.

12 Portland, PESI. challenges and complexities in 
cardiac care: Pearls for clinical Practice. $179. For 
additional discount information: http://www.pesihealthcare.
com

14 Portland, USM/CCE. Adult Psychopathology 
institute. Abromson Center. For more information, contact 
www.usm.maine.edu, 207-780-5900 or 1-800-787-0468.

16 Portland, PESI. Wound care challenges. 
$179. For additional discount information: http://www.
pesihealthcare.com

28 Portland, USM/CCE. childhood Psychopathology 
institute. Abromson Center. For more information, contact 
www.usm.maine.edu, 207-780-5900 or 1-800-787-0468.

May 2010

June 2010

July 2010
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Testing Theories Derived from a Conceptual Model of Nursing: 
The Case of the Roy Adaptation Model

by Jacqueline Fawcett, PhD, RN, FAAN

In my first research corner 
column (Fawcett, 2009a), I 
explained that research findings 
actually are the theories that are 
used as evidence for evidence-
based practice. In my second 
column (Fawcett, 2009b), I 
explained how research findings 
are evaluated, and I discussed 
the criterion of empirical 
adequacy of the theory that was 
generated or tested. In my third 
column (Fawcett, 2010), I explained how the utility of the 
theory for practice is determined. In this, my final column, 
I will discuss the construction of conceptual-theoretical-
empirical (C-T-E) structures and a statistical technique that 
can be used to test middle-range theory propositions that 
are derived from the Roy adaptation model (RAM) (Roy, 
2009).

Conceptual model concepts and propositions are too 
abstract for direct testing. Instead, middle-range theories 
must be derived from a conceptual model and then 
tested by means of empirical research. Keeping track of 
the connections between the conceptual model and the 
middle-range theory and those between the middle-range 
theory and the empirical research methods is done most 
easily when a C-T-E structure is constructed. Figure 1 is 
an example of a C-T-E structure for a correlational study 
designed to test a theory of women’s perceptions of and 
responses to cesarean birth, which was derived from the 
concepts and propositions of the RAM (Fawcett et al., 
2009). The C-T-E structure is explained below.

The RAM asserts that human beings adapt to 
environmental stimuli. The focal stimulus, which is the 
most important stimulus in a particular situation, was 
represented in the study by the theory concept of type of 
cesarean birth (planned or unplanned). The contextual 
stimuli, which are of lesser importance in a particular 
situation, were represented in the study by the number of 
cesarean births (primary or repeat) and preparation for 
cesarean birth (yes or no). A Background Data Sheet was 
used to record the relevant data. 

According to the RAM, responses to stimuli are filtered 
through physiological and psychosocial coping processes. 
In this study, a psychosocial coping process called the 
cognator—which focuses on perception of the situation—
was represented by perception of the birth experience, as 
measured by the Perception of Birth Experience Scale 
(Cranley, Hedahl & Pegg, 1983; Marut & Mercer, 1979). 

In the RAM, responses to environmental stimuli occur 
in four modes. The physiological mode of adaptation 
encompasses basic physiological needs and systems. 
The self-concept mode addresses feelings about oneself. 
The role function mode focuses on performance of 
activities of daily living. The interdependence mode 
emphasizes development and maintenance of interpersonal 
relationships and social support. The four modes of 
adaptation were represented collectively in this study by 
women’s responses to the events surrounding cesarean 
childbirth, which were measured by the Cesarean Birth 
Experience Questionnaire (Fawcett, 1981).

The middle-range explanatory theory of perceptions 
of and responses to cesarean birth was derived from the 
propositions of the RAM that are shown in Figure 2; the 
theory propositions are shown in Figure 3. The RAM 
proposition that stimuli are related to coping processes led 
to theory proposition A, asserting that type of cesarean 
birth, and propositions B and C asserting that number of 
cesarean births and preparation for cesarean birth, are 
directly related to perception of the birth experience. The 
RAM proposition that the coping processes are related 
to the modes of adaptation led to theory proposition 
D, asserting that perception of the birth experience is 
directly related to responses to cesarean birth. In addition, 
a proposition asserting that stimuli are directly related 
to the modes of adaptation (Fawcett, 2003) led to theory 
propositions E, F, and G, asserting that type of cesarean 
birth, number of cesarean births, and preparation for 
cesarean birth are directly related to responses to cesarean 
birth. The RAM proposition that stimuli are indirectly 
related to modes of adaptation through coping processes 

