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The nursing scope of practice
is continually evolving in
response to changes in health
care, but the core values of
nursing are still dedication and
caring.
My daughter Erin became
a fifth-generation nurse when
she graduated from nursing
school this year. She represents
Susan McLeod
over 100 years of nursing in
Maine for our family. Many
nurses across the state have a similar nursing history. It is
a heritage that we should be very proud of and recognize.
Last week a nurse sent me an e-mail to announce she knew
of five mother-daughter nurses working together that day,
including herself and her daughter. I am sure there were
more; perhaps you are aware of other working motherdaughter nurse dyads.
My great-grandmother started her nursing career in
the late 1800s. My grandfather told me stories of traveling
with his mother to patients’ homes. Oftentimes she would
be so exhausted that she would sleep as he drove the horse
and buggy home. He recalled the devastation of polio and
flu epidemics. Attending to ill people contrasted with the
excitement of delivering a new baby. She never refused to
go to a patient no matter how tired she felt. She knew there
was no one else in the area trained to help.
Today’s work environment may be very different in
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terms of technology, medications, communication, but
the level of dedication and caring is the same. Nurses are
literally breaking their backs and risking injury every day
to help people recover from their illnesses.
Mother Teresa described how she bathed the wounds
of a leper for love of the person and as a manifestation
of God but it was so difficult that she would not do it for
a thousand dollars. I still see the same dedication and
passion in today’s nurses; continually trying to right the
wrongs, even when faced with adversity.
I am awed at the tremendous accomplishments of
today’s nurses. This year, the American Nurses Association
was the nursing organization called by the White House
to answer questions regarding health care reform. ANA
lobbied for the Safe Chemicals Act and removal of BPA
from products for infants and children. Additionally, the
Safe Patient Handling Act was introduced to protect the
health and well-being of all nurses. As an organization
we are also pushing for safe staffing standards, in which
bedside nurses would determine nurse-to-patient ratios.
Make a difference in your own workplace. Participate
in your facilities’ committees. Assure that direct care
nurses have an active voice on all committees and teams.
Use the evidence and current research to guide your
practice. The ANA-MAINE Web site has information on
many topics to assist you. These topics include A Safe
Patient Handling kit, chemical safety initiatives, the ANA
Principles of Environmental Health for Nursing Practice
with Implementing Strategies, workplace violence and
more. Visit us at www.anamaine.org and make a difference
today.

Visit us on the web
anytime . . .
anywhere . . .
www.anamaine.org
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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 that addresses the
communication and conflict
issues confronting nurses. In
each issue, nurse trainer and
consultant Beth Boynton, RN,
Beth Boynton
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 am an RN interested in developing my leadership
skills, and I am especially interested in workplace violence.
I have done some research on horizontal and vertical
violence in nurse practice settings. There seems to be a lot
of research that addresses the incidence and manifestation
of both as well as the impact on quality and safety of care.
A colleague who heard you speak recently said that you
mentioned a concept called “No Innocent Bystanders.”
She remembered that your main point was that the concept
was an important component of any effort to create zero
tolerance, but she didn’t have a lot of information. Could
you share a little more about “no innocent bystanders” in
your ANA-ME column?
Curious to Know More
Dear Curious,
I’d love to talk about this issue, as it is a critical
component for good-conduct policies and NOT a very well
known one! I first heard of the idea when doing research
on bullying in schools for a graduate project. “No Innocent
Bystanders” was a recurrent theme in prevention models
and in organizational development; it translates perfectly
into workplace violence challenges we face in health
care. In fact, the American Academy of Pediatricians in
their policy statement recommends a similar approach
that defines the role of the physician in youth violence
prevention.
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Organizations seeking to develop and maintain a culture
of safety should consider integrating a “No Innocent
Bystanders” rule for three compelling reasons.
1. Organization-wide accountability becomes
a cultural norm. A survey by the Institute of Safe
Medication Practices found that “40 percent of clinicians
have kept quiet or remained passive during patient
care events rather than question a known intimidator,”
according to a recent patient safety alert from the Joint
Commission. Promoting a “No Innocent Bystander”
policy is a strategy that will help organizations infuse
a zero-tolerance-for-abuse standard into its culture.
Such a policy requires everyone to participate in, and be
responsible for, workplace dynamics. Our collective status
quo has allowed, and perhaps promoted, a mindset where
witnesses to disruptive behavior look the other way, justify
the behavior or offer support to victims off the record. The
rules for a “code of silence” are generally implicit and
involve complicated combinations of tradition, fear and
power mixed with a lack of knowledge, skills and support.
Setting clear expectations for witnesses is an important
Confident Voices continued on page 10

Beth Boynton Wins
National Leadership Honor
Beth Boyton, RN, MS, the author of Confident Voices:
The Nurse’s Guide to Improving Communications &
Creating Positive Workplaces, has been recognized for
her leadership in improving professional work settings. At
press time, Boynton was planning to travel to the National
Press Club in Washington, DC, to receive a special
leadership award, joining an impressive list of healthcare
professionals from all over the U.S. who will be honored.
The 2010 Dorland Health People Awards honor
excellence and dedication among healthcare professionals
with a special emphasis on professionals who spearhead
efforts to make health care safe, quality-driven and costeffective for all. “I am excited and honored to be the
recipient of a “Special Honors” award,” said Boynton.
Boynton is committed to helping healthcare
professionals become more effective and respectful
communicators who are building positive, collaborative
workplaces. “Poor conduct among healthcare professionals
is one of the most pervasive and destructive forces in
healthcare systems. Medical errors claim thousands of
lives every year and billions of healthcare dollars are
spent because of mistakes,” states Boynton. “This award
provides encouraging feedback about my work and will
surely help further efforts to make healthcare safer for
patients.”
The awards program was expected to culminate with a
ceremony at the National Press Club in Washington, DC,
on Oct. 4, where the award winners would be announced
amid a banquet and celebration. Additionally, all winners
and honorable mentions would be featured in a special
issue of Case In Point magazine and on DorlandHealth.
com.
Beth Boynton is an organizational development
consultant specializing in issues that impact nurses and
other healthcare professionals. She is a coach, facilitator,
and trainer for topics related to communication, conflict
management, team-building and leadership development.
She is an adjunct faculty member with New England
College’s graduate program in Healthcare Administration
and contributing University of Florida faculty for the
Forensic Science for Nurses certificate program. She
has also taught for Antioch University and McIntosh
College. She has published several professional articles,
and her newsletter, Confident Voices, which addresses
communication, conflict, and workplace dynamics has
drawn audiences from across the nation. She also writes
a column, “Confident Voices,” for the ANA-Maine
Journal. Her Web site, www.bethboynton.com, offers more
information.
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Assessing Contact Precaution Use
by Ann King, RN
To aid in the prevention of the transmission of multidrug
resistant organisms (MDRO), the Centers for Disease
Control and Prevention (Siegel et al., 2007) recommends
the use of hand hygiene and barrier precautions. An
institution needs to periodically evaluate its methods
and practices to check for compliance, practicality, and
effectiveness. During this evaluation, availability of
Personnel Protective Equipment (PPE), location of sinks
and hand gel, signage, and the staff’s understanding of
precautions should be assessed.
Direct observation is the best tool to have for
observation and measurement of how contact precautions
are carried out and by whom. It is important to train the
staff to measure consistently. Studies have shown that
direct patient care staff is overall more compliant with
precaution use (Clock, Cohen, Behta, Ross, & Larson,
2010). This information can be used to assess educational
needs. Does the ancillary staff realize their impact on
patients? Do they have the education they need?
If PPE and supplies are not readily available, the staff
is likely to take shortcuts. There should be a system to
restock PPE, and the contact carts used. The Infection
Preventionalist (IP) should obtain input from the staff
when buying PPE and supplies used by them during patient
care. Complaints heard about PPE are usually fixable, (e.g.,
size or comfort of gowns and gloves).
The location of sinks in patient rooms is a challenge
for many facilities depending on when the facility was
built. This issue impacts exiting the patient’s room
without contaminating the staff member’s clothing, for
contamination occurs most frequently when removing

