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2010 Award Winners to be Honored at
9th Annual Convention
The Massachusetts Association of Registered
Nurses proudly presents the 2010 Living Legends
in Massachusetts Nursing, Excellence in Nursing
Practice and Scholarship Award Winners. Please
join us in honoring these dedicated nurses at the

2010 MARN President’s Award

2010 Living Legends and Excellence in Nursing
Awards Dinner
Friday, April 16, 2010
Cocktail Reception
6:00 pm-7:00 pm
Dinner and Awards Ceremony
7:00 pm-9:30 pm

Greer Glazer, RN, CNP, PhD, FAAN
Angela Nannini, PhD, RN, FNC

Massachusetts Board of Registration in
Nursing—100 year Anniversary

Excellence in Nursing Education

Excellence in Nursing Research

Maggie Kelly- Hayes, EdD, RN, CRRN, FAAN, FAHA

Excellence in Nursing Practice

2010 Living Legends in Massachusetts Nursing

Karen Sherwin, RN

Mae Futrell, PhD, RN, FAAN, FGSA,
Pioneer in Advanced Nursing Gerontology.
Former Chairperson of the Nurse
Practitioner Program at the University of
Massachusetts in Lowell.

Mary A. Manning Mentoring Award

Christine Mitchell, RN, MS, MTS, FAAN
Associate Director of Clinical Ethics
Division of Medical Ethics
Harvard Medical School

Pamela Gorgone, BSN, RN, CNOR

Theresa Gallivan, RN, MS

Ruth Lang Fitzgerald Memorial
Scholarship

The MARN Board of
Directors is pleased to
announce the hiring of
Diane
Rollins
Jeffery
as our new Executive
Director. Her first official
day of employment will
be on January 25th at our
monthly board meeting.
During the late winter and
early spring, Diane will be
working closely with Mary
Diane Rollins
Manning and the Board to
Jeffery
insure a smooth transition
for MARN.
Diane has a Masters Degree in Public
Administration as well as a degree in Political
Science and Psychology. She comes to us
with extensive organizational management
skills. Within the League of Women Voters of
Massachusetts, she has held two positions as Vice
President: VP of Membership and Training and VP
of Program and Action and from 2007-2009 was
the League President. She hails from Norwood and
is the mother of three children.

9th Annual Spring Convention
MARN Nursing Awards Dinner
Friday, April 16, 2010
6:00 pm - 9:30 pm

CALL FOR POSTERS
MARN 9th Annual Spring Convention
All convention participants are welcome to
contribute posters. Posters will be displayed
near the exhibitors so that all who attend
will have an opportunity to see them.

Giving Voice to Lateral Violence:
Reality, Recognition and Response
Saturday, April 17, 2010
7:30 AM – 2:30 PM

Go to www.MARNonline.org to see
guidelines for poster submission
Completed poster submission form is due by
April 1, 2010.
Presort Standard
US Postage

Keynote Speaker
Martha Griffin, RN, CS, PhD

PAID

current resident or

Welcome to the New
MARN Executive Director

Permit #14
Princeton, MN
55371

A Caring Moment:
Sponsoring a Nursing
Student
Sponsor a nursing student or a new graduate to
attend the 2010 MARN Spring Conference: Giving
Voice to Lateral Violence: Reality, Recognition
and Response on April 17. Your sponsorship will
provide the opportunity for our future nurses
to hear nurse experts; attend a special student
forum with the Massachusetts Student Nurses
Association and network with nurses who
share their passion for the profession. The full
conference rate for MASNA and full time students
has been reduced to $55.00.
Promote the future of nursing and show your
support for our nurse colleagues of today and
tomorrow by sponsoring a student or new graduate
to attend MARN’s 2010 Spring Conference.
The names of all sponsors will be listed
in the Summer Edition of the
MAssachusetts Report on Nursing.

Loretta LaRoche
Humor Consultant

See Conference Registration Information
on page 2.
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9th Annual Spring Convention

PO Box 285
Milton, MA 02186
617-990-2856
newsletter@MARNonline.org

Speakers

Keynote Speaker
Martha Griffin, RN, CS, PhD
Director of Nursing Education and Research,
Boston Medical Center
Loretta LaRoche
Loretta LaRoche Productions
Humor Consultant

9th Annual Spring Convention
Giving Voice to Lateral Violence: Reality,
Recognition and Response
Saturday, April 17, 2010

Pat Aylward, RN, MS, CCRN
Nurse Manager
Medical Intermediate Care Nursing
Brigham and Women’s Hospital
Christina Buettner
President, Massachusetts Student
Nurses’ Association (MaSNA)

MARN Annual Breakfast Meeting
7:30 AM to 8:45AM

Continental Breakfast,
Exhibits and Registration
8:00AM-9:00AM

Creating a Nursing Culture of Mutual
Respect: Confronting Lateral
Violence in Practice
Martha Griffin, RN, CS, PhD
9:00AM-10:00AM

Break, Exhibits, and Raffle
10:00AM-10:30AM

Nancy Hughes, MS, RN
Director, ANA Center for Occupational and
Environmental Health
Shellie Simons, PhD, RN
Assistant Professor
University of Massachusetts Lowell
Cidalia Vital, RN, MS, CNL,CPAN
Peri Anesthesia Clinical Nurse Specialist
Baystate Medical Center

Panel Presentation
10:30AM-11:45 AM

Workplace Violence:
ANA National Perspective
Nancy Hughes, MS, RN
11:45AM-12:30 PM

MaSNA Annual Meeting
Exhibits and Buffet Lunch
12:30PM-1:30PM

The Joy of Stress
Loretta LaRoche
1:30PM – 2:30PM

Board of Directors
President
June “Toni” Abraham, MS, APRN-C
Vice President
Anne Manton, PhD, APRN, RN, FAAN
Secretary
Lindsay Gainer, RN, MSN, CPON
Treasurer
Trish Bowe, RN, MS
Directors
Susan Conrad, RN, PhD
Barbra Gray, RN, BSN
Andrew D. Harding, MS, RN, CEN, NEA-BC
Margie Sipe, MS, RN
Theresa Spinelli, RN, ANP
Tara Tehan, RN, MSN, MBA
—Committee Chairs—
Awards
Maura Fitzgerald, MS, RN

9th Annual Spring Convention
Registration Information

Lateral Violence in the Workplace:
Reflections on Lessons Learned

PO Box 285
Milton, MA 02186
617-990-2856
newsletter@MARNonline.org

Please include check or money order made
out to MARN for the exact amount or you may
choose to register and pay by credit card online
at www.MARNonline.org.
Return registration form and check to:
MARN, PO Box 285, Milton, MA 02186.
Registrations MUST BE postmarked no later
than April 1, 2010.
❑ $70 Awards Dinner ONLY
MARN Members
❑ $90 Conference Only 4/17/10
❑ $160 Awards Dinner and Conference
Non-Members
❑ $125 Conference Only 4/17/10
❑ $185 Awards Dinner and Conference
MASNA and Full Time Students
❑ $55 Convention Only 4/17/10
Part Time Students
❑ $75 Convention Only 4/17/10
I want to sponsor a student
❑ $ 55.00 Student sponsorship-conference only
Total: ____________________
Name: ___________________________________________
Address: _________________________________________
City, State,Zip ____________________________________
Email: ___________________________________________
Phone: (

) __________________________________

Fees are non-refundable.
Checks returned for insufficient funds will be subject
to an administrative fee.

Continuing Education
Judy Sheehan, MSN, RN
Nurse Peer Review Leader
Health Policy
Angela Nannini, PhD, FNP, RN
Fran Sculley, MS, RN
Membership Committee
Cidalia J. Vital, RN, MS, CNL
Mentoring Advisory Board
Cynthia Ann LaSala, MS, RN
Bylaws
Cammie Townsend MS/MBA
Nominations & Elections
Karen Manning, MSN, RN, CRRN, CNA
Spring Convention Planning
Peggie Griffin Bretz, MSN, RN
Newsletter Editor
Myra F. Cacace, MS, APRN, BC-ADM, CDE
MARN Staff
Executive Director
Diane Rollins Jeffery
Administrative Assistant
Lisa Presutti
Mentoring Program Coordinator
A. Lynne Wagner, EdD, RAN, MSA, LCCE, FACCE
Policy for Accepting Announcements for the Newsletter
MARN encourages organizations and educational institutions to
submit announcements about continuing education opportunities
and upcoming events that are of interest to nurses.
Please note: The announcement can not exceed 75 words.
Fees must be included with submissions.
The Fee Schedule is as follows:
MARN Approved Providers/Sponsors—$25
Non MARN Approved Providers/Sponsors—$50
Payment can be mailed to MARN, PO Box 285, Milton, MA
02186. Please include a copy of the announcement and contact
information (name, address, telephone, Email) with the check.
Please email copy to www.MARNonline.org.
For more information, contact info@MARNonline.org.
For advertising rates and information, please contact Arthur L. Davis
Publishing Agency, Inc., 517 Washington Street, PO Box 216, Cedar
Falls, Iowa 50613, (800) 626-4081, sales@aldpub.com. MARN and the
Arthur L. Davis Publishing Agency, Inc. reserve the right to reject any
advertisement. Responsibility for errors in advertising is limited to
corrections in the next issue or refund of price of advertisement.
Acceptance of advertising does not imply endorsement or approval
by the MAssachusetts Association of Registered Nurses of products
advertised, the advertisers, or the claims made. Rejection of an
advertisement does not imply a product offered for advertising is
without merit, or that the manufacturer lacks integrity, or that this
association disapproves of the product or its use. MARN and the
Arthur L. Davis Publishing Agency, Inc. shall not be held liable for
any consequences resulting from purchase or use of an advertiser’s
product. Articles appearing in this publication express the opinions
of the authors; they do not necessarily reflect views of the staff,
board, or membership of MARN or those of the national or local
associations.
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Editorial
Politics is No Party
Myra F. Cacace
Party politics as usual and it is starting to sound
like a broken record!
Day after day I turn on NPR news and hear
stories about the latest political issues. Reports on
Health Care Reform, in particular, seem to indicate
that legislation has seemingly come to a halt as
our Congress continues to sidestep the primary
issue; that change in the system is sorely needed.
Voting on various measures has been strictly along
party lines. Sensational lies are being told and
the public is scared. President Obama has been in
office for only 15 months and the voting public is
being persuaded to blame the ills of the world on
him and the Democrats. The reality is that there
is no quick fix and that only by working together
keeping the best ideas despite party ideology, will
an effective solution be found for every citizen.
Politics is NO Party!
A change in the present health care delivery
system is vital in order to put a lid on rising health
care costs and increase our ability to provide fair
and economic care to all our citizens. Insurance
premiums continue to rise, while cover fewer
services. Nurse practitioners who will soon have
status as primary care providers (PCPs), will be
reimbursed 15% less than physicians regardless
of the high quality care provided. This would
at least make more sense to me if people who
choose nurse practitioners as PCPs get a break
in their out-of-pocket cost. In addition, medical
practices employing nurse practitioners will
receive less money for their services. So who really
benefits from this arrangement? How does this
arrangement ensure that nurse practitioners are
utilized to their fullest potential of providing high
quality economically sound health care?
Pharmacy costs continue to climb, along with
the cost of prescription insurance plans. Many
pharmaceutical companies have discontinued their
indigent medication programs (providing needed
medications to our poor and elderly) because all
Massachusetts citizens are now required to have
health insurance. Pharmaceutical companies have
new restrictions placed on them, making it harder
for them to provide free lunch, pens and toys. This
must positively affect their bottom line, but has
not translated into lower cost to us. Congress still
refuses to take on the Pharmaceutical companies
by allowing us to find a cheaper option. Thank
Heavens for Walmart, Hannaford, and Target, who
provide several generic prescription medications
at a reasonable cost.
What can we do? The MARN Health Policy
Committee has some ideas. They have a plan to
create, grow and maintain a grassroots network
that is designed on a 3-prong approach. Please read
about the MARN Action Team (M.A.T.) on page 4.
Join the grassroots effort to effect change.
One last word of apology: The fee for the CE
unit was not included in the last issue. But, there
is still time to get CE credit! I invite any nurse
interested in completing that CE unit to go to the
MARN website: info@MARNonline.org (click on
newsletter) to access the post-test, registration &
price information: $25 (MARN members) or $35
(non-MARN members).
I hope you enjoy this edition of the
MAssachusetts Report on Nursing. I look forward
to seeing many of you at the 9th Annual MARN
Annual Meeting and Gala Awards Celebration (see
p 2). I encourage you to get involved and maybe
together we can bring our voices and collective
wisdom to the party!