Jacqueline Fawcett

table

Propositions of the Theory of Perceptions of and Responses to Cesarean Birth Before and After Testing

Propositions Before testing results of theory-testing

A. Type of cesarean birth is directly related to Not supported.
 perception of the birth experience

B. Number of cesarean births is directly related to Not supported.
 perception of the birth experience

C. Preparation for cesarean birth is directly related to Supported.
 perception of the birth experience

D. Perception of the birth experience is directly Supported.
 related to responses to cesarean birth

E. Type of cesarean birth is directly related to Supported.
 responses to cesarean birth

F. Number of cesarean births is directly related to Not supported.
 responses to cesarean birth

G. Preparation for cesarean birth is directly related Supported.
 to responses to cesarean birth

H. Type of cesarean birth is indirectly related Not supported.
 to responses to cesarean birth through perception
 of the birth experience

I. Number of cesarean births is indirectly related Not supported.
 to responses to cesarean birth through perception
 of the birth experience

J. Preparation for cesarean birth is indirectly related Supported.
 to responses to cesarean birth through perception
 of the birth experience

Roy Adaptation Model

 Conceptual Focal Contextual Cognator Modes of
 Model Stimulus Stimuli Coping Process Adaptation
 Concepts

  

 Middle- Type of Number of Perception  Responses to
 Range Cesarean Cesarean Births of the Cesarean
 Theory Birth  Birth Experience Birth
 Concepts  Preparation
   for Cesarean
   Birth

  	

 Empirical Background Background Perception of Cesarean
 Research Data Sheet Data Sheet Birth Experience Birth
 Methods   Scale Experience
     Questionnaire

Figure 1. Conceptual-theoretical-empirical structure for 
study of perceptions of and responses to cesarean birth

led to theory propositions H, I, and J, asserting that type of 
cesarean birth, number of cesarean births, and preparation 
for cesarean birth are indirectly related to responses to 
cesarean birth through perception of the birth experience; 
these propositions are not illustrated in Figure 3 but can 
be traced through propositions A, B, C, and D. All of the 
theory propositions are listed in the Table.

 Focal Stimulus Coping Modes

  	 Processes of

 Contextual Stimuli  Adaptation

Figure 2. Relations between Roy adaptation model concepts 

Type of

Cesarean

Birth Perception of Responses to 

 the Birth Cesarean Birth

Number of Experience

Cesarean Births

Preparation

for Cesarean Birth

Figure 3. Diagram of the relations between the middle-
range theory concepts before testing

A

B

C

D

E

F

G

Testing Theories continued on page 10
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Testing Theories continued from page 9

Path analysis, which is a statistical technique that can 
be used to test direct and indirect relational propositions 
(Norris, 2005), such as those seen in Figure 3, was used 
to test the theory in a sample of 488 women from the U.S., 
Finland, and Australia. The path analysis was done using 
multiple regression statistics. As can be seen in Figure 4 
and the Table, only propositions C, D, E, G, and J were 
supported by the path analysis.

The “take home” message of this column is that 
although the propositions of a conceptual model cannot be 
tested empirically due to their high level of abstraction, the 
propositions of a middle-range theory that are derived from 
the conceptual model concepts can be tested empirically 
using appropriate statistics. Given the direct and indirect 
relational propositions evident in theories derived from the 
RAM, path analysis is an appropriate statistical technique.
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Translating Knowledge into Best Practice: 
A Powerful Nursing Tool

by Debra Palmer, RN, MS, and
Kelly Lancaster, RN, BSN, CAPA

Healthcare practitioners must base their clinical 
practice decisions on a variety of information sources, 
including scientific evidence that supports best practices, 
individual patient responses to nursing interventions, and 
clinicians’ expert knowledge (Doran & Sidani, 2007).  
Despite numerous research resources, the translating 
knowledge and evidence into best practice continues to be 
a slow, disorganized process (Graham et al., 2006). The 
Institute of Medicine (IOM) (2003) report, Priority Areas 
for National Action, stated: “The stark reality is that we 
invest billions in research to find appropriate treatments, 
we spend more than $1 trillion in health care annually, we 
have extraordinary capacity to deliver the best care in the 
world, but we repeatedly fail to translate that knowledge 
and capacity into clinical practice.”