PPE (Seigel et al., 2007). Hands-on training of gowning,
gloving, and then exiting the room properly can help
identify problems (e.g., garbage can placement).
Adult learners learn best by doing; furthermore, it
takes six months of “doing” or use to make a behavior a
habit (Kennedy, 2004). Both parties benefit when teaching
includes repetition and reinforcement; the Infection
Preventionalist can get immediate feedback on problems
as well as staff input about equipment and use. The staff
also has access to the IP.
Sign usage increases compliance, but this needs to be
balanced with patient privacy. Signs should clearly indicate
what PPE is needed to enter the patient’s room. Keep in
mind issues related to language barriers and reading levels.
Pictures are helpful, and readily available explanation
of why the use is needed will improve compliance, (e.g.,
on the back of the sign) There also needs to be room for
common sense (e.g., if a patient is coughing, is a mask
needed?).
When assessing infection control education, remember
that the information needs to be tailored to individual
departments. One can measure compliance by direct
observation to assess where more education is needed.
Measuring staff understanding is important. If people
understand why they are being asked to complete a task
a certain way, they are more likely to remember, and be
compliant.
Proper use of hand hygiene and contact precautions is
an important tool in the prevention of the transmission
of MDRO. All staff involved in patient care need to
understand why their cooperation is so important to patient
safety. Assessing staff education needs is an ongoing
process of the Infection Preventialist’s.
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Ann King, RN, is Infection Control Nurse at Cary
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The Ethics of Addressing Spiritual Care in Nursing Practice
by CPT Emily J. Willcox, U.S. Army
The North American Nursing Diagnosis Association
(NANDA) lists several diagnoses related to spirituality:
spiritual pain, spiritual alienation, spiritual anxiety,
spiritual guilt, spiritual anger, spiritual loss, and spiritual
despair. Nursing interventions for spiritual distress may
include offering a supportive presence, praying with or for
patients, and encouraging contact with a spiritual counselor
(Taylor, Lillis, LeMone, Lynn, 2008). When a patient’s
spiritual needs are overlooked, an ethical dilemma occurs.
Ormsby and Harrington (2003) examined the dilemma
of spiritual care among military nurses. The authors
focused on use of the MORAL model: Massage the
dilemma; Outline the options; Resolve the dilemma; Act
by applying the chosen option; and Look back and evaluate
the entire process, including implementation. This article
details application of this model using a military example
to illustrate.
To massage the dilemma, nurses must first decide
whether or not they will include the patients’ spiritual
needs in the plan of care. Second, patients may or may
not see themselves as having a spiritual dimension. Third,
nurses themselves overlook the spiritual dimension to
human life and, hence, have difficulty understanding
patients who do. Lastly, nurses may have difficulty
understanding patients’ spiritual needs if the spiritual
beliefs and values differ from their own (Guido, 2010).
In any nursing interaction, the major participants
consist of the nurse, the patient, and the patient’s family
members, depending on the patient. Each participant is a
unique individual within a cultural context and with his
or her own value system. Any of the participants—nurse,
patient, family member—may or may not adhere to
spiritual beliefs, which, in turn, affects all the participants.
Moreover, each participant may be in a different
stage of faith development. According to Fowler’s (1995)
theory of faith development, people are in one of six
stages of development. These stages are summarized by
Taylor, Lillis, LeMone and Lynn. The first stage is the
intuitive-projective faith stage, when persons, usually

three to seven years old, take on their parent’s beliefs
without understanding them. The mythical-literal faith
stage describes individuals, usually school-age children,
who hold to moral and religious beliefs. The syntheticconventional faith stage characterizes those, usually
adolescents, who begin to question life-guiding values
and religious practices as a way to form a self-identity.
The individuative-reflective faith stage is characteristic
of older adolescents and young adults as they adhere to
their commitments and beliefs. The conjunctive faith stage
depicts persons who develop an understanding of truth
and recognize the development of faith among others. The
sixth stage is universalizing faith, and involves making
real the values of love, justice, and “being-in-relation” with
others regardless of their religion or faith.
In a military hospital in a combat zone, for example,
the participants in care involve the injured patient, the
patient’s squad members and the nurse. The patient may
be a practicing Catholic in stage four of Fowler’s theory.
The patient’s squad may serve as the patient’s surrogate
family, offering spiritual support the family, from which
the patient has been removed, would otherwise provide.
Conversely, the nurse caring for the injured soldier may
be an atheist who grew up in a Jewish family and does
not think to consider the patient’s spiritual needs. In this
situation, the patient’s spiritual needs would go unmet by
the nurse, and the nurse’s oversight could slow the patient’s
recovery.
An examination of the options available to the nurse
includes support for and against providing spiritual care.
The nurse could choose to ignore and not ask the patient
about her or his spiritual beliefs. In so doing, the nurse
could potentially avoid offending the patient if the patient’s
spiritual care were not approached sensitively. Likewise,
if spiritual matters were of little concern to the patient,
there is little risk of the patient feeling judged for her or his
religious beliefs. However, if spirituality were important to
the patient, the patient would miss out on this needed care
in order to improve her or his health (Guido, 2010).
As another option, the nurse could provide spiritual
care to the patient. This option is the reverse of the
former option. On the one hand, the patient would accept
spiritual care as important to the patient. On the other
hand, addressing spirituality could offend the patient if the
nurse did not approach spiritual care in a sensitive manner,
regardless of the patient’s beliefs (Guido, 2010).
For example, an Episcopalian nurse gives care to a
soldier, a Buddhist, with an amputated right foot. The
nurse knows little about Buddhism and does not want to
cause her patient undue stress. However, at the same time,
the nurse thinks the injured solider would benefit from
spiritual care. To resolve the dilemma of whether or not to
include spiritual care on the patient’s plan of care, ethical
principles can be used to guide the nurse. Excluding
spiritual care involves the ethical principles of autonomy,
paternalism, nonmaleficence and fidelity. By excluding
spiritual care, the nurse withholds a number of things
from the patient, including the patient’s right to autonomy
as well as neglect of wholistic patient care. In essence,
the nurse takes power away from the patient to decide if
the patient wants a spiritual approach; likewise, the nurse

retains power in deciding that spiritual care is unimportant
for the patient. The avoidance of spiritual care could be
perceived as nonmalificent, whereby the nurse intends to
prevent harm to the patient through the negative feelings
that could arise from discussing the patient’s spirituality.
In like manner, the nurse breaks her or his commitment
to give complete care with the exclusion of spiritual care,
a breach of the nurse’s responsibility of fidelity (Guido,
2010b).
Needless to say, the best option is to include spiritual
care in nursing practice, which involves the ethical
principles of autonomy, beneficence and fidelity. Including
spiritual care respects the patient’s autonomy by giving
her or him all needed information. With respect to
beneficence, the nurse’s action to address the patient’s
spiritual needs promotes good by respecting the person as
a whole person. And the nurse retains her or his fidelity to
the patient by upholding a commitment to give complete
care (Guido, 2010b).
Using the previous example, the Episcopalian nurse
applies ethical principles to the options of either excluding
or including spirituality in care for the Buddhist soldier.
Despite personal reservations, the nurse decides to
discuss spiritual care with the patient. The nurse decides
to be open and honest by telling the patient that although
unfamiliar with Buddhism, the nurse recognizes the
importance of the patient’s beliefs and values as necessary
to providing wholistic nursing care.
With respect to applying the chosen option, the nurse
implements spiritual care as part of the care plan. Again,
using the same example, the patient is informed that the
nurse is unfamiliar with Buddhism, but the nurse would
like to know what can be done to attend to the patient’s
spiritual needs. The nurse asks the patient if there is
anyone available who can provide needed spiritual support
or if there is anything else the patient would like (Guido,
2010a).
A military example of a nurse choosing to exclude
providing spiritual care could involve a noncommissioned
officer who brings a soldier to the hospital for attempting
suicide. The soldier is a practicing Baptist. Also Baptist,
the nurse develops a care plan for the soldier. However,
the nurse is unaware of the patient’s religious beliefs. As
such, the nurse neglects to offer to call the chaplain for
the patient. The result is that the soldier does not receive
needed spiritual guidance to deal with the underlying
issues that led to the suicide attempt.
The final step in the MORAL model is to look back
and evaluate the entire process. This step assesses the
outcome on all participants in the situation of the decision
made. Using the example of the Buddhist patient, the
nurse evaluates the situation: The patient responded well
to the care provided. Although the patient chose not to
have anyone visit him for spiritual direction, the nurse was
aware of how the patient appreciated the acknowledgment
of faith. The nurse reflected on the personal impact of the
situation. Despite unfamiliarity with the patient’s religious
beliefs, addressing the spiritual needs of the patient
enhanced the nurse’s sense of self (Guido, 2010).
In conclusion, use of the MORAL model helps the
nurse to provide comprehensive, ethical nursing practice
inclusive of spiritual care. Use of the model allows
the nurse to be confident in attending to the spiritual
dimension of care despite fears of entering what might
otherwise be perceived as an ambiguous realm of care.
CPT Emily J. Willcox is a nursing student in the federal
Funded Nurse Education Program at the University of
Maine at Fort Kent.
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Getting Your Financial Ducks in a Row:
Financial To-Dos for 20- and 30-Year-Olds
by Marcy McGuire, RN, MSN
In September, my colleague, Irene Eaton-Bancroft,
and I presented a financial planning workshop
sponsored through a collaboration between the Center
for American Nurses and WISER (Women’s Institute
for a Secure Retirement) at the University of Maine at
Fort Kent. One of the comments that came during the
question and answer session was from a student who
felt she was doing everything we suggested towards
managing debt. She had little left over after expenses
to devote towards investing. In fact, investing was the
furthest thing from her mind at the moment. We wish
we had fully affirmed that it’s O.K. to not be saving
for retirement at that time in your life. Students are
investing through their energy, money, and hard work
at getting an education to improve their future job
earning capabilities. There are other steps students
can take before they feel ready to embark on investing
for retirement. If you’re between the ages of 20 and
30 years, this article will help you to focus on what
you can do to prepare for the time when planning for
retirement will seem more appropriate and real to
you. Actually, the work you do in your 20s and 30s is
retirement planning. It sets the foundation you build
upon.
Taking the Road to Financial Security
1.	Strive for a debt-free life. While you need credit
to build a credit history, do not go overboard.
* Learn to make a budget and use it.
* Limit yourself to one credit card for emergencies
and pay the balance in full each month.
* If you have already accumulated credit card debt,
put as much money toward that debt as you can
to pay it down as quickly as possible. Pay off the
card with highest interest rate first.
* Work on paying down any student loan debt
you have and consider how to pay for additional
education if you choose to pursue it.
2. Debt warning signs: If more than one or two of
these descriptors apply to you, you may have too
much debt!
* I am not sure how much I owe.
* I can only pay the minimum amounts due on my
credit card debt and other bills each month.
* The total amount of money I owe isn’t getting
any smaller.
* I often pay my bills late.
* I often juggle who and how much I pay each
month.
* I am borrowing from one credit card to pay
another credit card.
* I spend more than I earn.
Some ideas that might help:
• Keep a record of your current living expenses for
a month. Look for ways to reduce expenses so
you can pay back your debts.
• Cut back on your credit card use. Leave your
cards at home. Use cash only to pay for what
you buy. Set up a plan for paying back your
debts. Call all your creditors, and propose a debt
repayment plan that will work for you.