President’s Message
Toni Abraham
The new calendars are on
our desks, everyone from
networks to historians has
reviewed 2009, people have
“taken stock of themselves”
and many of the resolutions
made on New Year’s Day
have already been broken
or modified to reflect
humanities finicky moods.
What is left? Realistic
goals (hopefully) which
Toni Abraham
individuals, agencies and
organizations can fulfill in
the coming year.
I too have been reflecting on my past year. I
would like to believe that I have made plans to
begin 2010 with purpose and resolve, always
having the core of my “professional” mission to
be the care and well-being of my patients and the
staff. I have worked to promote the health of the
homeless population for sixteen years. Even after
all that time I never tire of hearing the stories
of my patients. Neither do I find it difficult to
listen to the concerns of the caring health care
professionals I work with.
Human beings always strive to do better and I
am no different. Often there are thoughts that my
efforts just aren’t good enough or that I’ve totally
“missed the boat.” I am confident, however, that
colleagues will steer me, ever so thoughtfully, in
the right direction when necessary.
2010 will also see significant changes for
MARN. We announced that our Executive
Director, Mary Manning RN, planned to retire last
year. Since then, a Search Committee has hired
a new ED, Diane Rollins Jeffery. Ms. Manning
will mentor Diane over the first quarter of 2010,
beginning her solo flight as MARN’s ED by the end
of April.
We are also coming to the close of our year of
the Mentoring Matters pilot. It has been wonderful
to follow the progress of the program coordinator,
Lynn Wagner and the mentors and mentees over
the past year. I sincerely hope that MARN will be
able to take the information Lynn has collected
and use it to replicate the model in a more global
fashion. I want to express my heartfelt gratitude to
Lynn and all the nurses who participated in this
endeavor. My hat is off to each of you!
As MARN President, I have placed a special
emphasis on the issue of volunteering. I can
truthfully say that the nurses in Massachusetts

are keeping the selfless act of volunteering alive
and well. Articles authored by nurses and student
nurses from across the state have been written
regarding their various volunteering experiences.
Springfield’s Project Homeless Connect Day was
one event that created memories for the MARN
team while they assisted homeless persons in that
part of the Commonwealth. Other stories spoke
of travel to third world countries, where nurses
staffed clinics, providing needed vaccinations
and education about basic health practices to
needy communities. Every story was fulfilling and
enlightening.
We learned that Volunteering can be FUN! The
newly established Team MARN spent a cold day
and rewarding day in Boston, working in Tent B at
the Boston Marathon. Looking forward, November
will see us at the Diabetes Health Fair in Boston,
teaching people as only nurses can. Team MARN
will meet again in April for this year’s Boston
Marathon and I know that there will be more
opportunities on the horizon.
MARN is anticipating another change
with the upcoming election of a new Board of
Directors. This is my last President’s Message.
My experiences as your president have been
more rewarding than I ever expected. I had the
privilege of attending the ANA House of Delegates
and Constituent Assemblies where I met other
state presidents and executive directors as well as
national leaders within the ANA. As President, I
have met so many outstanding men and women;
people who are dedicated to their families as well
as their profession. The committee chairs and
board members dedicate hours behind the scenes
to make MARN a vibrant and vital organization.
“Thank you” seems trite but is heart-felt. It has
been an honor and a privilege to serve all of you
in my small way. MARN continues to grow,
supporting the nurses in the Commonwealth.
In closing, I am happy to be a part of
an organization that is “committed to the
advancement of nursing standards and practice,
and to continuing professional development of
registered nurses across the Commonwealth who
share the belief that greater achievement occurs
in an environment that embraces mutual respect
of diverse perspectives, a spirit of collegiality, and
the advocacy role of the nurse to individually and
collectively shape quality health care.” (MARN
Vision Statement).
I believe in MARN’s mission and will continue
to be part of it’s efforts in advancing nursing in
Massachusetts.
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MARN Health Policy in Action
Second Annual Political Forum Exceeds all Expectations
MARN Members

MARN entered the State House in force on
February 5th 2010 for our Advocacy Beyond the
Bedside: Nurses Influencing the Political Process
in Massachusetts event at the State House which
was a resounding success! The event, moderated
by MARN Health Care Policy Committee cochair, Angela Nannini, put close to 100 nurses
and students from the Commonwealth in a
position to hear and discuss their views with four
Massachusetts State nurse legislators: Jennifer
Callahan, Christine Canavan, Mary Grant, and Kay
Kahn. The assembly then participated in a group
exercise in analyzing legislation led by Diane
Miller. At the end of the day, attendees were given
lobby tips and directed to their legislators offices
for a meet and greet with their elected officials.

Going to the MAT for
Nursing
The MARN Action Team—MAT cordially
invites you to join this new and exciting
team. When you join you will be lending your
voice to those matters affecting all nurses in
Massachusetts. When you join, you agree to be
informed about issues affecting those we care
for. When you join, you will be standing up for
yourself and your colleagues by creating an active
electronic network that can quickly respond to
legislative issues. Your support is needed in Going
to the MAT for Nursing!
You can support MAT in two ways—
➢ Join the Legislative Response Team—this
team is comprised of MARN members who
agree to contact their legislators by email,
in writing or by telephone when there is
a matter before the legislature affecting
nursing or health care. When you join
MAT you will receive education on how to
communicate with your legislator and other
important materials.

An Act Relative to Assault and Battery on Health Care
Providers: A Nurse Speaks Out
George O’Neil, RN
There are 2 bills up for debate on Beacon Hill
regarding penalties for assault on a healthcare worker
while on duty. S.1753 and H.1696 will provide for the
same penalties for assault on a nurse or other care
provider in a hospital as currently applies to an EMT
or Paramedic on the street. The assault on any one
of us is an injustice that should not be tolerated. The
statistics are mind-numbing:
• In 2008, 80% of nurses surveyed had
experienced some form of violence at work,
most commonly from patients.
• Workers in the healthcare sector are 16 times
more likely to encounter violence at work than
any other service profession.
• The National Institute of Occupational Safety
and Health reported that more than 9,000
HCW’s are verbally or physically abused on
the job every day!
• In a 2008 study, nearly 80% of surveyed
nurse leaders had experienced some form of
violence within the work setting. 53% were
subject to violence most commonly from
patients. Nurses that work in the Emergency
Room claim that patients are their greatest
source of violence.1
• A June 2008 study shows that workers in the
healthcare sector are 16 times more likely to
be confronted with violence on the job than
any other service profession.2
• In 2008, the Workplace Violence Research
Institute (WVRI) estimated that more than
16,000 threats are made each day across
industries, while at least 700 workers are
attack and another 43,800 are harassed.3
• The National Institute of Occupational Safety
and Health further refined these figures for
just healthcare workers and determined that
more than 9,000 healthcare staff members are
either verbally or physically abused on the job
every day.4
While nurses are encouraged to contact
Massachusetts legislators asking them to support
these bills, we must take action now to keep
ourselves safe in the work place.
Instances of abuse are not confined to the ED or
hospital units and it is not just the dementia patients
or intoxicated who assault us. Usually there is little
or no documentation to about abuse when it happens
to us. Anecdotal reports will not give us the evidence
we need to demonstrate a need for increased security

presence or to change the culture throughout the
healthcare industry that this is “a part of the job.”
Customer service driven responses by health care
institutions to assaults on nurses have pervaded
for years. Nurses must document every instance
of verbal or physical assault while on duty. Every
nurse and caregiver is highly encouraged to file a
variance report with
the hospital every
Workplace violence
time we are yelled
against nurses and
at and accosted with
other health care
obscenities, profanities
or
threats;
every
workers can range
time we are bumped,
from verbal and
pushed, spit upon,
emotional abuse
kicked or punched.
Armed with enough
to physical assault
data, we can demand
and homicide and
a shift in the culture
is not uncommon
of safety and respect
for all of us, while we
in hospitals and
care for our patients
other health care
and
provide
for
settings. This
their safety. Together,
violence can be
we
can
demand
ac k nowledgement
perpetrated by
that a nurse is not a
patients, families,
punching bag, nor
friends, visitors,
is it appropriate for
patients, families or
and even covisitors to treat us
workers
with any less respect
than which we treat
them.
To find out how to contact your state legislators,
go to www.congress.org, then type in your zip code,
then “GO.” This will bring you to a page with all your
national and state elected officials and their contact
information.
1

2

3

4

www.nursingmanagement.com July 2008 by Richard
Hader, RN, CHE, CPHQ, NE, BC, PhD, FAAN tiled
Workplace Violence Survey 2008
Derrickson Moore, S. “Healthcare workers are more
likely to face violence than any other worker in the
service profession.” 2008. www.Icsun-news.com/
sunlife/ci_9640486 (27 June 2008).
Kaufer, S. & Mattman, J.W. “Workplace violence: An
employer’s guide,” 2001. www.workplaceviolence.com/
articles/employers_guide.htm (28 June 2008)
Derrickson Moore, S. “Healthcare workers are more
likely to face violence than any other worker in the
service profession.” 2008 www.Icsun-news.com/sunlife/
ci_9640486 (27 June 2008).