Knowledge translation (KT) is defined as “the 
synthesis, exchange, and ethically sound application of 
knowledge—within a complex system of interactions 
among researchers and users—to accelerate the capture 
of the benefits of research . . . through improved health, 
more effective services and products, and a strengthened 
healthcare system” (Canadian Institute of Health Research, 
2009). Many current models related to knowledge 
translation offer limited interaction between knowledge 
producers and knowledge users. Study findings show that 
this unidirectional transfer of knowledge is ineffective 
in the uptake and implementation of research results 
(Feldstein & Glasgow, 2008). The literature supports that 
education alone is rarely sufficient to change behavior and 
is an ineffective implementation method (Zwarenstien et 
al., 2006). Practitioners need to be convinced that applying 
specific evidence will benefit specific patients. Such 
patient and context-specific perspectives for knowledge 
translation require a model to integrate explicit knowledge 
from research with tacit knowledge stemming from 
clinician experience. A circular, ongoing knowledge 
translation model rather than the unidirectional approach, 
which emphasizes objective and explicit knowledge, 
may allow healthcare practitioners to simplify a complex 
transfer into understandable and practical steps (Graham et 
al., 2006; Landry et al., 2006; Feldstein & Glasgow, 2008; 
Zwarenstein & Reeves, 2006). Knowledge translation 
is a powerful social process dependent upon energetic 
partnerships, collaboration and, above all, individual 
contact between research-doers and research-users.

the Development of a New model
A group of nurse researchers at Maine Medical Center 

embarked upon a journey to seek out an appropriate model 
to aid clinicians, like themselves, to move knowledge into 
practice in a practical and seamless way. An exhaustive 
literature search was conducted and eight models for 
research translation were critically appraised. Many such 
models do not have a conceptual framework, are complex, 
have no easy algorithm to follow, are unidirectional, do not 
recognize the value of tacit knowledge, and are difficult 
for novice research users to understand. Subsequently, 
after the critical appraisal of knowledge translation 
models, another literature search was conducted using 
such key words as “knowledge translation,” “knowledge 
transfer,” “research translation,” “research utilization,” and 
“evidence-based practice.” Utilizing the evidence obtained 
from the literature review and the qualitative data obtained 
from a project in which research mentors and protégées 
were interviewed, a new model was developed.

The multisystem Model of Knowledge Integration and 
Translation (MKIT) is a model designed to take healthcare 
practitioners and organizations through the innovation 
and implementation stages of knowledge generation, 
integration, and translation. The MKIT model is circular 
rather than unidirectional with knowledge seeking and 
generation, integration, implementation, evaluation, 
mentoring, and reflective inquiry. The steps of the MKIT 
are embedded within the micro, meso and macrosystems 
of the organization. For an organization to adopt new 
knowledge and translate it into best practice, the innovation 
needs to be aligned with the mission and strategic plan of 
the organization (Zwarenstein & Reeves, 2006). The MKIT 
addresses this need early on in the process by directing 
clinicians to examine issues from a macrosystem and even 
global level.

Today’s healthcare environment is increasingly complex. 
Managed care, rapid changes in technology, and the 
explosion of new information create an environment where 
now, more than ever, it is necessary for clinicians to use a 
model that is clear and can assist them in the translation 
of knowledge. The MKIT addresses the issues not seen in 
other models. The personal skills used to create knowledge 
have more to do with relationships and community 
building, which the MKIT addresses.
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The Elephant in the Room: Huge Rates of Nursing and 
Healthcare Worker Injury

Nearly all of us are aware of nurses with back pain—or 
we may suffer from it ourselves. What we may not realize 
is how enormous the problem is. This article is dedicated 
to educating nurses about the risks they and their co-
workers face in performing routine patient care. We’ll also 
give you information about what you can do to help: you 
and your co-workers.

“My name is Elizabeth White. I am an RN who 
graduated in 1976 from the BYU College of Nursing. In 
December, 2003, I was working in the Surgical ICU at 
Arrowhead Regional Medical Center, the San Bernardino, 
California county hospital. My assignment that night was 
a 374 lb patient who was on a ventilator and also on spinal 
precautions. I was able to get help to turn and bathe him 
only once that shift. However, because he was on spinal 
precautions his mattress was flat, but had to be in reverse 
Trendelenberg because of the vent. He slid down to the 
foot of the bed, of course. Only one other staff member 
was available to help pull him away from the foot of the 
bed. By the end of the shift, I was in so much pain I could 
hardly walk. I ended up leaving clinical nursing: nearly six 
(6) years later I still have pain on a daily basis.”