• Get help from a nonprofit financial counseling
agency. Check to see if your local state university
(extension service) offers a free debt management
service. They can help you set up a repayment
plan and write to your creditors.
• For one-on-one credit counseling, contact the
National Foundation for Consumer Credit at 800388-222y or www.nfcc.org or the Association
of Independent Consumer Credit Counseling
(AICCA) at 866-703-8787 or www.aicca.org.
The most important thing you can do is to
work on getting out of debt.
3. Get in the habit of saving regularly.
* Open a checking and savings account if you do
not have them.
* Once you have a regular job, deposit 5 percent
of your salary into your savings account for each
pay period.
* Start an emergency fund. You should have three
to six months’ pay saved in case you run into
financial surprises such as job loss, expensive car
repairs, et cetera.

4.	Check out benefits that come with your job.
* Consider the benefits of a pension, health, and
other insurance coverage or 401(k)—and not just
the salary. You will be surprised at how valuable
benefits are when you add them up. A word of
caution about 401(k)s: Not all are alike. Check
out what your investment options are to ensure
you are comfortable with the choices, which
will take some investigation on your part. You
can check out the track record of the investment
options for the last year, three years, five years,
and 10 years by looking it up in Morningstar or
Value Line. Either provides the information you
will need. Your library may carry a paper copy
or electronic copy on its computer service. The
electronic access allows you to compare three
funds at a time. Check it out as just another way
to save money!
For more information and contacts, visit the ANAMAINE Web site, www.anamaine.org and look for the
“WISER Project” under Special Events/Projects (Nurse
Investor Education Project). See also: www.wiserwomen.
org.
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Nursing Leaders Then and Now
“Nursing is a progressive art in which to stand still is
to have gone back.”
Florence Nightingale
When asked to shape a first-person biography of a
historical nurse leader, several nurses responded. In their
research, they were asked to consider the questions: Who
are you? Where did you live and work? What was your
contribution to nursing? What do you hold as your greatest
accomplishment in nursing and why? Who were your
nursing contemporaries? If you had the capacity, what
would you be working on or promoting in nursing or health
care today?
From the beginning of organized nursing, nursing
leaders have been at the forefront and worked tirelessly to
promote issues of social justice and access to affordable,
quality health care for all. These leaders were and
continue to be intelligent, articulate, insightful, skilled,
and committed visionaries. (Even now, nursing leaders
volunteer numerous hours to promote the profession of
nursing—for example, advocacy and lobbying with respect
to healthcare issues that affect their patients.)
Here’s a sampling of the vim and vigor, wisdom and
gutsiness of our predecessors in nursing.
Walt Whitman
by Steven Moody, RN
From an early age, I was nicknamed, Walt, lest I be
confused with my father, Walter Sr. I was born May 31,
1819 on Long Island, NY, to undistinguished Quaker
parents, Walter and Louisa Van Velsor Whitman. I was the
second of nine brothers and sisters.
When I was a child, we moved a great deal, which
eventually took us to Brooklyn. I’ve learned since that my
parents had significant financial difficulties. The frequent
moves made me unhappy. One of my few happy childhood
memories was when the Marquis de Lafayette gave me a
peck on the cheek while touring the U.S. Clearly, I was in
need of meaning in my life. I yearned for something, but I
didn’t know what.
I finished my schooling at age 11 and started working
to help support the family. I held a hodge-podge of jobs
through printing offices, newspapers, and law offices. I
worked as a page boy, type-setting apprentice, a printer’s
devil (or apprentice), and even a librarian. When I
eventually became an editor, I wrote about the importance
of health, fitness, and exercise. But I also wrote stinging
editorials about slavery and prostitution. That resulted in
my being fired.
The Civil War defined me. My brother, George, fought
in that war, and as a result, I discovered for what it was I
yearned. You see, I traveled to be with my brother because
I feared he was gravely ill after a wound suffered in battle.
Fortunately, it was just a minor flesh wound on his cheek.
Nonetheless, while with my brother I came upon, as I
wrote, “a heap of feet, legs, arms, and human fragments,
cut bloody, black and blue, swelled and sickening . . .” I
observed that “Death is nothing here. As you step out in
the morning from your tent to wash your face you see
before you on a stretcher a shapeless extended object, and
over it is thrown a dark grey blanket—it is the corpse of
some wounded or sick soldier of the reg’t who died in the
hospital tent during the night—perhaps there is a row of
three or four of these corpses lying covered over.”
I dove in, as people are wont to say today, with a
burning desire to render aid. And so it was that I came to
help the wounded: changing bandages, bathing, listening,
writing letters, consoling; you name it and I did it. My
devotion to the wounded soldiers took me to Washington,
where I provided care for five years. I volunteered my
help as a nurse while earning whatever I could at one
government job or another. I often spent my small salary on
food, gifts and tobacco for the patients. It was also during
the Civil War that I encountered Miss Dorothea Dix (who
I understand was from Maine). She was strict and stern,
but she needed to be, given her role as Superintendent of
Female Nurses.
I lost many a job because of the whims and moral

convictions of my opponents, but I continue to hope for the
unification of society, regardless of social class.
Of course, I continued writing and rhyming...that, too,
is in my blood as much as nursing. The years during the
Civil War were the defining time of my life, the times that
gave me a full heart. With respect to my service as a nurse,
I had no formal training, just a keen insight to the needs of
the human spirit and a sincere desire to help. I had an ear
to lend and a compassionate touch.
I am best known for my prose and poetry, including
Leaves of Grass, excerpts of which (ahem) often slipped
into some of the editorials and poems of the newspapers
for which I worked.
I died a depressed man. I had a stroke and bouts of
pneumonia and pleurisy prior to my death and became
dependent on others to assist me.
I hope the care I provided to the wounded soldiers will
be remembered. I hope that future generations of nurses
will expound on not only the need for cleanliness, fresh
air, and light, but the need to encourage dialogue to heal
and the need to listen to help others become whole again.
Yours in prose,
Walt

Lillian Wald
by Kim Akers, RN
I was born in Cincinnati, OH, in 1867. I am a descendent
of European-Jewish scholars, rabbis, and merchants. I was
educated in private schools and wished to go to Vassar
but was declined admission because of my age. I spent six
years working as a journalist, and at this time, I found my
calling, which was aided in 1889 when I attended the birth
of my sister’s child. The nurse who assisted my sister to
deliver her child inspired me to go into the nursing field. I
graduated with a two-year nursing degree in 1891 when I
was 22 years old. During this time, I was also a volunteer
home nurse serving the immigrants of the lower east side
of New York. While doing this work, I saw where I was
truly needed. I experienced a “baptism by fire” one day
when a young girl approached me. All I could understand
was “mommy,” “blood,” and “baby.” She took me to a
cramped tenement where I found the young girl’s mother
hemorrhaging. The doctor had abandoned the woman
because she was unable to pay him. I was horrified and
could not let this type of care to continue without doing
something myself. So I devoted my career to caring for
and advocating for the poor and vulnerable.
I coined the term “public health nurse” in 1893. My
specialty was preventative care and preserving the health of
the lower and middle class people I served. I taught health
and hygiene to the women, who themselves influenced
the health of their children and families. Payment was
based on what people could afford. My colleague, Mary
Brewster, and I began a visiting nurses service in this year.
By January of the following year, we had visited over 125
families, and one year later, I had established the Henry
Street Settlement, which is still in operation today. The
Henry Street Settlement was begun as a service to provide
nursing care and assistance to impoverished immigrants
and indigent people of New York, regardless of race,
nationality or religious beliefs.
Today, the U.S. is still struggling with some of the basic
concepts that I brought to light nearly a century ago. I
was an advocate for children’s health. Public schools not
only need to educate children in the basics of reading
and arithmetic skills but also to address their health and
nutrition needs. I made my appeal this way: “The state
recognizes its responsibility for the development of
citizens. To meet this responsibility, the school is its most
efficient agency.”
I convinced the New York City Board of Education
to hire the first teacher for students with learning and
physical disabilities. I was also instrumental in instituting
school lunch programs. While I am gratified that school
lunch programs are still offered to needy children, I am
saddened by the lack of healthful food choices for our
children in the school nutrition programs.

Today’s nurses must continue to be advocates for those in
need and be active within their communities. Nurses need to
look beyond the four walls of their hospital settings. They can
do this by volunteering at a school, at a community center to
be a mentor or coach for children or (on a larger scope) join
their professional practice groups where they can work on
standards of care. I fought for social injustice in my time and
won, but I see that many issues require ongoing advocacy—
for example, by improving the wellbeing of schoolchildren
through healthful lunch programs.