➢ Join the Legislative Testimony Team—
being on this team means that you possess
an expertise or competency in a particular
subject area and you are willing to share
your knowledge and expertise with the
Health Policy Committee. It also means that
you are available to submit verbal testimony
during selected legislative hearings.
For more information about MAT, please visit
www.marnonline.org. or call 617-990-2856.

Lessons Learned in the Political Process
➢ You are the expert on nursing practice and
health care. Nurses are generally considered
credible and trustworthy and legislators
rely on our experience and expertise for
information and guidance on many health
policy issues.
➢ Remember,
that
advocacy
involves
relationship building. Get to know your
legislator!
➢ It’s not enough to file a bill. Vision, strategic
planning and persistence are necessary.
Passage of any bill involves a multistep process and the ability to overcome
numerous obstacles. Strategies for success
include identification of key legislators
on both sides of an issue and mobilizing a
broad base of support.
➢ On average, it takes 5 to 7 years to pass a
piece of legislation. The process of passage
and enactment is a purposefully difficult
process designed to ensure good laws.
➢ Just because a law is passed, doesn’t mean
the intended change occurs. Resources are
needed to implement, oversee and enforce
laws. Unfunded mandates hold no promise
for change or implementation.
➢ Politics is not simply about passing
legislation. Sometimes bills are filed to
give a voice and visibility to an issue. The
primary goal in this case is to foster change
through increasing dialogue and awareness
rather than by creating a new law.
➢ Timing and synergy around an issue are
critically important in politics and public
policy. The lack of visible or vocal support
for changing public policy or passage of
legislation represents sure death for the
issue in the political arena!!!
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MARN Volunteer Spirit: Alive and Well
Volunteer Opportunities

Nurse Managed Health Centers: A Blueprint for
Establishing Population-Based Health Services
was omitted. The article was authored by Ellie
Vanetzian, PhD, RN, who graciously accepted
my apology. Unfortunately space prevents my
reprinting of the article in this issue, but Dr.
Vanetzian writes:

Join the Team MARN at the
114th Boston Marathon
Monday April 19 2010
See Bulletin Board for details

As you know the idea of open and free health
care through community clinics is really taking
its place in the media. Today we saw a whole
segment on TV showing one that is opening
in Kansas to a great deal of fanfare. According
to the announcer, many people there who
have never had health care now have a place
to go without being seen in the ER where no
one wants them except in emergencies. I also
thought that this model could be an inspiration
for nurses who wanted to practice in an
autonomous role.

Save the Date:
Team MARN at the Diabetes Expo
November 6, 2010
10am-4pm
Patriot’s Place, Foxboro, MA
More info coming in future issues of the
MAssachusetts Report on Nursing
Inadvertent omissions
No matter how many times we proof an article
there are times when something gets missed. In
the December Edition of the MAssachusetts Report
on Nursing, the author of the article entitled

Please feel free to read this article: Visit
marnonline.org and click on newsletter.

MARN Continuing Education Committee

Western Workshop

8:30 am – 12:00 pm
Wednesday, May 19, 2010
Baystate Health Education Center
361 Whitney Avenue, Holyoke, MA 01040
Space is limited – Register online today!
❑
❑
❑

❑

This workshop is for you if:
You are new lead nurse planner who needs to
be oriented to MARN and ANCC criteria.
You
are
looking
for
development
opportunities for nurse planners in your
provider unit.
You are thinking about offering an
educational program this summer or next
fall and want to offer contact hours that carry
MARN/ANCC approval
Your provider unit wants to become an
approved provider through MARN

Agenda:
8:30-9:00 am

Registration, Networking, and
Continental Breakfast
9:00-9:30 am
MARN/ANCC Update
9:30-10:00 am
Hands On Application
Workshop
Roundtable Discussion and
Consultation with Approver
Unit Experts:
• Activity Educational
		 Design
• Requirements for
		 becoming an Approved
		 Provider Unit
• Commercial Support,
		 Conflict of Interest,
		 Disclosure
• Nuances of submission
• Best practice, network,
		 sample provider
		 application table
10:00-10:15
Break
10:15-11:15
Hands On Application
Workshop Continues!
Roundtable Discussion and
Consultation with Approver
Unit Experts
Can either stay at same table,
or move to a new table!
11:15-11:45
Wrap Up/Q&A
11:45-12:00
Evaluation
Registration Information and Deadline
Scroll down for a printable registration form.
You can now register and pay online with your credit
card to guarantee your space!
To register and pay online, please go to
http://www.MARNonline.org
Registration Fee:   $89
Discounted fee $79 MARN Members Only
Registrations MUST BE received online or
postmarked no later than May 7, 2010
Registration fees include continental
breakfast and materials.

Registration fees are non-refundable. No purchase orders or
payments will be accepted at the door. Checks returned for
insufficient funds will be subject to an administrative fee

For additional information or
if you have questions, please contact
infoce@marnonline.org
This activity will be submitted to the Rhode Island State
Nurses Association for approval to award 2.5 contact
hours. The Rhode Island State Nurses Association
is accredited as an approver of continuing nursing
education by the American Nurses Credentialing
Center’s Commission on Accreditation.

Registration
Feel free to make additional copies of this registration
form as necessary.
❑
❑

Non-MARN Member: Fee $89
MARN Member: Discounted Fee of $79

Name:_________________________________________________
Organization: _ ________________________________________
Address: _______________________________________________
City, State, Zip: _________________________________________
Phone: (      )_ _________________________________________
Fax: (      )_____________________________________________
Email: _________________________________________________
Please check as appropriate:
❑ I have limited experience in planning continuing
nursing education (CNE)
❑ I/my agency is interested in becoming a provider of
CNE
❑ I/my agency is currently/has been a
❑ Provider ❑ Sponsor of an Activity
Approval status was granted by: ❑ MARN
❑ Other:_ ________________________________________
Please submit two reasons for attending the forum or two
questions you would like answered at the forum:
1. ____________________________________________________
____________________________________________________
2. ____________________________________________________
____________________________________________________
• To guarantee your space, you can now register and
pay online!
Please go to http://www.MARNonline.org
• To register by check, please mail this completed form
AND check payable to MARN to: Cammie Townsend,
MARN Staff Support, 70 Warren Road, Ashland, MA
01721
• The registration deadline for ALL registrations is
May 7, 2010.
Registration fees are non-refundable. No purchase
orders or payments will be accepted at the door.
Checks returned for insufficient funds will be subject
to an administrative fee
The Massachusetts Association of Registered Nurses,
Inc. is accredited as an approver of continuing nursing
education by the American Nurses Credentialing
Center’s Commission on Accreditation.
Directions to the Baystate Health Education Center
361 Whitney Avenue, Holyoke, Massachusetts can be
found at info@marnonline.org.

Light, Three Sugars
Barbara Blakeney
I barely noticed him that first year—a tall thin
man ringing the bell next to the Salvation Army
red kettle outside the grocery store. He had arrived
shortly after Thanksgiving, and I rushed past
him on Saturday mornings, intent to finish my
shopping. Occasionally, I’d drop some change in
the kettle and mumble an acknowledgment to his
“God Bless You” as I moved away quickly. When
he returned to the same spot the following year,
I regarded him more closely. His face was carewarn with life’s troubles etched around the eyes
and mouth. I dared to pay attention. His bright
blue eyes that hid under their heavy lids sparkled
as he said his “God bless you.” to everyone who
deposited a bit of change. I left a bit more change
that year and returned his smile. I also made eye
contact that warmed me when I did.
As Thanksgiving approached I found myself
wondering if he would be there this year. There
he was—same spot. I found myself smiling as
I headed into the store. This year I made eye
contact, gave him a smile and a wave as I entered
the store. Each Saturday from Thanksgiving
until Christmas I found myself looking forward
to our brief encounter. Each Saturday I stopped
for a few moments to chat. Collections were good
and getting better. Yes, he was at this store four
days a week. Yes, he helped out at the Salvation
Army all year. I liked how he really looked at me
and I found myself doing the same. I was a bit
embarrassed that I hadn’t actually done that until
now. He didn’t seem to notice.
One bitterly cold morning, I bought him coffee,
light, three sugars, and we chatted. Although I
didn’t learn about the trials and tribulations in
his life, I felt that life had been tough for him.
Sometimes you can just read a face and know. And
yet there was peacefulness in his eyes, a sadness as
well, that told me he was working hard at making
it back. My belief in redemption was strengthened.
From that point, we established a new routine
every Saturday. I brought him coffee, and we
would chat for a few minutes. The Saturday before
Christmas, I told him how much I enjoyed talking
with him and wished him well. As I turned to
leave, he asked me my name. He smiled when I
told him, to which he replied that he would pray
for me. I thanked him and said that I would do the
same. Wonderful things happen when we take the
time to be in the moment.
He will be on my mind often throughout this
year, and I look forward to buying Joe a coffeelight, three sugars—next Thanksgiving. I really
hope I get that chance.
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Clio’s Corner
1910: The Board Of
Registration In Nursing
Is Established
Mary Ellen Doona
2010 marks the centennial of nursing
registration in Massachusetts. From April 29,
1910 when Govenor Eben[eezer] Draper (1858-1914)
signed An Act to Provide for the Registration of
Nurses into law, through the decades to 2010, the
Board of Registration in Nursing ensures that each
nurse it registers meets the minimal standard of
competency. As Mary E. P. Davis (c.1840-1924), who
spearheaded the quest for registration told nurses
at a public hearing in Dean Hall in Worcester,
Massachusetts, the law would protect the public
from “counterfeiters, fakers, incompetents and
exploiters” (Report).
People had always nursed others. Trained
nurses were not opposed to this. They were
opposed to those who had not graduated from
a training school in a general hospital passing
themselves off as trained nurses. Nurses wanted
to protect the public, to be sure, but they were not
free of self-interest. They also wanted to protect
their own earning power.
Economics had also influenced their days
as pupils. In 1873 hospitals used pupil nurses
to assume the domestic chores of ward maids,
washing bandages, patients’ faces, and the dishes.
They mopped floors and carried clothes to the
laundry. These tasks were “incidental” and had
little to do with nursing, said Mary E. P. Davis, but
the training interspersed between these tasks was
“fundamental.” Despite having to do non-nursing
tasks, the hospital, the Massachusetts General
Hospital in Davis’ case, provided the opportunity
to “get what we were after” (Parsons, p. 45). Then,
as now, nursing was learned at the patient’s side.
The cheap labor of pupil nurses became
increasingly necessary to the economic vitality
of hospitals especially as they transformed
into treatment centers. The bright caps and
white aprons of young pupil nurses conveyed a