Last year, over 71,000 nurses suffered a back injury—
but these are only the injuries that can be directly traced 
to work. 48% of nurses complain of chronic back pain, 
but only 35% have reported a work related injury.i Many 
of the injuries will simply be endured by nurses and 
health care givers, with no recourse to any compensation. 
The cumulative weight lifted by a health caregiver in 
one typical eight hour shift is 1.8 TONS.ii Back injuries 
are incremental and pain often presents in unrelated 
circumstances.

cost of the problem
Nurses back injuries cost an estimated $16 billion 

annually in workers compensation benefits. Medical 
treatment, lost workdays, “light duty” and employee 
turnover cost the industry an additional $10 billion.iii

Bureau of Labor Statistics show an inexcusable 
situation. Fig. 1 is a 2007 Bureau of Labor Statistics chart 
of the industries with the highest numbers of worker 
injuries.iv The top category: hospitals. In addition, the 
fourth and fifth categories are also of health care workers.  
In total, over 505,000 health care workers were injured. 
We know that a large percentage of these injuries are due 
to patient handling.

Fig. 1v

It is interesting that the Bureau of Labor Statistics 
divided health care into three categories, when they are 
really of one industry. A more accurate chart would look 
like Fig. 2:

Fig. 2

Healthcare worker injuries were three times the 
number of any other industry. Also, the rAtes of injury 
are six times the rates of construction workers and dock 
workers. Why are we not angry? Perhaps it is because we 
are used to it, and figure that it can’t be any other way. 
After all, patients must be cared for, right?

tHe cAuses oF NursiNG BAcK iNJurY, 
or, You must Not Be usiNG GooD BoDY 
mecHANics

Hospitals and nursing homes are well aware of the risks 
of back injury resulting from patient care. Virtually all of 
us have had numerous “back injury prevention” classes 
over our work life. Why then, are the injuries so high? Is 
it because we just don’t listen? Or, is it because there is no 
safe way to manually lift and care for patients? Just look 
at the diagram above for a comparison between the NIOSH 
lifting standards and everyday patient care reality.

There are physiological reasons for this. William 
Marras, PhD, CPE, Honda Professor and Director of the 
Biodynamics Laboratory, Institute for Ergonomics at 
Ohio State University has made extensive studies on what 
happens to the human back under stress.vi

Basic anatomy lesson: the intervertebral disc is fibrous, 
dense tissue with a resilient gel filled center. The outer 
fibrous ring is called the annulus fibrosis, and the center 
the nucleus pulposus. It has no blood supply, and no nerve 
endings. It receives its fluid and nutrients by osmosis from 
the adjacent vertebrate bone through the end plate, which 
also attaches the disc to the vertebrae.

Pathophysiology, or, We all have our limits
When lifting tolerances are exceeded, the end plate of 

the intervertebral disc is damaged with tiny tears called 
microfractures. No pain is felt, since nerve endings are not 
present in the disc or the end plate. These microfractures 
then heal with protein agglutinens and scar tissue which 
is thicker and less permeable than the normal tissue. Over 
time, with many microfractures occurring, most of the end 
plate of the vertebra converts to scar tissue. The disc can 
no longer absorb fluid and nutrients. It becomes weakened, 
porous, soft and dry, which is the condition we know as 
degenerated disc. The softer tissue then bulges into the 

spinal column causing pain and muscle spasm, or the gel 
in the center of the disc can even herniate through the 
soft porous outer tissue, causing much greater pain. With 
severe degeneration, the disc can collapse, which narrows 
the space available for the nerve root. This narrowed space 
puts pressure on the nerves, causing pain and muscle 
spasm.

Normal disc

Degenerated disc

Normal spine anatomy, with healthy discs.

Disc degeneration causing bulging or herniated disc, 
resulting in back pain.

What are safe lifting pressures for the disc, or,
should you lift a “little 100 lb grandma”?

Downward pressure will cause damage to the disc 
end plate at pressures from 700 to 1100 lbs. Since many 
caregivers are physically small, the limits should be at the 

Elephant in the Room continued on page 12
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Bed to bed transfer

This is a mattress that uses a blower to inflate a 
mattress, which then slides on a cushion of air. The brand 
name is Hover Matt. It removes most of the friction so the 
force needed for transfer is minimal.