Dorothea Dix
by Valerie Hamel, RN
I was born in Hampden, ME, on April 4 in 1802. My
father was a preacher and spent most of the money he
made selling religious tracts on alcohol, leaving very little
for my mother, myself, and my two younger brothers.
Some of the happiest memories from my childhood were
of my grandfather, who was a doctor. He died when I was
seven, and we moved to Worcester, MA. When I was 12,
I was sent to live with my grandmother, who provided me
with an education and some much-needed discipline. My
grandmother became ill and I was sent to live with my
great aunt back in Worcester. At the age of 14, I opened
a school for small children and at the age of 19, I began
a formal school for older children. I met a suitor and fell
deeply in love. Alas, he made me choose between my love
for teaching and my love for him. I chose teaching and
never sought to marry again. Unfortunately, I had to close
the school after becoming afflicted with tuberculosis.
I sailed for Europe in order to recuperate in Italy, but
never made it to Rome, which was my destination. By the
time I reached England I was very ill indeed, and was
nursed back to health by some very dear friends who were
humanitarians. It was from these friends that I learned
about people who suffered a worse fate than poverty, the
mentally ill. When I became strong enough, I returned to
Boston to discover my grandmother had died and left me a
substantial inheritance.
I began to visit various jails doing volunteer work and
was appalled that in the basements and dungeons of these
buildings, the mentally ill were shackled. They existed
without clothing, adequate food, or heat. I began a vigilant
campaign to improve conditions for them. I traveled
the country and gathered information, then lobbied to
change legislation. I was able to convince governments
to build hospitals for the care of the insane. I expanded
my ambition and traveled the world advocating for the
mentally ill. During the Civil War, at the age of 60, I
volunteered to form an Army Nursing Corps and became
superintendent of nurses for the union army. After the
war was over, I continued my heart’s desire traveling and
lobbying for the humane treatment of the mentally ill until
now, at age 80, I have retired to a private apartment in one
of the first mental hospitals that I helped make possible. I
realize that death is close at hand for me. I am weak and
unable to travel, but will still champion a writing campaign
on behalf of the insane until I can no longer pick up a pen.
I accomplished a great deal in my lifetime, and many
other people have advanced my work beyond anything I
could have ever imagined. There is still much to be done.
With the condition of the current economy, some states are
cutting budgets by closing mental institutions as well as
reducing or eliminating mental health programs. While we
may never fall so far as the dungeons of Boston again, it is
a step backward. My hope is that other nurses will pursue
my dream, and maybe one day all of the mentally ill can
access the services and care they so desperately need.

Lavinia Lloyd Dock
by Raegan D. Ward, RN
I was born Feb. 26, 1858 in Harrisburg, PA. I had the
privilege of being reared by prosperous parents and grew
up with five siblings.
Nursing Leaders continued on page 7
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In 1886 I graduated from Bellevue Training School for
Nurses in New York City. After working as a public health
nurse, I compiled a manual of drugs for nurses. Over
the years, I attended several conferences, wrote several
articles, contributed to books, and also joined the woman’s
suffrage movement. I spoke out about equal rights for
women, worked with the Women’s Trade Union, and spoke
about the need to abolish prostitution. With the help of
Adelaide Nutting and Isabel Hampton Robb, I founded
the American Society of Superintendents of Training
Schools for nurses, an organization which preceded the
National League for Nursing. Finally, in 1896, I joined
Lillian Wald and other nurses at Henry Street Settlement.
I lived and worked at Henry Street for 20 years serving the
impoverished immigrant community on New York’s lower
east side.
At age 50, I retired from nursing, whereupon I joined
the National Women’s Party. I felt strongly about women’s
right to vote, and in 1917, I marched and picketed the
White House under the lead of Alice Paul. I ended up in
jail, albeit briefly.
My career spanned many highlights, including an 1890
manual of drugs for nurses, entitled Materia Medica for
Nurses; the History of Nursing, which I helped Adelaide
Nutting to write; as well as serving as contributing editor
for the American Journal of Nursing for many years.
But I consider my most important accomplishment to be
in helping to ratify the 19th Amendment, which granted
women the right to vote. In 1956 I died from complications
of a hip fracture; I was 98.
If I had the capacity, I would still be trying to help
move public health nursing forward by improving access
to affordable healthcare services. I would also speak out
about modern-day health care and the need for reform. If
you believe in something, let your voice be heard! If you
don’t voice your concerns and ideas about change, then
how can legislative change be enacted? I challenge all
nurses to stand up for your beliefs in the promotion of
health for all!

Edith Cavell
by Jenny Radsma, PhD, RN
University of Maine at Fort Kent
I was born on Dec. 4, 1865, in Norfolk, England, and
was put to death in 1915 at the age of 50 years. I was
executed during World War I on a charge of assisting
Allied prisoners to escape.
My father was a vicar, and from him I gained an
unswerving respect for the truth. I cared for him when

he fell ill in 1895, and it was then I realized I wanted to
be a nurse. I began my training when I was 30. After
I completed my education, I worked for a few years in
England, then moved to Belgium, where I was appointed
matron of the Berkendael Medical Institute in Brussels in
1907. I succeeded in modernizing the standard of nursing
in Belgium, which included opening a school of nursing at
the Berkendael Institute, where I also taught.
Others described me as a humorless and rigid person;
I wish I had been able to laugh or smile more, but I was
never comfortable with levity. To me, life was serious,
especially during the war. The First World War broke
out in 1914 and shortly after, Belgium was occupied by
German troops. The Berkendael Institute was converted
into a hospital for wounded soldiers of all nationalities.
Many of the captured Allied soldiers who were treated
at Berkendael subsequently succeeded in escaping
to neighboring Holland, in large part because of my
assistance. I was aware of the risks involved; but I could not
in clear conscience deny these men the help they needed to
reach safety. Had I not done so, 200 men would have been
put to death. Because my activities were contrary to the
edict of our German occupiers, I was arrested on Aug. 5,
1915, by local German authorities and charged with having
personally aided in the escape of the soldiers.
After being kept in solitary confinement for nine weeks,
I was at my lowest—mentally, emotionally, spiritually, and
physically. As a result, the Germans were successful in
extracting a confession from me, which was the basis of
my trial. I was pronounced guilty and sentenced to death
by firing squad on Oct. 12, 1915. I am buried at Norwich
Cathedral in England. A mountain named in my honor,
Mount Edith Cavell, sits majestically in Jasper National
Park in the Canadian Rockies.
My most notable quote is inscribed on a monument in
Trafalgar Square in London: “Standing as I do before God
and eternity, I realise that patriotism is not enough. I must
have no hatred or bitterness for anyone.”
My desire for nurses continues as before: to alleviate
suffering and promote peace. It is a tall order, I know, as
I see that the 95 years since I died have resulted in more
deaths from war than ever before. Additionally, I see
that human migration from war, hunger, poverty, greed,
religious extremism, and racism are ongoing. Yet, peace
seems like such a simple and constructive alternative;
in healthcare terminology, it improves quality of life, is
efficient, and is cost-effective. Nurses can be instrumental
in achieving these goals, I’m convinced of it. My quote
remains as important today as the day I uttered it.
Best regards to you all as you undertake the important
responsibility of nursing the sick and the well, and for your
efforts to advocate for environments conducive to peace
and health.
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Ana’s Patton, Other Nurse
Leaders Recognized In Modern
Healthcare’s 100 Most Powerful
People In Health Care
SILVER SPRING, MD – Demonstrating the American
Nurses Association’s continued influence in shaping
discussions on health care policy, ANA is pleased to
announce that past President Rebecca M. Patton, MSN,
RN, CNOR, made this year’s list of Modern Healthcare’s
100 Most Powerful People in Healthcare. Patton is one
of nine nurses on the list, including Catholic Health
Association President Sister Carol Keehan, SSM
Healthcare President Sister Mary Jean Ryan, Health
Resources and Services Administration’s Mary Wakefield,
National League for Nursing CEO Beverly Malone,
American Organization of Nurse Executives CEO Pamela
Thompson, National Federation of Nurses President,
Barbara Crane, Director of University of Pennsylvania’s
Center for Health Outcomes and Policy Research Linda
Aiken, and American Association of Colleges of Nursing
CEO Geraldine “Polly” Bednash.
More than 25,000 people were nominated by Modern
Healthcare readers initially; the top 100 was decided by online voters over several weeks. Nurses make a difference
every day in the lives of the patients and communities
they serve. ANA is proud to see so many nurse leaders
recognized, and would like to thank the nurses who
showed support for their colleagues.
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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 Dec. 17 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
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

Opening for CE Program Reviewers

November 2010

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.

11 Portland, PESI. the ultimate one-Day
Diabetes course. $179. 8 a.m.-4 p.m. at the Holiday Inn
Portland West. For additional information: http://www.
pesihealthcare.com

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.