message of care to those who were hesitant to
turn to hospitals for treatment. As the Training
School Movement caught on, more and more
Massachusetts hospitals added glossy photographs
of pupil nurses in their crisp uniforms to their
annual reports.
By 1903, there were 47 training schools in
Massachusetts, 28 of which had been established
in the 1890s. Even the best of them were not
good, for nursing’s leaders were caught in a snare.
Patient care was alluring as a training milieu
but nursing had been grafted onto the hospital’s
domestic chores which endangered the nascent
profession. As necessary as pupil nurses were
for patient care (few graduate nurses practiced in
the hospital setting), hospital administrators and
doctors would not honor nursing as an autonomous
discipline. Part of the problem was the patriarchism of the day. Men were the heads of hospitals as
they were the heads of their families. Women were
not expected to be independent. In fact, they were
disenfranchised: as they would not get the vote
until 1920. Most significant of all, hospitals were
not educational institutions and pupil nurses were
not tuition-paying scholars.
Medicine’s control over the fledgling profession
is understandable given the context of the times.
What was regrettable then and remains so to
this day is how medicine’s control stymied the
best efforts of nurses to make sure that pupil
nurses were educated as well as used. As the
nineteenth-century neared its end, nurses
focused on professionalizing strategies. They
gathered alumnae of training schools into
alumnae associations, created what would
become the American Nurses Association (1896)
and the National League for Nursing (1893) and
published the American Journal of Nursing (AJN)
(1900). These feats of organization testified to
nursing commitment to its discipline. Still, those
achievements were insufficient to establish
nursing’s autonomy. Their next step was to enlist
the aid of the public. What was not accorded by
professional courtesy, nurses reasoned, might be
obtained by the law. Ultimately, nurses wanted
nursing education, and thus its future, to be in
nursing’s hands.
Fortuitously, a shocking instance had presented
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itself in Jennie Toppham who after being expelled
from the Boston Training School (BTS), was hired
by doctors in Boston and Cambridge to care for
their patients. When four members of a family
Miss Toppham was caring for died suddenly
though they had been well along the road to
recovery, alarms were set off. Miss Toppham was
accused, tried and found guilty of poisoning her
patients with morphine, then an unrestricted and
easily obtained drug.
Headlines, such as “Poison in Stomach”
splashed across the daily papers as the trial
progressed (Boston Globe, 10/31/01, 1-5). The editor
of the AJN hurled a shot at the doctors who hired
Nurse Toppham while at the same time celebrating
the BTS for holding to professional standards and
protecting the public. The Toppham case and
other far less scandalous cases pointed to the need
for nursing control of the profession and public
protection.
During the winter of 1902, nurses from the
Massachusetts General Hospital, Boston City
Hospital, the Newton Hospital training school
alumnae associations and Boston’s Nurses Club
planned their next move. They wasted no time
scheduling a mass meeting for February 26, 1903.
Almost three hundred nurses and many of their
medical allies crowded into Faneuil Hall, that
mild winter day. The resolution was read:
Resolved:
We
the
trained
nurses
of
Massachusetts declare in a mass meeting
assembled,
that
it
is
expedient
and
advantageous to have a bill passed to regulate
the practice of professional nursing in the State
of Massachusetts.
Before the quest for legislation could proceed,
they organized and established the Massachusetts
State Nurses Association (precursor to the MNA
and MARN). Mary E. P.
Davis was nominated for
president from the floor, but
she declined the in order
to chair the Legislative
Committee. Mary M. Riddle
(1856-1936), then of the
Boston City Hospital and
former
superintendent
of the Newton Hospital
(1904),
accepted
the
position despite her other
Mary M. Riddle
obligations. She was then in
her first term as president of
the Alumnae Association (precursor of ANA) and
on the Board of the AJN.
MSNA submitted its bill: An Act to Regulate
the Practice of Professional Nursing of the Sick to
the Massachusetts Legislature. Missing the point
entirely, Governor John Lewis Bates (1859-1946)
dismissed the bill as unnecessary. Medical men
Clio’s Corner continued on page 7
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and women, he stated, could handle the matter.
The Legislative Committee withdrew that bill
vowing to present another the next year.
This time the loudest complaints came from men
in nursing, who favored the registration bill but
protested their exclusion because they had trained
in specialty hospitals. Their schools, such as those
in psychiatric hospitals, had prepared them to care
for a specific population and not for nursing. They
joined with doctors whose opposition spilled over
onto the pages of the Boston Evening Transcript,
the newspaper of Boston’s elite, accusing nurses of
being a trust and a trade union. The Boston Globe,
the paper of ordinary Bostonians, concluded that
the men opposed the bill because nurses were the
“nominators and examiners” (1903, 3). The level of
the opposition was in many ways a measure of the
nurses’ united power. The medical men, however,
were more powerful, as time would show.
From 1903 to 1910, MSNA’s Legislative
Committee sent eight different bills to the
Legislature. Concessions made by nurses led to the
1903 An Act to Regulate the Practice of Professional
Nursing of the Sick, which several iterations
later became the 1910 An Act to Provide for the
Registration of Nurses. Nurses wanted a board
of five nurses who had graduated from at least a
two-year training school and had eight years of
nursing experience. The 1910 Act also called for a
five-person board but it was of mixed composition.
Governor Draper appointed Edwin Harvey, M.D.,
the Secretary of the Board of Registration in
Medicine, to be a member
ex-officio; Charles Drew,
M.D., the superintendent of
City Hospital in Worcester
which had a training school
(est’d, 1883); and, three
nurses, Mary M. Riddle,
president of the MSNA
and now president of the
Superintendents
Society
(precursor
to
National
League for Nursing), Lucia
L. Jaquith, superintendent
Lucia L. Jaquith
of the Memorial Hospital
Photo reprinted with
in Worcester, and Mary permission of the American
Antiquarium Society
Elizabeth
Shields,
an
1887 graduate of the MGH
Training School for Nurses, representing the
Boston’s Nurses Club.
The Board of Registration in Nursing was
situated in the Board of Registration in Medicine’s
offices, Room 159 of the State House. Clearly,
the narrowed focus of the Act, the two medical
men on the Board, and its setting in medicine’s
territory indicated that though doctors were in the
minority, they were still in charge. That the doctor
suggested that Riddle should chair the Board
supported that nursing’s power was derivative, a
gift from medicine, and not a professional right.
Piling indignity on indignity, Section 5 of the
new law permitted untrained nurses who could
provide testimony of having done nursing for the
five years before 1910 to apply for licensure until
1911. That particular provision must have galled
nurses who had tried so hard to erect a boundary
between the trained and untrained. If they had
to swallow this bitter pill, they made sure their
heartburn would be visible on the record:
—the untrained nurse with five years of socalled experience, [is] evidently being regarded
by the law as an equal in professional ability
and fitness for service in the sick room to the
trained nurse, [who has had] three years of
constant drill and experience in a general
hospital. This clarification in the opinion of the
Board, is very unjust, both to the trained nurse
and to the public; nevertheless, such is the law
given to the Board to administer.
Another provision must have provided solace.
Section 10 clearly stated that anyone falsely
claiming to be a registered nurse or who used
“R.N” would be fined no more than one hundred
dollars. In addition, anyone being registered under
an assumed name would be fined no less than
one hundred dollars nor more than five hundred
dollars, and/or imprisoned (Registration, 1910, 6).
The law was not the expected panacea but it did
give the trained nurse a legal status. On October
1, 1910, on the AJN’s tenth anniversary the law
went into effect. Three days later, the new Board
of Registration in Nursing met in the BORM
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offices. Of the 630 applicants they reviewed, 592
were approved for registration. Among those listed
were: William Bunting, Charles Edward Ludwig
(McLean Hospital Training School 1889), Frank
Gilmore Magruder, John Harrison Strawser and
Fred Lincoln Whitcomb, the Commonwealth’s first
male registered nurses.
When the certificates were distributed
November 15, 1910, the first one went to Mary
M. Riddle. In one year’s time, November 10,
1911, she would administer the first State Board
Examination to one hundred and two nurses. For a
century now, the Board of Registration in Nursing
has repeated the task each year determining which
graduates will be distinguished as R.N.s.
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CE CORNER
The Light Continues to Shine:

MARN Maintains National Accreditation Status
as a Continuing Nursing Education Approver
The Massachusetts Association of Registered
Nurses has successfully reapplied for and retained
national accreditation status as an Approver Unit
from the American Nurses Credentialing Center
(ANCC).
“ANCC re-accreditation recognizes the excellent
guidance and commitment of our volunteers in
ensuring that the providers we approve make
available to Massachusetts nurses the highest
quality continuing education possible.” (Toni
Abraham, MARN President)
The American Nurses Credentialing Center’s
system for accreditation of continuing nursing
education
is
a
voluntary
peer-reviewed
accreditation process. Our continuing education

committee underwent an in-depth analysis of their
continuing nursing education approval process
to determine our capacity to critically evaluate
providers of continuing nursing education for their
quality and adherence to professional standards.
MARN’s ANCC accreditation status, which
includes annual reviews, is valid for six years.
To earn national accreditation status once is a
tremendous accomplishment and source of pride.
To maintain ANCC Accreditation status another
full cycle underscores the commitment of our
entire organization to continually strive hard
to work together to meet the continuing nursing
education needs of the nurses we serve.
ANCC is the largest and most prominent nurse
credentialing organization in the United States.
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CE Unit
Multiple Sclerosis: A Multi-faceted Disease
Multiple Sclerosis: A Multi-faceted Disease
INDEPENDENT STUDY
ONF-08-10-I
This independent study has been developed to help
nurses understand multiple sclerosis. 1.56 contact
hours will be awarded for successful completion of this
independent study.
The Ohio Nurses Foundation (OBN-001-91) is
accredited as a provider of continuing education in
nursing by the American Nurses Credentialing Center’s
Commission on Accreditation.
Expires May, 2010.
DIRECTIONS
1.
Please read carefully the enclosed article
“Multiple Sclerosis: A Multi-faceted Disease.”
2.
Complete the post-test, evaluation form and the
registration form.
3.
Please return: Completed Post Test, Registration
Form and Evaluation Form, and a check made
out to MARN ($25 members; $35 non-members)
to MARN Newsletter, P.O. Box 285 Milton, MA
02186
The post-test will be reviewed. If a score of 70 percent
or better is achieved, a certificate will be sent to you. If a
score of 70 percent is not achieved, a letter of notification
of the final score and a second post-test will be sent
to you. We recommend that this independent study be
reviewed prior to taking the second post-test. If a score of
70 percent is achieved on the second post-test, a certificate
will be issued. If you have any questions, please feel
free to call Zandra Ohri, MA, MS, RN, Director, Nursing
Education, ext. 1027, or Sandy Dale, ext. 1030, Ohio Nurses
Association at (614) 237-5414.