Slide Boards reduce friction; 
not entirely but they help. Some 
facilities use a slick fabric tube or 
even garbage bags to reduce the 
friction in a bed to bed transfer.

Bed to wheelchair transfer

A ceiling lift can facilitate 
transfers, after placing the patient 
on a sling.  This is an Arjo lift.

An Arjo bariatric lift 
accommodates heavy patients.  

This Liko mobile lift will lift in sitting, standing or 
horizontal positions.

The Arjo 4-point spreader bar puts the patient in a 
comfortable semi-reclined position.

There are also vehicle transfer solutions. Liko has a 
video on its web site.

low end of this. However, most manual patient handling 
includes pushing and pulling elements. With pushing and 
pulling, damage occurs at about 1/3 the force. Nurses 
understand shearing: shearing damage to the disc occurs 
at lower forces than pressure.

vii

This illustration shows only the downward pressure, and 
doesn’t take into account the pulling (shearing) required 
to turn a patient on to his side. Nurses are the ONLY 
people who call 100 lbs light! Since there is no way to 
keep the weight bearing close to the body, no “good body 
mechanics” will compensate for the forces that damage 
your back.

viii

tHere is No sAFe WAY to mANuALLY 
moVe A PAtieNt!!! EVER. You WILL be injured 
every single time you manually move a patient. This 
includes not only transfers, but turning, linen changes, 
rolling a patient on to a sling, boosting the patient up in 
bed, and assisting the patient to stand.

WHAt is tHe soLutioN to manual patient 
handling? Patients must be cared for. Every nurse knows it 
is not an option to simply refuse to care for their assigned 
patients.

Lifting Teams? These teams are very expensive, though 
they have been shown to reduce injuries. But, what about 
the lifting team? They will be injured as well, inevitably. 
Also, no lifting team can be everywhere at once, and 
patients may need repositioning at any time, not just on the 
lifting team schedule.

Patient Handling equipment is the only answer. There 
are multiple equipment solutions available on the market 
today. None does everything; but there is equipment 
available which will completely eliminate the manual 
lifting required for patient care.

We apologize to all makers of equipment which are 
not featured in this article. Care has been taken to present 
representative examples of equipment performing each 
task. Each facility should determine its own needs, and 
investigate each company and brand of equipment. We 
do not present the pros and cons of different types of 
equipment. A list of companies who manufacture and 
sell each type of equipment is provided, to give some 
place to start to those who might wish to begin. The list 
of companies is by no means exhaustive. No remuneration 
has been given by any company.

Tasks which exceed safe spinal loading, requiring Safe 
Patient Handling Equipment:

• transfers: bed to bed, or gurney to bed
• transfers: bed to chair, chair to shower
• Bed repositioning: Side to side turn, and pull away 

from the side rail
• Bed repositioning: Boosting to the head of the bed
• Bed repositioning: Linen changes and bathing
• sling placement: Bending and lifting to roll a 

patient on to a sling
• Assisting patient to stand
• Assisting a patient up from the floor

Elephant in the Room continued from page 11 Bed repositioning: side to side turn

Advanced hospital beds have skin saving programs, and 
some abilities to reposition patients. This is the Hill-Rom 
Versa-Care bed. Some mattress overlays available will 
turn the patient by inflating the mattress on one side, then 
another.

This is an advanced mattress by 
Joerne, for pressure reduction.

Bed repositioning: Boosting patients up in bed

The ErgoNurse, designed for bed repositioning, boosts 
a patient using the sheets.  It will also lift for side to side 
turns, linen changes and bathing.

A Liko ceiling lift repositions a patient using a 
loop sling.  Linen can be changed while the patient is 
suspended. 

Some specialty fabrics will allow boosting with 
minimal effort, then resist sliding again.

Linen changes and bathing of bedridden patients

Ceiling lifts can use repositioning slings to move the 
patient around for linen changes and bathing.

Placing the patient on a sling:

The ErgoNurse uses a sheet to suspend the patient, 
allowing sling placement without bending and lifting.

Elephant in the Room continued on page 13
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Assisting the patient to stand

This is a Barton Sit-to-Stand device.