11 Web
seminar,
PESI.
Wandering
and
sundowning: Preventing Problems. $59. 4 p.m. (EST).
For additional information: 800-843-7763 or http://www.
pesihealthcare.com
13 Web seminar, PESI. Wound care: unlocking
the Potential to Heal. $79. 4 p.m. (EST). For additional
information: 800-843-7763 or http://www.pesihealthcare.com
15 Web seminar, PESI. Diabetes essentials: Acute
Complications. $59. 4 p.m. (EST). For additional information:
800-843-7763 or http://www.pesihealthcare.com
17 South Portland, PESI. the ultimate one-Day
seminar on cardiac medications. $179. For additional
information: 800-843-7763 or http://www.pesihealthcare.com
17 Web seminar, PESI. shock: A cellular
Phenomenon. $59. 4 p.m. (EST). For additional information:
800-843-7763 or http://www.pesihealthcare.com

17 South Portland, PESI. the ultimate one-Day
seminar on cardiac medications. $179. 8 a.m.-4 p.m.
at the Wyndham Portland Airport Hotel. For additional
information: http://www.pesihealthcare.com
17 USM/CCE.
mindfulness-Based
stress
reduction: A two-Day intensive. Runs Wednesday, Nov.
17 and Thursday, Nov. 18, 9 a.m.-3 p.m. $295. Abromson
Center. For more information, contact www.usm.maine.
edu, 207-780-5900 or 1-800-787-0468.
18 Web seminar, PESI. Bridging the Divide:
Communicating Across Cultures. $59. 4 p.m. (EST).
For additional information: 800-843-7763 or http://www.
pesihealthcare.com
19 USM/CCE.
Lab
Analysis:
A
systems
Approach to understanding Lab Values and Nursing
Implications. $135. 9 a.m.-4 p.m. Abromson Center. For
more information, contact www.usm.maine.edu, 207-7805900 or 1-800-787-0468.
19 USM/CCE.
Trauma
and
Archetypal
Attachment: Ethical Considerations. $135. 9 a.m.-4 p.m.
Abromson Center. For more information, contact www.
usm.maine.edu, 207-780-5900 or 1-800-787-0468.
30 Web seminar, PESI. Bleeding in Pregnancy. $59.
4 p.m. (EST). For additional information: 800-843-7763 or
http://www.pesihealthcare.com

December 2010
1 Augusta, CCSME. exercise & Fitness as Part of
Treatment Planning. $40; $30 CCSME members. 8:30
a.m. to 12:30 p.m. (sign in/registration begins at 8 a.m.).
Maine Principals Association, 50 Industrial Dr., Augusta.
For more information: For more information: 207-8786170 or http://www.ccsme.org
1 Portland, PESI. skin and Wound care. $179.
8 a.m.-4 p.m. at the Holiday Inn Portland West. For
additional information: http://www.pesihealthcare.com
1 Web seminar, PESI. Liver Function tests. $59. 4
p.m. (EST). For additional information: 800-843-7763 or
http://www.pesihealthcare.com
2 USM/CCE. Managing Multiple Priorities and
Your Time. $150. 8:30 a.m.-4:30 p.m. Abromson Center.
For more information, contact www.usm.maine.edu, 207780-5900 or 1-800-787-0468.
7 Web seminar, PESI. Diabetes essentials: chronic
Complications. $59. 4 p.m. (EST). For additional information:
800-843-7763 or http://www.pesihealthcare.com
8 Web seminar, PESI. Negative Pressure Wound
therapy: evidence and clinical Wisdom. $59. 4 p.m.
(EST). For additional information: 800-843-7763 or http://
www.pesihealthcare.com
9 Web seminar, PESI. environmental and social
Assessment for older Adults. $59. 4 p.m. (EST). For
additional information: 800-843-7763 or http://www.
pesihealthcare.com
CE Calendar continued on page 11
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CE Calendar continued from page 10
10 Portland, PESI. medical Nutrition therapy:
Nutrition
Practice
Guidelines
for
Diabetes,
Hypertension and Lipid Disorders seminar. $179.
8 a.m.-3:30 p.m. at the Holiday Inn Portland West. For
additional information: http://www.pesihealthcare.com
13 Freeport, CCSME. motivational interviewing
Assessment: supervisory tools for enhancing
Proficiency. Two-day seminar, Dec. 13 and 14. $90; $75
CCSME members. 9 a.m.-3:30 p.m. each day (8 a.m.
sign-in and registration). Hilton Garden Inn, downtown
Freeport. For more information: 207-878-6170 or http://
www.ccsme.org
16 Portland, PESI. Fundamentals of critical care.
$179. 8 a.m.-4 p.m. at the Holiday Inn Portland West. For
additional information: http://www.pesihealthcare.com
21 Web seminar, PESI. Diabetes Prevention: PreDiabetes. $59. 4 p.m. (EST). For additional information:
800-843-7763 or http://www.pesihealthcare.com

January 2011
10 Portland,
USM/CCE.
sports
medicine:
orthopedic evaluation for the Primary Health care
Provider. $165. 9:30 a.m.-4:30 p.m. Abromson Center. For
more information, contact www.usm.maine.edu, 207-7805900 or 1-800-787-0468.
20 Portland, PESI. Gastrointestinal Emergencies.
$179. 8 a.m.- 4 p.m. at the Holiday Inn Portland West. For
additional information: http://www.pesihealthcare.com
28 Portland, PESI. end stage Diseases: care When
there is No cure. $179. 8 a.m.-4 p.m. at the Holiday Inn
Portland West. For additional information: http://www.
pesihealthcare.com

February 2011
4 Falmouth, CCSME. tobacco use and its role
in the treatment of co-occurring Disorders. $40;
$30 CCSME members. 8:30 a.m.-12:30 p.m. (sign-in/
registration begins at 8 a.m.) Maine Audubon Society,
Gisland Farm, Falmouth. For more information: 207-8786170 or http://www.ccsme.org
21 Bangor, PESI. Applied eKG interpretation:
skill-Building techniques & treatment Protocols. $179.
8 a.m.- 4 p.m. at the Four Points Sheraton Bangor Airport.
For additional information: http://www.pesihealthcare.com
22 Portland, PESI. Applied eKG interpretation:
skill-Building techniques & treatment Protocols.
$179. 8 a.m.- 4 p.m. at the Holiday Inn Portland West. For
additional information: http://www.pesihealthcare.com
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Confident Voices continued from page 2
motivation for changing these old patterns. Even thinking
and talking about this idea is worthwhile. Organizational
leaders can examine the concept and facilitate important
dialogues. Questions like the ones that follow will surely
get people talking: How do individuals respond to toxic
behaviors now? How has bad behavior impacted them?
What do employees need in order to feel safe when
intervening in disruptive incidents? Tough, honest and
safe conversations can contribute to successful long-term
cultural change.
2. The shift of power supports respectful interactions.
The unwritten rules and fears that keep us silent are
extremely powerful. Worries about job loss, retribution,
or uncertainty about appropriate behavior are very real
factors in maintaining silence. Silent witnesses, regardless
of intention, give more power to bullies and more fear to
victims. When bad behavior occurs in workplaces and
no one speaks up, there is a sense of acceptance for the
inappropriate conduct. This acceptance inadvertently
condones the bullying and isolates the victim. If you put
aside, for the moment, the complications of achieving a
“No Innocent Bystander” standard, can you envision how
an integral power shift could occur when witnesses become
part of the equation? Here are a few examples of how
witnesses might react to bullying situations:
Doctor to doctor: Joe, you’re out of line. Take five
minutes and cool off.

Nurse to nurse: Barbara, talking about Sally behind her
back is disrespectful, and I don’t want to participate.
Nurse to doctor: Dr. Jones, stop it! I’m not going to
stand by while you are yelling at my colleague.
Whether silent or voiced, bystanders have a lot of
power. Doesn’t it make sense to channel this power
constructively?
3. Intervention provides feedback on appropriate
and inappropriate behavior. Speaking up about another
person’s perceived inappropriate behavior makes a
statement about what is not acceptable. This can lead to
important learning and growth opportunities for everyone
present. The victim may have confusing feelings of fear
and anger, and hearing an observer’s opinion may help
the victim to see more clearly how inappropriate a bully’s
behavior is. This is likely to contribute to a sense of
confidence about speaking up, setting limits and honoring
his or her own experience. The bully may find out that
her behavior has a negative impact on others and, more
importantly, perhaps learn that there are consequences
for bullying. Other witnesses can compare their own
reactions to that of the one intervening. Inappropriate
behaviors are not always black and white. Being yelled
at may be more intimidating to some than to others.