Developed by:
Barbara G. Walton, MS, RN
NurseNotes, Inc.
Milan, Michigan
OBJECTIVES
Upon completion of this independent study, the
learner will be able to:
• Describe the pathophysiology of MS.
• Identify medication used to treat MS and
related nursing implications.
• Recognize nursing interventions to deal
with symptoms of MS.
This independent study was developed by:
Barbara Walton, MS, RN, NurseNotes, Inc., Milan,
Michigan. The author has no vested interest.
There is no commercial support for this
independent study.
This independent study is presented by:
Ohio Nurses Foundation, 4000 E. Main Street,
Columbus, Ohio 43213-2983, 614-237-5414, www.
ohnurses.org
I. Pathophysiology of Multiple Sclerosis.
It is estimated that 400,000 Americans are
affected by multiple sclerosis (MS). It typically
strikes between the ages of 20 and 50. Some
patients experience a limited number of “attacks”
and remain healthy for decades, while other
patients deteriorate rapidly from the time of
diagnosis.
MS is characterized by the formation of
multiple lesions or plaques along the nerve fibers
in the brain and spinal cord. MS is thought to
be an autoimmune process, but what triggers
this process is still unknown. Cells that identify
antigens are somehow triggered to interpret one
of the components of myelin as foreign. When
antigen presenting cells introduce the myelin
antigen to T cells, the T cells pass the blood brain
barrier and launch an attack on the myelin sheath
of the neurons. The attack on myelin activates
more T cells and other inflammatory factors
such as cytokines are released and more damage
is sustained to the myelin. With demyelination,
transmission of information via axons becomes
more difficult. Besides myelin damage and
loss, damage to the axon of the neuron may also
result. This is called axonal injury and can yield
permanent loss of neural function. There may
also be damage and loss of oligodendrocytes.
Oligodendrocytes are the cells that produce
myelin. If these cells become disabled, there

may be a cessation of remyelination. MS is a
waxing and waning disease made up of periods of
demyelination (exacerbations, attacks or relapses)
and remyelination (remissions).
What triggers MS? Factors that trigger MS
remain largely unknown, however a number
of hypotheses exist. One popular belief is that
viruses trigger MS. Blood antibody titers to viruses
are elevated in many MS patients. Viruses include
varicella zoster, vaccinia, rubella, Epstein-Barr,
human herpes virus 6 (HHV-6). The HHV-6 virus
antibody is also detected in the cerebrospinal fluid
of some MS patients. Being able to identify these
viruses may give us insight into the diagnosis and
treatment of MS in the future.
Another trigger may be environmental factors.
MS occurs more often in countries with a
moderate cool climate. The greater distances from
the equator, the higher the incidence of MS. There
is a hypothesis regarding vitamin D deficiencies
or greater need for vitamin D in cooler climates.
Because inclimate weather, rain and snow keep
people indoors, there is a lack of exposure to
sunlight, thus a vitamin D deficiency or greater
need for vitamin D results. Lack of vitamin D
may result in formation of free radicals that in
turn leads to myelin damage. Vitamin D also
plays a role in stimulating transforming growth
factor (TGF beta-1) and interleukin-4 production,
which in turn may suppress inflammatory T cell
activity. There is evidence vitamin D may actually
provide a preventative effect for patients at risk of
developing MS.
Genetic risks for MS exist too. MS is seen in
greater number in northern European Caucasians
and has the lowest incidence in Asians. While
no specific genes have been identified, MS is 10
to 50 times higher for persons with an affected

relative than a person with no family history.
It is suspected that multiple genes, along with
environmental factors or a viral trigger are
involved.
Types of MS. There are four main types of MS as
follows:
• Relapsing-remitting: episodes of acute
worsening with some amount of recovery
and no progression in between. This is the
most common form of MS, diagnosed in 85%
of all MS patients.
• Primary progressive: continuing worsening
of symptoms and loss of function, without
any distinct relapses.
• Secondary progressive: Starts as relapsingremitting MS, and converts to a progressive
form with gradual loss of function.
• Progressive relapsing: progressive disease
from the onset, with acute relapses and
continuing disease progression.
Another term being used to describe MS in
some patient is “benign MS.” Benign MS occurs
when a patient experiences only one symptom,
remains fully functional and there are no MRI
changes. The one symptom may be optic neuritis
by itself. Malignant MS is a term used to refer to
very rapidly progressing disease that leads to
severe disability and death within a very short
period after onset.
Clinical Signs and Symptoms of MS: This
module is titled MS: A multi-faceted disease,
because signs, symptoms and deficits vary greatly
from patient to patient with MS. Below is a table
describing the more common signs and symptoms
of MS.

Signs and Symptoms of MS
Symptom

Discussion

Fatigue

90 % of all MS patients report fatigue. Fatigue does not correlate
to disease severity or progression.

Depression

The second most common symptom reported by 70 % of all MS
patients. Like fatigue, depression does not correlate to disease
severity. Suicide is 7.5 times greater in the MS population than
general population.

Motor Involvement

May occur early in the disease, especially in patients who
present with multiple symptoms. Weakness in an affected limb,
progressing to spasticity, hyper-reﬂexia, clonus, extensor plantar
responses and muscle contractures may be present.

Visual Involvement

Blurring or haziness that can evolve to vision loss. Periorbital
pain may occur and optic neuritis (inﬂammation of the optic
nerve) is a common presenting symptom.

Sensory symptoms

Can be very vague and difﬁcult for the patient to characterize.
May be described as a squeezing, burning, numbness or tingling
type sensation. Sensory symptoms may be transient but may
progress to loss of dexterity.

Tonic spasms

Brief increases in ﬂexor muscle tone in one or more limbs. Pain
is often associated with tonic spasms.

Brainstem symptoms

Symptoms arise from cranial nerve involvement. Cranial nerves
originate along the brainstem. Ophthalmoplegia (optic nerve
pain) and nystagmus (rapid eye movement side to side), facial
numbness, weakness or pain (trigeminal neuralgia) may occur.

Cerebellar involvement

Intention tremors, which can become disabling are frequently
seen. Ataxic gait and truncal ataxia, dysarthria (difﬁculty forming
words) and scanning speech may be seen. Ataxia is the inability
to coordinate muscles to complete a voluntary activity.

Genitourinary symptoms

Urinary urgency, frequency, incontinence, hesitancy and retention
and urinary tract infections may be seen at any time during the
course of the disease. Constipation is also a common problem.

Cognitive deﬁcits

40 to 60% of patients with MS will elicit some degree of
cognitive impairment. Short term memory loss, being easily
distracted, inability to concentrate, difﬁculty managing complex
tasks and confusion may be seen.
Multiple Sclerosis continued on page 9
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II. Diagnosis and Treatment of MS
Diagnosis of MS. MS is usually suspected
based on the patient’s symptoms. Symptoms
highly suggestive of MS include gait disturbances,
optic neuritis, persistent double vision, and/
or numbness. These symptoms may occur
periodically, then resolve and be absent for months
or years. It is important to take a comprehensive
history of the patient to include not only
symptoms, but also family history, exposure to
viruses and environmental exposure. Once MS
is suspected, further diagnostic tests should be
ordered to confirm or rule out the diagnosis. Other
tests include:
Magnetic Resonance Imaging (MRI) scans will
reveal lesions or plaques in the white matter that
depicts demyelination. MRI’s are also helpful
in tracking the progression of the disease.
Gadolinium is often used to enhance the view of
MRI’s. Gadolinium will highlight new or active
lesions that may come and go. Lesions detected
without gadolinium represent more severe and
permanent tissue loss.
Lumbar Puncture: may reveal the presence
of specific antibodies as well as an excess of
inflammatory proteins.
Visual Evoked Potentials (VEP): demonstrate
a reduced transmission of impulses across nerve
fibers due to demyelination. VEP’s are most
sensitive to MS related damage.
Diagnosis of MS is confirmed when patients
demonstrate lesions separated in time and space,
i.e., more than one lesion in more than one
location occurring at more than one point in time.
Treatment of MS: There is no cure for MS, thus
treatment is aimed at three areas to include: a)
treatment of relapses, b) disease modification and
c) symptom management.
Relapse Treatment: A relapse is defined as new
or worsening neurological symptoms greater than
24 hours in duration. Relapses usually evolve
over a period of 1 to 7 days, plateau for several
weeks and resolve to some degree over weeks to
several months. Some patients may experience a
pseudorelapse, which is a worsening of symptoms
due to concurrent illness, fever or infection. It
is important to distinguish a true relapse from a
pseudorelapse. Nurses should question patients
about cold and flu symptoms, infections, fever,
chills, aches, pains, urinary urgency, burning on
urination, etc. to ascertain the difference.
Once it is determined the patient is undergoing
a true relapse; the usual treatment is high doses
of glucocorticosteroids either orally and/or
intravenously. It is felt glucocorticosteroids hasten
the resolution of the acute symptoms of a relapse,
but do not alter the course of the disease. A
common regimen is methylprednisolone 1gm/day
IV for 3 to 5 days followed by an oral prednisone
taper. It is important for nurses to teach patients
about the side effects of steroid therapy. Side
effects include a metallic taste in the mouth,
weight gain, restlessness, mood swings, insomnia,
and stomach upset. Some patients may experience
psychosis or blurring vision, which may be very
upsetting to the patient. Side effects from longterm use of steroids may include cataracts, GI
bleeding, diabetes, acceleration of atherosclerosis,
and osteoporosis. Because of the seriousness
of the long-term side effects, infrequent and
short-term courses of therapy are the optimum.
Patients requiring long-term steroidal use must be
monitored for the development of side effects.
Disease Modification: In 1993, with the
introduction of interferon therapy, treatment
for MS changed dramatically. Interferon beta-1b
(Betaseron®) was approved in 1993 for treatment
of ambulatory patients with relapsing-remitting
MS. In 2003 Betaseron® was approved for use
in patients who had progressed to secondary
progressive MS. In 1996 Interferon beta-1a
(Avonex®) was approved for use with patients
experiencing their first clinical episode and
exhibited MRI changes consistent with MS. In
2002, another interferon-beta 1a (Rebif®) was
approved for relapsing forms of MS.
How interferons work: In MS it is thought
that inflammatory T cells migrate to the central
nervous system and are reactivated. Upon

reactivation, cytokines are released that begin to damage myelin and axons. Interferons are thought to
interfere with the initial stimulation of the T cells and preserve the integrity of the blood brain barrier,
thus preventing the migration of the T cells into the central nervous system. Hence the name interferon,
as they “interfere” with this process. Below is a table describing the use of each of the interferons.
Drug

Interferon-beta 1b
Betaseron®
Interferon-beta 1a
Avonex®
Interferon-beta 1a
Rebif®

% Reduction
in Relapse

Dose, Route &
Frequency Administered

Special
Considerations

31%

250 mcg
Subcutaneous
Every other day

May be used with an
auto injector.
Requires reconstitution
prior to injection

32 %

30 mcg
Intramuscular
1 time per week

Requires refrigeration
Available in a pre-ﬁlled,
pre-mixed syringe.

32 %

22 to 44 mcg
Subcutaneous
3 times per week

Available in a pre-ﬁlled,
pre-mixed syringe.
May be used with an
auto injector.
Requires refrigeration.