Assisting a patient up from the floor

The HoverJack, from HoverTech, inflates to lift a patient 
from the floor.

Companies offering Safe Patient Handling equipment:

ArjoHuntleigh/Diligent Services
aXtraHand, LLC
Barton Medical Corporation
Dane Technologies, Inc.
Ergolet
ErgoNurse
ERGOtug, Division of NuStar, Inc.
EZ Way
Guldmann Inc.
Hill-Rom, Inc.
Horcher Lifting Systems, Inc.
HoverTech International
Jamar Health Products, Inc.
Joerns Healthcare, Inc.
LiftSeat
Medcare Products
Molift, Inc.
Optima Products, Inc.
Prism Medical
RecoverCare
Rehab Seating Systems
Rifton Equipment
Sizewise
Stryker
SureHands Lift & Care Systems
Technimotion Medical, a Division of Ergo-Asyst 

Technology
Vancare, Inc.

Help is on the horizon. Nationally, the Nurse and Health 
Care Worker Protection Act of 2009 has been introduced 
in both houses of Congress. In brief, these bills (identical 
at the present time) require OSHA to establish a safe 
patient handling standard, require health care facilities to 
establish safe patient handling programs, and allow health 
care workers to refuse to perform any lifting task which 
exceeds the standards or for which they have not been 
trained. The House bill is HR 2381, and the Senate bill is 
S 1788. It is certain that the wealthy and powerful hospital 
lobby will oppose the bill. However, we nurses have 
numbers on our side. Since there are about 2.5 million 
nurses, and about 1 million nursing aides, if we were all 
to contact our legislators, we could ensure the passage of 
these bills.

HoW to coNtAct Your
rePreseNtAtiVes iN coNGress:

For the House of Representatives: Go to: House.gov, and 
put in your zip code. The website will tell you who your 
representative is, and contact information for them. 

Note! The volume of emails is now so great that less 
attention is paid to them. They will get it, but it might take 
a while.  It is better to send a hard copy of your letter.

Elephant in the Room continued from page 12 cost eFFectiVe
Safe Patient Handling equipment is very cost effective. 

When associated factors such as lost work days, modified 
duty, worker retraining, employee turnover, and even 
bedsores are factored in, the hospital recoups its investment 
in less than two years!

Those who have instituted Safe Patient Handling 
programs have learned that not only is equipment needed, 
but training, education and surprisingly, enforcement. 
Though it may seem a paradox, many times caregivers 
resist change. They’ve been doing it one way for their 
entire working careers as caregivers, and feel that it takes 
too much time, or is inconvenient. Yet, they continue to 
incur injuries at high rates. However, when a no-lift policy 
is implemented (and if necessary, enforced), the staff will 
adopt the safe patient handling equipment especially as 
they realize their back pain and injuries diminish. Oregon 
SAIF, the State Worker Comp Company, instituted pilot 
Safe Patient Handling programs, and has seen injury rates 
and costs plummet.ix Harris Methodist Ft. Worth, in Ft. 
Worth Texas, also instituted a pilot program, and went to 
zero injuries.x Their pilot unit has had no injuries in 2 ½ 
years. We know that these injuries are entirely preventable.  
Let’s work together and solve this problem.

i “Safe Patient Handling: A Report”, by Peter Hart & 
Associates, March 2006

ii Tuohy-Main, Kate, “Why manual handling should be 
eliminated for resident and carer safety,” Geriaction, 
1997, 15(10)

iii  Eldlich, Richard F., Kathryne L. Winters, Mary Anne 
Hudson, L.D. Britt, William B. Long, “Prevention 
of disabling back injuries in nurses by the use of 
mechanical patient lift systems,” Journal of Long-Term 
Effects of Medical Implants, 2004, 14(6)

iv Bureau of Labor Statistics, Department of Labor, 
Nonfatal Occupational Injuries and Illnesses Requiring 
Days Away from Work, 2007, Nov. 2008

v  Bureau of Labor Statistics, 2008, op cit
vi  Marras, W. “A Comprehensive Analysis of low-back 

disorder risk and spinal loading in patient handling,” 
Ergonomics, 1999, 42(7) 904-906

vii Bloswick, Donald, Professor of Ergonomics at the 
University of Utah, “Manual Material Handling”

viii  Marras, 2009 op cit
ix Oregon SAIF, report, http://www.saif.com/medical/

medical_571.aspx
x Dougherty, M, “Handle With Care,” Strategies for 

Nurse Managers, April 2008
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International Year of the 
Nurse and Nightingale 