Yelling may be a bullying tactic, but not always. It may
vary with perceptions, or be a strategy for overcoming a
noisy environment, hearing deficits or distance. Teasing
out these gray areas requires open and safe discussions in
supportive environments.
In summary, changing the status quo is challenging
work. Yet how exciting will it be to work in environments
where respect is mutual and pervasive? Such workplaces
hold much promise in terms of improving safety, job
satisfaction and quality of care.
Beth Boynton is an organizational development
consultant specializing in issues that impact nurses and
other healthcare professionals. She is a coach, facilitator,
and trainer for topics related to communication, conflict
management, team-building and leadership development
and author of the book, Confident Voices: The Nurses’
Guide to Improving Communication & Creating Positive
Workplaces. She is an adjunct faculty member with
New England College’s graduate program in Healthcare
Administration and contributing University of Florida
faculty for the Forensic Science for Nurses certificate
program. She has also taught for Antioch University and
McIntosh College. She has published several professional
articles and her newsletter, Confident Voices, has
drawn audiences from across the nation for addressing
communication, conflict and workplace dynamics. Her
Web site, www.bethboynton.com, offers more information.
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Book Review: Promoting
Pleasant Events for the
Elderly
Reviewed by Penny Higgins, EdD, RN
Caring for People with Challenging Behaviors:
Essential Skills and Successful Strategies in Long-Term
Care by Stephen Weber Long (Published by Health
Professions Press, 2005, Baltimore, MD).
When I first taught basic nursing to a group of students
in a Massachusetts hospital, my colleagues and I became
very aware of difficulties that even non-traditional
adult students had in using appropriate communication
techniques with their patients. With the help of the
psychiatric nurse instructor with whom we worked, we
were able to strengthen our courses in these techniques.
One of the first areas we discussed was the way in which
patients might react to the stress of hospitalization, and
how students might react to developing the complex role of
caregiver. Caring for People with Challenging Behaviors
by Stephen Weber Long is a text that helps students and
nurses to successfully address a patient’s challenging
behavior. Even though Long’s text is focused upon the
long-term care patient, much of what he writes would
apply to any person who is hospitalized for more than a
few days, and to their caregivers.
The book is written in a straightforward style, and
uses clear language that is easy to understand even
while addressing complex problems. Long stresses the
importance of all staff learning to recognize behavior
problems, possible triggers for the behavior, and how
to analyze, intervene, and often prevent the problem
from occurring. Some of the influences he encourages
staff to recognize are: physical functioning (or changes
in), emotions that might affect actions and interactions,
thinking, behaviors (some behaviors lead to other
negative behaviors), and interactions with others. All
such influences are affected by both internal and external
causes, and may be complicated by a desire for attention,
exercise of power (and nursing home residents, above all,
lack power), revenge and feelings of inadequacy.
Long also emphasizes that the stress levels of caregivers
and staff, as well as their life experiences, are also
implicated in the reactions and interactions with each
other and their patients. He believes that both patients and
staff need to be able to rely upon “pleasant events” in their
daily lives in order to function at optimum levels. Pleasant
events may vary for each of us, but include such activities
as laughing, reading, kissing and hugging, being with a
loved one, watching a favorite show, beautiful scenery, and
so forth. Fewer than five pleasant events per day may place
a person at risk for negative effects of stress. Long includes
a simple assessment for the use of diagnosis. This list is
only one example of the practical materials and exercises
within the 200 pages of the book. In addition to chapter
text and discussion questions, the appendix includes
sample blank forms and handouts that may be copied for
distribution; accompanying posters are available through
the publisher.
There are suggestions for examining and working with
the residents as individuals, much like our familiar nursing
care planning, including the importance of evaluating the
plan with perhaps a redefinition of goals. Throughout the
book there is an emphasis upon looking at each person
as an individual with his or her own unique reactions and
stressors. Long also defines possible obstacles to what
appear to be appropriate interventions.
Changing the culture, which is actually what Long is
discussing, can take a great deal of time for administration
and staff alike. However, long-term care employees and
residents sometimes have years of relationships, and to
optimize the experiences of both is well worth the time
and effort, and of paramount importance to the success of
the institution.
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The Power Behind the ANA-MAINE Web site
by Nancy Tarr RN, MSN
I am no computer geek by any stretch of the
imagination. My computer has icons I have never been able
to figure out and I can kill a hard drive faster than anyone
I know. When I was asked to take over the responsibility
of the ANA-MAINE Web site, I wasn’t sure what was
involved. My only prior experience was managing the
nursing education Web page for the hospital where I was
employed as a continuing education specialist. I felt I knew
enough to be dangerous but not as dangerous as my coworker, who I will not mention by name, but we all know
as our lovable current ANA-MAINE president (hee-hee).
It didn’t take long to realize that we had to have more
control over the content of the Web site and so we ventured
out, looking for a new host. With a lot of input and
encouragement from the Board of Directors and members
of the association, the new site, www.anamaine.org, went
live in December 2009.
I wasn’t sure how it would all come together but I had
one specific goal that was and still is the driving force
behind the site: the Web site had to serve all the nurses
in Maine from student to advance practice and not one
specific population. It needed to function as a resource
where accurate, unbiased and up-to-date information could
be found quickly and easily. As a result, there are over 100
pages of information on nursing practice issues, health
legislation, links of interest, legal help, workplace violence,
help for chemical dependency, human interest stories as
well as everything you need to know about ANA-MAINE
and why you should consider joining.
For the most part, there are some indications this goal
is well under way. For example, I receive e-mails from
other sites that indicate one page or another from www.
anamaine.org is now linked on their Web site. Once in a
while, in my search to find new informative resources on
other healthcare sites, I find a link, which, when clicked,
opens up a page on—www.anamaine.org! The first time
that happened I almost fell off my chair laughing. I also
receive more and more requests from other agencies to add

items to our Calendar of Events or to please create a link to
their site. If your institution has in-house events like CPR
and ACLS classes that are open to other nurses or HCPs,
let us know; we will gladly post them on our site.
There are many pages that could be better organized
and more informative. I lack the experience and expertise
on health legislation and environmental health issues (just
to name a few) to make those pages as good as they could
be. I depend on input from experts such as yourselves to
point me in the right direction, so please don’t hesitate to
contact me.
Google Analytics tells us how people are using the site,
which pages are frequented the most (the page on chemical
dependency tops the list), how they got to the site, what
they are looking for and where they live. Our site is visited
by about 1,000 people a month from over 30 countries
and is translated into at least seven different languages.
Sounds impressive, but I’m not sure that getting pinged by
a country known to harbor hackers is necessarily a good
thing. So it gives me great peace of mind to know we have
a responsible host with policies and procedures in place
designed to protect the information in our databases. And
just an FYI: We do NOT store any credit card information
on the Web site in any way, shape or form.
My job, as I see it, is to maintain and update the Web
site. Every morning I sit in front of my computer with a
cup of coffee going through my e-mails, looking for new
resources and information to include on the site. This
process could take as long as three cups. My other job is
to think of new ways to make the site useable for ANAMAINE: ways to make the incredible work done by all
the volunteers on the Board of Directors and the various
committees easier and faster.
A Web site is just a tool but has amazing potential,
which is, well, only limited by the imaginations of the
people behind it. Who is behind the Web site? You all are!
You are all my best resources, so if you want something
on the site, take a few minutes to send it to me: admin@
anamaine.org. We are always open for business.

Southern Maine Medical Center New
Provider Unit offers its First Program!
Gloria Neault, RN, MSN, CNOR
SMMC Provider Unit Lead Nurse Planner
The Southern Maine Medical Center Provider Unit
in Biddeford, Maine, achieved initial accreditation on May
25, 2010. Our first program was the “Developing UnitLevel Leadership Workshop” held May 27, 2010 with
eleven nurse leaders participating!
Currently ten programs are already “under
construction,” covering a wide variety of specialties. We
are excited that we’re able to provide continuing nursing
education with contact hours. This ability is a valuable
resource for nurses to achieve advanced knowledge
in nursing, both for their career advancement and
professional growth.
“The Southern Maine Medical Center Provider

Unit is an approved provider of continuing nursing
education by ANA-MAINE, an accredited approver by the
American Nurses Credentialing Center’s Commission on
Accreditation.”
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An Open Letter From ANA President Karen Daley
Dear Registered Nurses:
The American Nurses Association (ANA) once again
urges all registered nurses to get the seasonal influenza
vaccine. As nurses, we have an ethical obligation not only
to protect our patients, but also ourselves, our families, coworkers and communities from influenza illness.
In my first year as ANA president, I am eager to inspire
nurses to lead the way to increasing vaccination rates
among all health care workers. It is not acceptable to me
that the seasonal influenza vaccine rate among health care
workers remains below 50 percent, including the rate for
nurses. We know nurses can contract and transmit seasonal
influenza. As the most trusted
profession, we owe it to ourselves,
our patients and the public to be
vaccinated and set the example
we want the nation to follow.
ANA is not a lone voice urging
100% vaccination rates. The
Centers for Disease Control and
Prevention (CDC) recommends
that everyone age 6 months
and older get an influenza

vaccine during this influenza season—registered nurses
included. We also want all nurses to know that ANA
considers seasonal influenza vaccination one of several
important components of a comprehensive infection
control program. The program should address education,
respiratory etiquette, hand-washing, and the use of proper
and effective personal protective equipment. We encourage
you to advocate for stronger infection control programs
at your facilities to address seasonal influenza and other
respiratory illnesses to increase safety for patients and
staff.
During last year’s influenza season, influenza
vaccination moved front and center in the public’s
consciousness due to the pandemic caused by the H1N1
virus. During this season, we have the chance to build
upon the heightened attention that influenza vaccination
received because of the pandemic. While H1N1 is no
longer a pandemic, awareness of the dangers of influenza,
especially for high-risk groups such as people with chronic
health conditions, pregnant women and infants, certainly
has increased. I would fully expect that the recent H1N1
experience will translate into higher RN vaccination rates.

Importantly, the H1N1 virus strain is included in this
season’s influenza vaccine.
Safety and efficacy of vaccines is well established
by research; adverse events are extremely rare. Studies
show that vaccinating health-care workers cuts their
absenteeism, protects their co-workers and families, and
prevents infections and complications among patients.
Influenza season can start as early as September and peak
as late as March. I encourage you to take the time early
in this influenza season to get the influenza vaccine in a
program sponsored by your employer or on your own. It
is crucial that you get protected as soon as the vaccine is
available. I also want to remind you to use a safety syringe
when vaccinating to protect against needlestick injuries
that could lead to bloodborne pathogen exposure.
We’ve compiled an Influenza Toolkit to help you with
resources on influenza disease and the vaccine: www.
ANAimmunize.org/influenzatoolkit. We appreciate what
you do for your patients and to promote public health.
Nurses truly play an important role in Bringing Immunity
to Every Community!
Karen Daley, PhD, MPH, RN, FAAN
ANA President