Side effects of interferons are similar. Many
patients experience flu-like symptoms with the
first few injections. These include fever, malaise,
muscle achiness and stiffness. Usually these
symptoms dissipate with time. If they do not,
adjusting to a lower dose and gradually increasing
to the desired dosage may help. Also taking the
injection in the evening and using antipyretics
may be helpful to many patients.
Another side effect of interferons is injection
site reaction, particularly with subcutaneous
injections. Injection site reactions may appear as
redness, pain, lumps and itching. Intramuscular
interferon may produce bruising and discomfort.
Rarely does skin breakdown or tissue necrosis
occur. Be sure to re-evaluate the patient’s injection
technique, as that may be the cause of the injection
site reaction. Applying ice to the injection site
just prior to and after the injection may reduce
any discomfort. Some patients find using a new
needle just prior to injecting the medication helps.
Patients who experience itching at the site may
find over the counter hydrocortisone ointments of
benefit. Allowing refrigerated medications to come
to room temperature just prior to injection may
also reduce local injection site reactions.
Severe liver damage may occur with interferon
usage. It is imperative the patient have a baseline
CBC and liver profile done prior to beginning
therapy, repeat these tests after the patient has
been taking the medication for one month, and
continue re-testing every three months thereafter.
Other side effects of interferons include
menstrual irregularities and possible depression.
It is unclear if interferons cause depression or
whether it is part of the MS disease process.
Depression is common in individuals with MS.
Be sure to include emotional assessments when
evaluating an MS patient, changes in mood
and behaviors may require anti-depressant
medications.
Another medication used to modulate MS is
glatiramer acetate (Copaxone®). Copaxone® is
a not an interferon, but a synthetic compound of
four amino acids that are the building blocks for
proteins that are found in myelin. Patients taking
Copaxone® have 33% reduction in relapses. The
medication is administered via daily subcutaneous
injection, must be refrigerated, is available in premixed, pre-filled syringes and can be given via
auto injector. Patients taking Copaxone® may
experience a post injection reaction that presents
as tachycardia, sweating, anxiety, dyspnea, faint
feeling, flushing and/or nausea. These symptoms
will subside rapidly, usually in 15 to 20 minutes,
but can be very anxiety provoking for the patient.
Be sure to educate the patient about post injection
reactions. Advise the patient to stay calm and
remain seated. If the symptoms do not resolve
within 20 to 30 minutes, the patient should be
taught to contact the local emergency services.
As with the interferons, local injection site
reaction may also occur with Copaxone®. Using
the same nursing interventions will be of benefit as
well. In addition, patients taking Copaxone® may

experience lipoatrophy with repeated injections.
Be sure to teach the patient to rotate injection sites
on a routine basis.
As with any medication regimen, compliance
is always an issue. It is important for patients
and families to understand the interferons and
Copaxone® are not “miracle cures.” Patients taking
these medications will still experience relapses,
so they need realistic education about what these
drugs can and cannot do. Assisting the patient to
manage side effects of flu-like symptoms, local
injection site reactions and post injection reactions
as well as building a trusting relationship with the
patient will all contribute to ongoing treatment
compliance. Making appropriate referrals for
emotional and spiritual support should also be
instituted.
For patients with worsening secondaryprogressive, progressive-relapsing or relapsingremitting MS, the FDA has approved mitoxantrone
(Novantrone®) for use. Novantrone® is a
chemotherapy agent with cytotoxic effects. The
overall effect of this medication is to decrease
the number of white blood cells, particularly T
cells, thereby diminishing the immune response
and halt the destructive process to the myelin.
Because of its cytotoxic effects, Novantrone® is
used for short-term therapy. Side effects include
nausea, hair loss, urinary and/or upper respiratory
tract infections, menstrual disorders and cardiac
toxicity. Cardiac toxicity usually occurs with
higher doses of the medication typically given to
cancer patients. Lower doses are typically used
with MS patients. However Novantrone® should
only be used in patients with normal cardiac
function and cardiac monitoring is required.
Symptom Management: Because MS is such a
multi-faceted disease and presents itself in such
a variety of ways, specific symptom management
will be discussed in the next section “Special
Considerations.” As the reader will see, there are
many nursing interventions we can use to assist
the MS patient and their families.
Multiple Sclerosis continued on page 10
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Special Considerations regarding MS
Psychosocial Issues and MS: The diagnosis of
MS is upsetting, to say the least, for most patients
and their families. Patients face the unknown;
unpredictable course of this disease where
neurological symptoms can fluctuate on a day to
day basis, and can become worse with something
as simple as elevated body temperature or fatigue.
Even with the disease modulating medications,
patients still face the symptoms that accompany
MS. Depression, helplessness and hopelessness are
common among the MS population and requires
a high level of empathy and unconditional regard
from healthcare professionals. Some of the aspects
to be assessed by nurses and interventions are as
follows.
Mood: Observing a person’s body language,
tone of voice, expression of pessimism versus
optimism, fear, anger, anxiety and depression are
all associated with mood. Findings will indicate
whether a patient feels in control of the situation.
Assessing the patient’s grooming, posture, facial
expressions, the spring in their step, patterns of
sleeping, eating, sexual functioning and adherence
to medication regimens can give the nurse valuable
insights to the patients emotional status.
Self-esteem, self-efficacy and self-care: Selfesteem reflects how adequate or worthwhile
the person feels. Self-efficacy means the person
believes he/she is competent and capable of
completing tasks, such as self-care. Assessing
these areas will give the nurse insight into the
person’s ability to cope with this illness. High
levels of self-efficacy can be directly correlated
to a patient’s willingness and ability to adhere
to treatment modalities. Besides assessing the
items listed in the “mood” section, inquire about
exercise regimens, stress management techniques,
dietary supplements and complementary therapies
a patient may be using.
Relationships: Social support has been well
documented as a predictor of coping and improved
compliance. Assess the patient’s support network
of family and friends. Remember, just because the
person has a spouse, it does not mean that spouse
is necessarily supportive. Help the patient identify
key players who would be or are supportive.
Lifestyle changes: Persons who perceive
themselves as being in control of situations, or
who regularly assume leadership roles, have
more difficulty coping when MS affects their
physical and cognitive abilities. Loss of mobility,
independence, employment, and enjoyment
from activities can all contribute to lifestyle
changes and social isolation. Assess the patient
by asking questions such as “what is your role in
your family?” or “how do you see yourself in the
workplace?” Lifestyle assessment should also
include means of transportation, hobbies, pasttimes, financial concerns, insurance concerns,
disclosure of MS to family members, friends, or
co-workers.
Hope: Hope helps people cope. Hopeful
attitudes improve a person’s self-esteem and
well-being, creating a synergistic effect with
treatment. Hopeful people are able to verbalize
goals, are motivated to achieve their goals, expect
to accomplish their goals and can make alternative
plans in the event goals are not met. People with
MS, who are hopeful, know that one day they may
be bothered by symptoms, but the next few days
hold the possibility the symptoms will resolve.
Often optimistic people will have supportive and
reciprocal relationships; feel connected to a Higher
Being or have a sense of spirituality, use humor,
use stress management techniques and may use
other modalities such as yoga or meditation. Be
sure to inquire about these when assessing a
patient’s sense of hopefulness.
Psychosocial Interventions include:
• Educate the patient and family about the
disease, its course, signs and symptoms and
treatment modalities.
• Encourage the patient to maintain optimal
health and wellness. We do with so many
patient groups, but exercise programs,
limiting or eliminating alcohol and tobacco

•

•

•

•
•

•

•

use, maintaining ideal body weight, and
stress management techniques can all help
preserve conditioning and promote a sense
of well being. It may also give a sense of
control to the patient.
Help them identify and manage symptoms
such as urinary and bowel dysfunction,
mobility problems, sexual dysfunction, pain
and fatigue.
Assessment and counseling for depression.
Be watchful for feelings of anger and
hostility, as this is how depression may
manifest itself.
Patients may require medications such
as the selective serotonin re-uptake
inhibitors (SSRI’s), or other anti-depressant
medications. Effexor®, Paxil®, Prozac®,
Wellbutrin® or Zoloft® may be used.
Involve family, friends in the plan of care.
For some patients, looking ahead to the
uncertainty of the future is too painful.
Reframing to look at what is hopeful for the
moment may be beneficial, i.e., focusing on
the positive, a happy memory, or a beautiful
day.
Advocate for the patient. Nurses can play
instrumental roles in helping the MS patient
deal with insurance companies, employers,
write letters to obtain parking permits,
promote life planning, and use of legal and
medical advance directives.
Make appropriate referrals to other health
care professionals to include occupational,
speech, and physical therapies. By
maintaining solid relationships with
other health care professionals, nurses are
better equipped to make good referral for
patients. Patients may require referrals to
urologists, gastroenterologists, psychiatrists,
ophthalmologists,
nutritional
support,
home care, pain specialists, social services,
or equipment and supply sources. Refer
patients to the local chapter of the National
Multiple Sclerosis Society for more
information, news on research, and peer
support. The National Multiple Sclerosis
Society may be found in the phone book or
at the National Multiple Sclerosis Society;
1-800-FIGHT MS (1-800-344-4867); www.
nmss.org

Mobility and MS: Mobility limitations can
affect a person’s vocational and recreational
activities, one’s self-esteem and quality of life.
Factors that affect mobility are weakness, balance
and coordination impairment, sensory and visual
disturbances, fatigue, cognitive deficits, and
depression. Most mobility problems are due to a
combination of factors. It is important to assess
the patient’s mobility. This can easily be done as
you observe them undertaking activities of daily
living in a home setting, to watching them enter
the clinic setting. Watch them as they transfer to
the examination table, rise from a chair, or sit in
a chair. Inquire about falls or near falls they may
be experiencing. If falls do occur, under what
circumstances, and how do they manage the
fall? What seems to trigger and alleviate mobility
problems? While on a long walk do they notice
a foot starts to drag, and with rest, it resolves?
Do they report less of an ability to ambulate
when feeling hot or fatigued? Do they use canes,
walkers, handrails, grab bars, or other assistive
devices? Just because you don’t see them using
such devices, it doesn’t mean they don’t. They may
just use them as needed.
Interventions to improve mobility include:
Strengthening exercises such as progressive
resistive exercises ranging from isometrics to
resistive tubing to weight training. This will help
address overall deconditioning and decrease
weakness. Note: if the patient reports an abrupt
increase in weakness that does not resolve, they
should be referred to their physician, as it may be
infection, illness or relapse that requires further
treatment.
Use of assistive devices: grab bars, canes,
walkers, handrails, wheelchairs, or scooters may
all improve mobility and promote safety. Referral