Declaration Campaigns
ANA urges involvement in international
Year of the Nurse campaign

The American Nurses Association (ANA), as part 
of its commitment to advancing the nursing profession, 
encourages nurses and health care professionals around the 
world to take part in a campaign urging the United Nations 
to adopt resolutions declaring 2010 international Year of 
the Nurse, and 2011-2020 a uN Decade for a Healthy 
World. Nurses can sign an online pledge at (http://
www.nightingaledeclaration.net/declaration/healthy/) 
resolving to work together in improving health care for all 
communities.

ANA is proud to be one of the sponsors of the 
Nightingale Declaration campaign. ANA joins with 
a coalition of nursing, educational and health care 
organizations in building support for this international 
effort. Our goal is to demonstrate the nursing community’s 
commitment to improving health care locally, nationally 
and internationally through nursing practices that reflect 
the principles of Florence Nightingale.

To learn more, or to join the campaign, visit www.
nightingaledeclaration.net.

ANA’s Nurses’ Efforts Pay 
off in Historic Health Care 

Bill Signing
SILVER SPRING, MD—Nearly two years after 

launching the most recent surge to bring about meaningful 
health care reform, The American Nurses Association 
(ANA) saw the efforts of many registered nurses come to 
fruition today, culminating in President Obama’s signing of 
H.R. 4872, “The Health Care and Education Affordability 
Reconciliation Act of 2010.”

“ANA strongly believes that this law is a significant 
victory for the patients we serve. They’ll have greater 
protection against losing or being denied health insurance 
coverage, and they’ll have better access to primary care and 
the wellness and prevention programs that will keep them 
healthier,” said ANA President Rebecca M. Patton, MSN, 
RN, CNOR. “However, we recognize that the debate over 
reform is not over. We are committed to helping nurses and 
the public understand how this change affects their lives, 
and will continue our work to build an affordable health 
care system that meets the needs of everyone.”

Heading into the 2008 elections, ANA, the nation’s 
largest nursing organization, published Health System 
Reform Agenda, an update of principles first disseminated 
in the early 1990s that defines health care as a basic human 
right and calls for guaranteed access to high-quality, 
affordable health care for everyone. Registered nurses 
nationwide have heeded the call since the election to try 
to make the promise of universal health coverage a reality 
by contacting members of Congress, testifying at hearings, 
sharing personal stories, participating in high-profile press 
conferences, attending rallies and events, and joining 
ANA’s health care reform team.

To address many misconceptions about the health care 
reform bills—”The Patient Protection and Affordable Care 
Act” H.R. 3590 and H.R. 4872, which provided additional 
reform improvements—ANA plans to develop and 
disseminate resources summarizing both bills and their 
impact on the nursing profession and day-to-day health 
care.

ANA’s Health Care Reform Toolkit is available at: 
www.rnaction.org/toolkit

ANF Haiti Disaster 
Relief Fund

Please help us reach our goal of 
$10,000 For Haiti relief

The American Nurses Foundation (ANF), the charitable 
and philanthropic arm of American Nurses Association 
(ANA), is pleased to join the international nursing 
community to help rebuild the nursing infrastructure in 
Haiti through the International Council of Nurses (ICN). 
The massive earthquake in Haiti has affected countless 
lives in the capital city of Port-au-Prince, crippling the 
fragile infrastructure, killing thousands, and leaving 
millions without access to food, water, shelter, or medical 
care. The people of Haiti will continue to face long term 
critical need and ANF asks you to join us to help meet 
that need. Already, over $7600 has been received from 
individuals and businesses through ANF’s Haiti Disaster 
Relief Fund. Help us reach our goal of $10,000 by 
contributing your tax deductible gift today! Together, we 
can make a difference.

ANF will also accept donations to support rebuilding 
the nursing infrastructure damaged by the recent 
earthquake in chile through the icN. Donations can 
be made online to both Haiti and Chile through the link 
below or the Donate Box to the right.

Note: You must type in “relief for Haiti” or “relief 
for chile” in the comment field of the donation form to 
ensure your donation goes towards your desired relief 
efforts.

To pay by check, make payable to:
The ANF Disaster Fund
PO Box 504342
St Louis, MO 63150-4342
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