Unbecoming a Nurse
by Paula Davies Scimeca, RN, MS
In a world that presents
many challenges, it is my belief
that the dilemma of chemical
dependency in the nursing
profession
merits
greater
attention than it has received to
date. By all accounts, the most
conservative estimate is that 1 in
10 nurses will develop a problem
with drugs and/or alcohol within
their lifetime. Some studies
Paula Davies
suggest the prevalence is double
Scimeca
that. Given the millions of nurses
licensed in the U.S. alone, even the lower assessment of 10
percent represents nearly 500,000 individuals. If one were
to calculate this number on an annual basis over a 70-year
span, this would mean that more than 7,000 nurses cross
an invisible line into what often becomes a very visible
problem each year in this country.
Therefore, I feel there is no greater goal than advancing
awareness of the increased occupational exposure nurses
face in carrying out their professional duties. Since 2003,
my efforts have been devoted solely to working with
chemically dependent nurses, advocating for their recovery,
and enlightening others regarding this issue. This endeavor

has convinced me that a more proactive stand must be
taken if this situation is to be improved. To me, the most
effective approach engages all nurses as well as those they
interact with regularly.
While I have presented on the
subject of chemical dependency
in the profession to thousands
of nurses, students and other
groups, millions of nurses and
those they live and work with
have not yet been reached. For
this reason, I have written the
book Unbecoming a Nurse:
Bypassing the Hidden Chemical
Dependency Trap. It reflects
what I have learned in working
directly with hundreds of
chemically dependent nurses over the years. It highlights
the innate and professional risk factors, as well as measures
that may prevent the development of an issue in the first
place. For those who do become chemically dependent,
the book outlines information nurses and their colleagues,
employers and loved ones will find helpful. Behaviors and
traits which may indicate a problem are presented, as well
as warning signs of relapse for nurses already in recovery.
Alternatives to discipline programs are highlighted along
with measures that foster a continuous and uninterrupted

recovery. The chemically dependent nurse’s reluctance
to obtain help is discussed and the need for prompt
intervention and expert treatment is underscored.
Initially, there were two chief aims of this publication.
The first was to outline the adoption of optimal safeguards
which allow nurses to bypass the chemical dependency
trap. The second was to provide accurate information and
support to nurses and student nurses as well as those they
interact with at work, home, school and social events.
While these two goals remain intact, the airing of the
“Nurse Jackie” cable television series presents a third
objective: to eliminate the show’s powerful and wholly
untrue perception that the behavior of Edie Falco’s
character is benign. Nurses in real life who do step over the
numerous lines Jackie crosses in a half-hour segment face
devastating, exquisitely painful consequences. Many of the
repercussions are irreversible and last a lifetime. This book
serves as a graphic chronicle of the impact on a nurse’s
personal and professional life such behavior may have. My
most fervent hope is that Unbecoming a Nurse may offer
all nurses a potent counter-measure for the provocative
scenes displayed on television.
Every effort has been made within our financial
limitations to make this book available free of charge to
state boards of nursing, alternative-to-discipline programs,
nursing libraries and nursing schools throughout the U.S.
Since its publication date of Dec. 31, 2008, over 15 percent
of the initial printing was distributed as complimentary
copies between Jan. 15 and April 22, 2009. Unfortunately,
free copies are no longer available upon request.
One of the most frequent comments from those who
reviewed Unbecoming a Nurse prior to publication was the
hope that there would be anecdotes based on nurses’ actual
experiences throughout the book. While the inclusion of
such narratives may have added depth for the reader, the
confidentiality of those I have worked with over the years
would have been compromised.
For that reason, From
Unbecoming a Nurse To
Overcoming Addiction: Candid
Self-Portraits of Nurses in
Recovery was written. It
chronicles the downward slope
leading to addiction to various
substances and behaviors as
well as compelling testimonies
regarding recovery in the words
of 29 nurses from 20 states.
For
more
information,
see
http://www.
unbecominganurse.org/about.html.
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AACN and ANA Host the Inaugural Senate Nursing
Caucus Event to Release the Results of the
2008 National Sample Survey of Registered Nurses
“What a pivotal role Olympia Snowe plays in advocating
for nurses nationwide. This article, about the inaugural
Senate nursing causus, is an example of how important
a role one can play in forming national opinion, even if
you represent a very small state. Both Sens. Olympia
Snowe and Susan Collins have been extremely supportive
of professional nursing practice, and in particular for
advanced practice nursing in rural areas.”
(Nadine Lamoreau, RN, MSN, FNP, APRN-C, Fort
Fairfield, ME)
Silver Spring, MD—Today, the American Association
of Colleges of Nursing (AACN) and the American
Nurses Association (ANA) hosted the inaugural briefing
of the Senate Nursing Caucus to announce release of
the final results from the 2008 National Sample Survey
of Registered Nurses (NSSRN). Titled “A Snapshot
of America’s Nursing Workforce: Preparing for the
Future Demand,” the event featured an address by Mary
Wakefield, PhD, RN, FAAN, Administrator of the Health
Resources and Services Administration (HRSA). Prepared
every four years by HRSA, the NSSRN compiles the most
comprehensive data available on the registered nurse (RN)
workforce in the U.S., including information on education,
diversity, employment setting, career satisfaction, and
factors related to the future supply of RNs.
Senator Jeff Merkley (D-OR), co-chair of the Senate
Nursing Caucus, began the event by introducing Dr.
Wakefield and explaining the importance of nursing to the
healthcare delivery system. ““My wife’s career as a nurse
has helped me understand the integral role these providers
play in our health care system. As a co-chair of the Senate
Nursing Caucus, I appreciate Dr. Wakefield’s breakdown of
the 2008 National Sample Survey of Registered Nurses—
her analysis can help us advance the discussion on how to
best support and advance the nursing profession,” stated
Senator Merkley.
“The findings from the 2008 National Sample Survey
of Registered Nurses shows what an effective partnership
between HRSA and the nursing community can yield,”
said Dr. Wakefield. “Funding for faculty development
has helped increase the number of young nurses entering
the profession. We are also encouraged by the increasing
diversity of the workforce which HRSA fully supports.
These gains are critical to ensuring that nursing is ready to
embrace the opportunities that health reform presents.”
Held at the Capitol Visitors Center in Washington,
DC, the event was well attended by Congressional staff,
nursing leaders, and organizational representatives, and
demonstrated the importance that quality data has to
creating policies that will help build a robust nursing
workforce. “The National Sample Survey of Registered
Nurses enables us to plan for future demand and evaluate
the distribution of RNs and their ability to meet the needs
of American patients. These data are especially critical for
states like Maine that have pockets of remote populations.
I look forward to the future work of the Senate Nursing
Caucus so that we can thoughtfully address needed policy
challenges,” said Senator Olympia Snowe (R-ME), cochair of the Senate Nursing Caucus.
AACN and ANA were honored to host this briefing as
the inaugural event of the Senate Nursing Caucus. AACN
President Kathleen Potempa, PhD, RN, FAAN, remarked,

“We are pleased to be a part of this historic event that
highlights the intersection of nursing education, practice,
data, and policy. On behalf of our members, we look
forward to continuing our work with the Senate Nursing
Caucus, HRSA, ANA, and members of the nursing
community to ensure America’s patients have access to
quality nursing care.”
“As the landscape of health care changes, it is vitally
important that we have a nursing workforce that can adapt
and address these changes. We appreciate the value of a
forum like the Senate Nursing Caucus to address the issues
that impact nursing, and we welcome a healthy exchange
of ideas that will serve to strengthen the nursing workforce
and ultimately improve the quality of care we provide,”
said ANA President Karen Daley, PhD, MPH, RN, FAAN.
Formed on March 25, 2010, the Caucus is co-chaired by
Senator Merkley, Senator Mike Johanns (R-NE), Senator
Barbara Mikulski (D-MD), and Senator Snowe. Since that
time, nine additional Senators have joined the Caucus to
help advance nursing policy. “I have tremendous respect and
admiration for nurses,” Senator Mikulski said. “Nurses are
the front lines of the healthcare system, but too often they are
overworked, underpaid, and underappreciated. I am proud to
be a founding co-chair of the Senate Nursing Caucus, and I
will continue to fight for policies that create opportunities for
nurses now and help educate the nurses of tomorrow.”
“We established the Senate Nursing Caucus to hone in
on the barriers the national nursing shortage has presented
to high quality patient care. The nursing profession offers
a dynamic career opportunity for individuals seeking
an intense and rewarding position. I am pleased to join
my colleagues in the Senate Nursing Caucus to host our
first briefing and seek ways to address RN workforce
concerns,” said Senator Johanns.
For more information about the Senate Nursing Caucus
see:
h t t p : / / w w w. a a c n . n c h e . e d u / G o v e r n m e n t /
SenNursingCaucus.htm and
http://www.nursingworld.org/SenateNursingCaucus.
aspx
For more information about the National Sample Survey
of Registered Nurses see:
http://bhpr.hrsa.gov/healthworkforce/rnsurvey
For more information about AACN and ANA see:
http://www.aacn.nche.edu and http://www.nursingworld.org
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Detecting, Managing, and
Preventing Pulmonary
Embolism
by Penny L. Andrews, BSN, RN, and
Nader M. Habashi, MD, FACP, FCCP
Expiration Date: December 31, 2013. No CE contact
hours (CH) will be given after this date.
Purpose:
To help nurses enhance their ability to care for patients
with pulmonary embolism (PE).
Objectives:
• Describe the pathophysiology of PE.
• Identify the signs and symptoms of PE.
• Discuss the management of PE.
Description:
PULMONARY EMBOLISM (PE) occurs when a
pulmonary artery becomes blocked—usually by
a blood clot that has broken free from its site of
origin and embolized or migrated to the lungs. If
misdiagnosed, unrecognized, or untreated, PE can
cause death quickly—within just an hour. It’s fatal in
up to 26% of cases.
Read the article [http://nursingworld.org/mods/
mod503/PEarticle.pdf]. ANA-Maine members can then
click on the link to take the test [https://nursingworld.
org/ce/veri_register.cfm?mn=503].
Author:
Both authors work at R. Adams Cowley Shock Trauma
Center in Baltimore, Maryland. Penny L. Andrews is
a staff nurse; Nader M. Habashi is medical director of
the Multitrauma Critical Care unit.
The planners and authors of this CNE activity have
disclosed no relevant financial relationships with any
commercial companies pertaining to this activity.
Contact Hours
1.6 contact hours will be awarded to nurses who
successfully complete this CNE activity.
The American Nurses Association Center for
Continuing Education and Professional Development
is accredited as a provider of continuing nursing
education by the American Nurses Credentialing
Center’s Commission on Accreditation.
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Managing Anger and Aggression
in the Healthcare Setting
by Crystal M. Wiley, BA
Research has demonstrated that anger and aggression
are two emotions that nurses encounter in the healthcare
setting for which they are ill-prepared. In fact, workers in
healthcare settings are 16 times more likely to experience
violence (emotional, verbal, physical and sexual) than
other service workers and that an effective strategy for
management must include training of staff (Anderson,
2002, pp. 352, 363).
A study conducted by Rowe and Sherlock (2005)
concluded that education is warranted for all staff,
“especially for those who may have learned maladaptive
and/or passive aggressive behaviors in coping with
stressful situations” (p. 247). “Both men and women lack
skill in anger management” and in addition to the social
consequences, “poorly managed anger has been linked
to hypertension, coronary artery disease, and a number
of other diseases” (Thomas, 2003, 351). Other evidencebased findings correlated with anger and aggression in
the workplace include increased turnover rate, decreased
job satisfaction, increased call-out rates, and potentially
decreased quality of nursing care (Rowe and Sherlock,
2005, p. 247). Furthermore, Smith and Hart (1994)
suggested that when nurses encountered angry patients
their cognitive ability and professional response was
hindered by the emotional arousal that was experienced
(p. 645). As a result, “nurses must be prepared to deal
with anger of patients, family members, physicians, and
colleagues—as well as their own anger” (Thomas, 2003,
p. 353).
The ways in which people actually respond to anger is
based on uniquely individual characteristics, such as past
experiences, level of frustration, perceived threat, level of
self-confidence, and other emotions as well (Smith and
Hart, 1994, p. 643). In addition, Smith and Hart concluded
from their studies that a nurse’s individual interpretation
given to a patient’s anger, as well as the nurse’s perceived