to physical and occupational therapies is helpful
for evaluation of specific devices that would most
benefit the patient.
Balance problems can be addressed with vision
techniques that include looking ahead, focusing
on a target. Another technique called vestibular
stimulation uses rocking motion from therapeutic
balls or tilt boards, hammocks or swings to
restore balance. The services of physical and/or
occupational therapist should be utilized.
Spasticity problems are often reported
as a “stiffness.” Stretching exercises may be
effective in alleviating mild spasticity. For more
severe spasticity medications such as baclofen,
tizanidine, (Zanaflex®), diazepam, (Valium®),
clonazepam, (Klonopin®), dantrolene sodium,
(Dantrim®), or gabapentin (Neurontin®), may be
used. If oral medications prove to be ineffective,
intrathecal baclofen, delivered via a pump
implanted under the skin, can be used to deliver a
steady, lower dose of the medication. If spasticity
involves small muscle groups, botulinum toxin
Type A (Botox®) may be used. This will weaken
the muscle, lessening contraction for up to three
months. Patients who have had severe spasticity
may require phenol injections or surgical nerve
ablation. If contractures develop, these may have
to be surgically corrected.
Tremors in MS patients can range from
aggravating to debilitating, and indicate cerebellar
involvement. Tremors may impede mobility and
result in falls. Medications may have to be used
to include clonazepam, (Klonopin®), primidone,
(Mysoline®), propanolol, (Inderal®), isoniazid,
ondansetron hydrochloride, (Zofran®), and antiepileptic drugs.
Driving is certainly a form of mobility and can
become impaired due to muscle weakness, spasms,
and/or an increase in cognitive problems or
emotional problems. It may be helpful to interview
the family members regarding driving abilities,
as the patient may not recognize problems or may
be hesitant to reveal them. Some patients may
have to relinquish driving and rely on public
transportation or allow others to do the driving,
should they become unsafe.
Fatigue, Pain and MS: These are often
characterized as the invisible symptoms of MS.
Other invisible symptoms include paresthesias,
cognitive dysfunction, depression, and mood
changes. Often patient neglect to mention these
problems, or because we cannot “see” these
problems, we neglect to inquire about them.
Fatigue is defined as a subjective lack of
physical and/or mental energy perceived by the
patient to interfere with usual or desired activities.
It is the most common symptom of MS and yet
is not understood. Fatigue is a primary cause
of unemployment and significantly increases a
person’s degree of impairment and disability.
Fatigue also contributes to reduction of self-esteem
and control over the illness. Fatigue happens to
everyone at some point in time or another for a
variety of reasons. However research has identified
characteristics unique to MS induced fatigue.
These characteristics are:
• Comes on suddenly
• Prevents sustained activity
• Is worsened by heat
• Interferes with responsibilities
• Interferes with physical functioning
• Causes frequent problems
Fatigue can appear or markedly increase
during relapses and improve with remission. An
increase in body temperature can greatly increase
fatigue, particularly when the weather is warm or
the patient takes a hot shower, has a fever or has
participated in strenuous exercise or activity. As
body temperature returns to normal, the fatigue
generally lessens.
Evaluating fatigue should include assessing for
• Physical deconditioning due to sedentary
lifestyle.
• Mobility impairment: Patients with MS
gradually require increasing amount of
energy to perform activities of daily living,
which in turn results in more fatigue.
Multiple Sclerosis continued on page 11
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Disturbed sleep: common in the MS patient
due to periodic limb movement, nocturia,
and pain from spasticity or depression.
Medications: anticholinergics, analgesics,
anti-spasticity drugs, anti-epileptic drugs
and interferons can produce sleepiness and
increased fatigue.
Co-existing conditions. Patients with
MS are not immune to heart or lung
disease, diabetes or other diseases that can
contribute to fatigue.

Management strategies for fatigue may include
• Personal exercise programs to improve
strength, tone and aerobic conditioning.
Exercise programs can improve fitness, arm
and leg strength, bladder and bowel control,
reduce depression, fatigue and anger.
• Use appropriate rehabilitation strategies
such as mobility aids, assistive devices and
energy conservation. Early consultation
with occupational or physical therapy is
essential.
• Medication adjustments in dosing and/or
scheduling may help reduce sleepiness and
fatigue.
• Fatigue due to depression may respond to
Prozac or other anti-depressant drugs.
Primary MS fatigue may respond to these
medications:
• Amantadine (100 mg bid) is an antiviral
agent and a dopamine agonist that has been
shown to reduce fatigue in MS patients.
• Modafinil (Provigil®) (100 to 200 mg qd) is a
wakefulness-promoting agent and may help
reduce feelings of fatigue.
• Pemoline (Cylert®) (75 mg qd) is a central
nervous system stimulant that may be
helpful for short-term treatment of MS
related fatigue.
• Aerobic exercise: has been shown to improve
cardiovascular fitness, strength, and health
status and reduce fatigue.
• Cooling therapy: such as air conditioning
or cooling vests can reduce fatigue in heat
sensitive MS patients.
• Energy conservation techniques such as
time management, use of mobility aids, and
assistive devices can help curb fatigue.
Pain: First identified by Charcot in 1872,
we know pain is present in 45 to 65% of MS
patients. As much as 32% of these patient report
unremitting pain for at least one month. Types of
pain experienced by MS patients include.
Acute Pain Syndromes:
Trigeminal neuralgia: 400 times more common
in MS patients than the general population.
Experienced as a sharp searing facial pain,
bilaterally, that can be precipitated by chewing,
shaving or toothbrushing. This usually responds
to anticonvulsant medications, but may require
surgical intervention.
Painful tonic spasms: Simple flexor spasms,
brought on by movement or noxious stimuli
usually respond to anti-spasm medications. Brief
spasm of upper and lower extremities sometimes
called tonic spinal cord seizures, may occur
several times per day and usually respond to
anticonvulsant medications.
Lightening-like pain: Intense shooting pain
travelling through any part of the body, often
precipitated by movement. Generally responds to
carbamazepine (Tegretol®), phenytoin (Dilantin®)
or gabapentin (Neurontin®).
Lhermitte’s sign: Occurs in any disorder that
causes damage to the posterior columns of the
cervical spinal cord. Sensation of electric shock
that travels down the neck, typically in response
to movement of the head and neck, it may radiate
down the extremities. Typically responds to
carbamazepine (Tegretol®).
Optic neuritis: sharp, knife like pain, or a dull
deep ache or sense of pressure above or behind the
eye. Results from inflammation and demyelination
around the optic nerve and will subside with
steroid treatment.

Chronic Pain Syndromes include:
Dysesthetic extremity pain: most common
syndrome, described as a burning or aching pain,
occurring most often in the legs. Thought to be
due to demyelination in the posterior columns
of the spinal cord. Pain is usually worse towards
the end of the day. Responds better to phenytoin
(Dilantin®) and gabapentin (Neurontin®) than
carbamazine (Tegretol®).
Band-like pain in torso or extremities: caused
by a lesion in the spinal cord, characterized by
intense pressure or squeezing in a girdle-like
pattern. May respond to gabapentin (Neurontin®)
and phenytoin, (Dilantin®), benzodiazepines may
be helpful in resistant cases.
Back pain and radiculopathy: may occur due
to orthopedic problems, musculo-skeletal changes
due to impaired mobility or demyelination.
Physical
therapy
and
non-steroidal
antiinflammatory drugs may be used first, followed by
gabapentin (Neurontin®) or phenytoin (Dilantin®).
Tizanidine (Zanaflex®), baclofen (Lioresel®),
clonazepam (Klonopin®) or tramadol, (Ultram®)
may also be used.
Elimination Dysfunction and MS: Patients
with MS can experience bladder and/or bowel
dysfunction up to and including incontinence.
Symptoms may include urgency, frequency,
hesitancy, incontinence, nocturia, incomplete
emptying or urinary tract infections.
Bladder dysfunction: For urination to occur,
the bladder detrusor muscle contracts to expel
the stored urine and the sphincter muscle relaxes
and opens, permitting the free flow of urine.
In patients with MS, the neural connections
controlling these muscles can be affected resulting
in failure to store urine, failure to empty urine or a
combination of these problems.
Failure to store urine: results due to hypercontractility of the detrusor bladder muscle.
Patients experience urgency, frequency, nocturia,
small post void residuals, and leakage or
incontinence. Teach the patient to avoid substances
such as caffeine, aspartame and alcohol, as these
may aggravate the problem. Timed or scheduled
voiding, may be helpful. Usually the bladder
is ready to empty 1 to 1½ hours after drinking a
liquid. Patients may benefit from anticholinergic/
antimuscarinic drugs such as desmopressin nasal
spray or tablets, tolterodine (Detrol®), oxybutynin
(Ditropan®), or imipramine (Tofranil®).
Failure to empty occurs when the bladder
attempts to empty unsuccessfully due to the
inability of the sphincter to relax, thereby
obstructing flow and/or a weakened detrusor
muscle. Symptoms include urgency, frequency,
hesitancy, a sense of incomplete emptying, large
post void residual volumes, and frequent urinary
tract infections. Intermittent catheterization is a
commonly employed intervention. Intermittent
catheterization is generally performed every four
to six hours, using a clean technique. Patients
wash the catheter with soap and water and store
the catheter in an air-permeable container. Be
sure to assess the patient’s manual dexterity and
ability to perform this procedure, as they may
require assistance. In some instances a continent
vesicostomy may be surgically created. This
provides a stoma at naval level that allows for
bladder catheterization. Some patients may need
an indwelling urethral or supra pubic catheter
placed. Catheters should be changed on a monthly
basis. Patients may experience spasms of the
detrusor muscle, which in turn can cause leakage
of urine around a catheter. If such leakage occurs,
it is not an indication the patient needs a larger
catheter, but consider changing the catheter more
frequently and adding medication to prevent
bladder spasms. Routine urine analysis in patients
with indwelling catheters will reveal bacterial
growth, usually from contamination. This does not
constitute a urinary tract infection. However, if
the patient is symptomatic, appropriate antibiotic
therapy should be initiated.
Combined bladder dysfunction: results in the
detrusor muscle working in opposition to the
external sphincter muscle. This is sometimes
called
detrusor-sphincter
dyssynergia.
Symptoms are the same as previously mentioned.
Interventions include intermittent catheterization
and medications to relieve spasms.