ability to manage the situation, were also imperative
factors in the outcome (p. 644). “Only when self-efficacy
was perceived as adequate for that given situation did
nurses tend to move towards helping the angry patient
(connecting). If self-efficacy was appraised as low, nurses
tend to move away from the angry patient (disconnecting)”
(Smith and Hart, 1994, p. 645). Thomas (2003) also
concluded that “unfortunately, a nurse’s response to a
patient’s anger is often a defensive one that actually fuels
more anger,” and when nurses perceived patient anger as a
personal attack, nurses tended to disconnect (pp. 353, 354).
Additional findings with respect to anger in the workplace
included horizontal hostility.
Due to the extent of mismanaged anger and based on
the current research findings of nursing implications and
management, nurses need to be prepared to deal with
anger and aggression at the workplace in constructive
ways—regardless of whether the anger comes from
patients, colleagues, or other healthcare providers. As
Thomas (2003) described, nurses can employ a number of
evidence-based approaches to lessen anger from patients
or verbal abuse from physicians. In respect to managing
patient anger, Thomas suggested several techniques, which
include remaining calm and speaking softly to help the
patient discover why he or she is angry. Validating the
patient’s complaint while setting limits on inappropriate
anger expression are also important strategies. Specific to
dealing with verbal abuse from physicians, Thomas (2003)
recommends: “Remember that you are not responsible for
the abuse and need not defend yourself. It does not matter
what alleged acts of omission or commission provoked
the doctor, you do not need to be yelled at or insulted”
(p. 355). In other words, it is okay to ask colleagues for
support in the face of a verbal tirade. Other research-based
anger management strategies are “(a) taking constructive
action on the precipitants of anger whenever possible, and
(b) when no constructive action is possible, finding healthy
ways to discharge the strong physiologic arousal of anger

through exercise, laughter, or calming techniques, such as
meditation” (Thomas, 2003, p. 356). Rowe and Sherlock
(2005) advocate that “nurse managers must employ creative
strategies to enhance morale in the current healthcare
environment,” employ strict policies surrounding issues of
anger and abuse, and to provide educational programs for
staff (p. 247).
Stokowski (2007) stated that “de-escalation is a valuable
therapeutic intervention that can be used by nurses to help
counter the growing problems of aggression and violence
in mental healthcare settings. It is, however, not necessarily
an intuitive skill, and most nurses will benefit from formal
training and practice in using de-escalation strategies”
(p. 7). De-escalation techniques that experienced mental
health nurses find to be helpful in a crisis as provided
by Stokowski included: Assess the situation promptly,
maintain a calm demeanor and voice, use problem-solving
with the individual—ask ‘What will help now?’—be
empathetic, and avoid an argumentative stance. Student
nurses can also incorporate anger and aggression
management and employ de-escalating techniques, all of
which are beneficial skills to effectively deal with people
who are upset and aid in improving optimal outcomes.
In conclusion, incorporating this evidenced-based
research and the suggested methods of “de-escalating”
angry patients and physicians is critical. It is imperative
to integrate these research findings and suggestions in
one’s professional nursing practice. In this way, issues can
be prevented from evolving as a result of mismanaged
anger and aggression, and thus, patient quality of care,
satisfaction with job, reliability of work availability and
schedule remain unjeopardized. As cited in this reflection,
each article highlights important subject matter. Smith
and Hart (1994) determined that nurses who interpret
patients’ anger as a personal attack managed the anger
differently than those who perceived patients’ anger
as an expression of fear and anxiety. As a result, they
concluded the importance of self-efficacy in managing
anger expression. Smith and Hart also stated that “time
and experience emerged as important factors in learning
successful management of anger in the professional
context” (p. 650). Findings by Thomas (2003) indicated
that mismanaged anger is detrimental to physical health
and patient care and that “once educated about anger and
empowered to act appropriately on behalf of his or her
rights as a human being, each nurse has a vital obligation
to the profession. Each has a part to play in creating a
more humane and satisfying workplace, and ultimately
a more powerful profession” (p. 357). Lastly, Rowe and
Sherlock (2005) encouraged self-reflection and appropriate
management of anger and aggression, both of which are
accomplished through education of all staff. Research
findings indicate that the consequences of mismanaged
anger are physiologically and psychologically damaging.
In other words, properly managed anger and aggression
improves outcomes in the healthcare setting for nurses and
ultimately for their patients.
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Why Join ANA-MAINE?
by Sue Henderson, M.A.
There are many reasons to join ANA-MAINE.
Membership provides an opportunity for networking,
learning from each other and learning about the skillful
and talented nurses within our state. Involvement provides
for growth in knowledge and skills and the opportunity to
develop leadership skills at both the state and national level.
When one joins ANA-MAINE, one also joins the American
Nurses Association. Thus, there is the added opportunity
to participate at the national level via elected positions or
just by attending events. ANA-MAINE strives to inform
members about political issues pertinent to nursing and
health care at both the state and national level. We support
student nurse associations, by recognizing their service to
the profession and helping them attend national conferences;
thus membership assists in developing future leaders.
We work to provide quality continuing education. We
work collaboratively with other organizations in supporting
and planning programs. Last spring the American
Nurses Association and the Maine Medical Association
collaborated on presenting a program on the health effects
of global warming. We present educational offerings at
our annual meeting and conference and other venues. We
provide AACN approval of continuing education programs.
Our new Web site provides information about upcoming
events as well as a continuing education calendar in addition
to information about Maine’s Alternative to Discipline
program. Our Web site links members to ANA’s Web site,
which contains information about professional practice,
environmental issues and programs to increase workplace
safety—including safe staffing guidelines and initiatives,
priniciples of delegation and nurse sensitive quality
indicators. The concept of Magnet is an ANA initiative.
ANA programs work to decrease workplace violence,
skeletal muscle injuries, and exposure to pathogens.
Our Web site is interactive and allows members to
comment on issues and communicate with each other
all over this vast state. Also listed on the Web site is a
career site, and a list of benefits to members such as travel
discounts, pet insurance, malpractice insurance and many
others.
Nursing is a profession. A characteristic of a profession
is that its licensed practitioners are self- governing. Selfgovernance begins with a professional organization that
is inclusive of all branches of nursing, a concept that has
historically provided for the growth and development
of the organization. The American Nurses Association
has served and continues to serve this role for the nursing
profession. Foundational documents of ANA include the
Social Policy Statement, the Code of Ethics and Standards
of Care, as well as the Scope and Standards of Practice.
As one becomes involved with ANA, one becomes aware
of the very many ways this organization advocates for our
practice and for our patients. ANA’s Web site is a rich source
of information. As one small example, it describes the
healthcare reform bill passed this year in relation to nursing
and ANA’s positions on healthcare reform. Membership
in ANA-MAINE provides an opportunity to play a role in
shaping your profession at both the national and state level.
The mission of ANA-MAINE is to work for the
improvement of health standards and availability of
healthcare services for all Maine people, to foster high
standards for nursing, and stimulate and promote the
professional development of nurses. We advocate for
financial and environmental conditions that promote
recruitment and retention of nurses in the healthcare systems
of Maine. ANA-MAINE supports the American Nurses
Association’s Scope and Standards of Practice and the ANA
Code of Ethics for Nurses.
If you’re not already a member, please consider
becoming one. Your membership fees go a long way to
make our association and our profession stronger. For more
information, visit http://www.anamaine.org/index.cfm.
Sue Henderson is associate professor of nursing at St.
Joseph’s College of Maine, Standish.
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