Bowel dysfunction is also a common symptom
of MS. Constipation and incontinence are two of
the most distressing problems for patients.
Constipation: is defined as two or fewer bowel
movements per week, or difficult elimination of
stool. Due to the neural disruption that stimulate
peristalsis of the gut, motility is slowed, thus more
water is reabsorbed, resulting in hard, constipating
stool. This problem may be worsened when
patients, in an effort to control urinary urgency,
frequency or incontinence, avoid or reduce their
fluid intake. Once stool enters the rectum, again
due to neural disruption, there may be a lack of
rectal sensation that in turn interferes with normal
defecation. Further, medications, lack of mobility
and exercise, weakness, spasticity and fatigue may
potentiate the problem.
There are many interventions for constipation,
with prevention being key. Encouraging the
patient to take in 1½ to 2 quarts of fluid each
day, a high fiber diet (20 to 30 grams per day) and
establishing regular meal times may all help. Fiber
can be added easily to diet by consuming fruits,
vegetables, cereals and grains. However if adding
fiber results in gas, bloating and/or diarrhea,
try adding these foods gradually. Peristalsis is
strongest 30 to 45 minutes after a warm meal or
beverage. Timing defecation after meals may be
helpful, with correct positioning on the toilet.
Have the patient sit on the commode; bend
forward with knees elevated slightly higher than
the hips. Bulk forming agents, (Metamucil®) or
stool softeners may be added. Rectal stimulants
or suppositories can provide stimulation and
lubrication to promote elimination of stool.
Incontinence of stool may result due to
overflow from constipation, diminished rectal
sensation, sphincter dysfunction, medications or
diet. Many of the interventions described in the
constipation section will prove helpful in dealing
with incontinence. Avoiding spicy foods, alcohol,
caffeine, fatty foods or other dietary triggers may
decrease the number of incontinent episodes. A
daily glycerin suppository may help empty the
bowel and avoid accidents.
Sexuality and MS: While not all patients may
feel comfortable discussing intimate details,
it is important for nurses to include this in
their assessments of MS patients. By giving
information regarding sexuality to the patient
either verbally or via written pamphlets, it may
provide an invitation for the patient to approach
the topic, once a trusting relationship has been
established. Be sure to include significant others
in giving this information. It is important for
both the patient and significant other to realize
the changes in sexuality they are experiencing
may be due to the progression of the disease or
effects of medications, versus thinking it is a
reflection of problems in the relationship. While
MS can and often does bring about changes in
sexual function, it usually does not effect fertility.
Patients and significant others may also benefit
from information regarding family planning and
contraception. Sexual problems in MS are divided
into primary, secondary and tertiary types.
Primary Sexual Dysfunction: occurs due to
neurological damage caused by MS that directly
impairs sexual feelings and/or response. This may
present itself as decreased or absent libido, altered
genital sensations such as numbness, painful
intercourse, or aversion to touch due to heightened
sensitivity, decreased frequency or intensity of
orgasms, erectile dysfunction, decreased vaginal
lubrication, decreased clitoral engorgement and
decreased vaginal muscle tone. Interventions that
may prove helpful include the following.
Decreased or absent libido is a common
complaint among women. When lesions of the
central nervous system impair libido, there are
numerous sensory, perceptual and emotional
pathways that may remain intact. Experiencing
pleasure is possible in the absence of libido, thus
pleasure may be relearned. Kegel exercises are
helpful in maintain muscle tone. Using sexual aids
such as vibrators may be of benefit. Some medical
supply companies supply these aids. The National
Multiple Sclerosis Society references two web-sites
that sell these products and discretely package
Multiple Sclerosis continued on page 12
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their products for shipment. These sites are www.
tootimid.com and www.intimacyinstitute.com.
Using adequate water-soluble lubrication with
K-Y® jelly, Replens® or Astroglide® packets may
make sexual stimulation and/or intercourse more
comfortable. Scheduling time for intimacy, when
energy levels are the highest for the patient may be
helpful.
Medications used to treat MS may interfere with
sexual function. Postponing a dose of medication
or timing it to minimize the effect on lovemaking
may be all that is needed. Patients should discuss
medication scheduling and any changes with their
healthcare provider before doing so.
Erectile dysfunction is the primary complaint
among men. Medical management includes the
use of sildenafil citrate, (Viagra®), vardenafil
HCl, (Levitra®) and tadafil, (Cialis®). These
medications are taken 30 to 60 minutes prior to
intercourse and many men find they work well
for them. Crushing the medications can make
them work faster. Levitra® and Cialis® are not
to be taken more than one per day. Patients with
cardiac histories taking nitrate medications
should not use these drugs. A significant drop in
blood pressure may occur leading to myocardial or
cerebral infarct. Other interventions may include
the use of Yohimba bark and ginseng. These
herbals have been reported to increase erectile
functions, but patients should consult with their
physicians before using these substances as they
may interfere with other medications. Testosterone
injections may be given in conjunction with

herbal supplements. When first line therapy fail,
the patient may use intracavernous injections of
alprostadil (Caverject® or Prostin VR®). Prolonged
erection (priapism) is a serious concern that
may occur with intracavernous injections and
requires prompt treatment. MUSE®, which stands
for, medicated urethral system for erection is
comprised of alprostadil (Caverject® or Prostin
VR®) in a soft pellet suppository that is inserted
into the penis. External vacuum erection therapy
(ErecAid®), is a plastic cylinder that is attached
to a vacuum pump. Blood flows into the penis
creating an erection, a plastic ring is then slipped
over the penis to maintain the erection. It is
imperative patients receive education regarding
the proper use of these devices. Penile prosthesis
is another permanent option for patients in
which a malleable semi-rigid rod with inflatable
cylinders is surgically implanted.
Secondary Sexual Dysfunction occurs as a
result of MS related physical changes or side
effects of medications that indirectly affect sexual
feelings and/or response. This may include
bladder or bowel dysfunction, fatigue, nongenital sensory paresthesias that reduce comfort,
spasticity, decreased non-genital muscle tone,
weakness that interferes with sexual activity,
cognitive impairments, tremor or pain. Once
identified, many of these symptoms can be eased
or alleviated. Interventions that may prove helpful
include the following.
Bowel and bladder dysfunctions are often
concurrent with sexual dysfunction since there
are many shared nerve pathways. Patients become
focused on the fear of “having an accident” than
on the enjoyment of lovemaking, or may avoid

intimacy all together. How to cope with an
indwelling catheter during lovemaking becomes
a commonly asked question. Women can tape
the drainage tube to the abdomen to prevent
pulling or pressure. Side lying positions, using
pillows for support may be helpful. Emptying the
drainage bag, using a longer drainage tube, and
taping connections will help prevent any leakage.
Disconnecting the drainage bag and temporarily
clamping the catheter may also be done after
first consulting with a healthcare professional.
Men can then fold the catheter over the penis
and place a condom over both the penis and the
catheter. Restricting fluids for a few hours before
anticipated sexual activity may help prevent
leakage of urine. Men can use condoms to collect
and cope with small amounts of urine leakage.
Adding padding to the bed can make the worry
of incontinence dissipate. Bowel scheduling
techniques previously discussed and emptying
the bladder before sexual activity can also ease
concerns regarding accidents.
Cognitive changes may be perceived as a loss of
love or interest in a partner. Cognitive impairment
can have a negative impact on the patient’s ability
to concentrate and attention. One suggestion to
minimize this problem would be to create an
environment with minimal distractions. Should
a distraction occur, develop some strategies to
refocus and resume sexual activity.
Pain, fatigue, spasticity and tremors can
certainly impact pleasure and performance. Using
energy conservation techniques, positioning and
previous comfort measures discussed should
prove beneficial.
Tertiary
Sexual
Dysfunction
refers
to
psychological, social and cultural issues that
interfere with sexual feelings and/or response.
Depression,
grief,
demoralization,
changes
in body image and self-esteem, performance
anxiety, family and social role changes may all
be manifestations of tertiary sexual dysfunction.
There may be guilt felt by the patient as they are
no longer to provide financially or “carry their
weight” in the traditional family role they had.
Caregivers may feel overwhelmed with all their
added responsibilities and may resent having
to switch roles from caregiver to lover. Treating
emotional distress with the methods discussed in
the psychosocial section of this module may lead
to significant improvement in sexual satisfaction.
Caring for MS patients is challenging, but
by educating oneself, the patient can in turn be
educated and prepared to deal with the multiple
facets of this disease.
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Post Test and Evaluation Form

DIRECTIONS: Please complete the post-test and evaluation
form. There is only one answer per question. The evaluation
questions must be completed and returned with the posttest to receive a certificate.

15. Side effects of steroid use may include weight gain,
restlessness, mood swings, and stomach upset.
A. TRUE
B. FALSE

Name: _________________________________________________
Score: _________________________________________________

16. Interferon therapy did not really change the treatment for
MS.
A. TRUE
B. FALSE

1.

2.

MS strikes more Asian between the ages of 20 to 50.
A. TRUE
B. FALSE
Cytokines are released and cause more damage to
myelin in the autoimmune process of MS.
A. TRUE
B. FALSE

3.

Myelin is the only tissue damaged in MS.
A. TRUE
B. FALSE

4.

Viruses are not considered to be a trigger in MS.
A. TRUE
B. FALSE

5.

Vitamin D may provide a preventative effect for patients
at risk of developing MS.
A. TRUE
B. FALSE

6.

Primary progressive MS is the most commonly
diagnosed form, occurring in 85% of the patients with
MS.
A. TRUE
B. FALSE

7.

Relapsing-remitting MS may develop into the secondary
progressive form of MS.
A. TRUE
B. FALSE

8.

Tonic spasm are the most common symptom of MS.
A. TRUE
B. FALSE

9.

Depression occurs at no greater incidence in the MS
population than the general population.
A. TRUE
B. FALSE

10. It is very easy for patients to characterize sensory
symptoms of MS.
A. TRUE
B. FALSE
11. Ataxia is the ability to coordinate muscles to complete
voluntary activities.
A. TRUE
B. FALSE
12. MRI’s lumbar punctures and visual evoked potentials
are helpful tools to diagnose MS.
A. TRUE
B. FALSE
13. Treatment of relapses generally consists of rest and nonsteroidal anti-inflammatory agents.
A. TRUE
B. FALSE
14. A pseudorelapse is treated with the same measures as a
relapse.
A. TRUE
B. FALSE

17. Interferons interfere with T cells crossing the blood brain
barrier.
A. TRUE
B. FALSE
18. Betaseron® is administered subcutaneously, once a week
and must be refrigerated.
A. TRUE
B. FALSE
19. Rebif® and Avonex® require refrigeration.
A. TRUE
B. FALSE
20. Side effects of interferons include flu-like symptoms that
will subside over time.
A. TRUE
B. FALSE
21. Applying ice to the injection site and allowing the
medication to come to room temperature may help reduce
injection site reactions caused by interferons.
A. TRUE
B. FALSE
22. Liver damage is not an issue with interferon therapy.
A. TRUE
B. FALSE
23. Copaxone® is another interferon that provides amino
acids and reduces relapses.
A. TRUE
B. FALSE
24. Post injection reactions related to Copaxone® that
present as tachycardia, sweating, anxiety, dyspnea, faint
feeling, flushing and/or nausea, should subside in 15 to
20 minutes.
A. TRUE
B. FALSE

30. Encouraging the MS patient to maintain optimal health
with a healthy lifestyle can help preserve conditioning
and promote well being.
A. TRUE
B. FALSE
31. Depression may present as expressions of anger and
hostility.
A. TRUE
B. FALSE
32. Nurses cannot advocate for the MS patient.
A. TRUE
B. FALSE
33. By maintaining solid professional relationships with
other health care professionals, nurses are no better
equipped to make good referrals for patients.
A. TRUE
B. FALSE
34. Most mobility problems are due to a combination of
factors.
A. TRUE
B. FALSE
35. Patients will not be hesitant to reveal driving problems,
so there is no need to involve family members.
A. TRUE
B. FALSE
36. There are six characteristics that have been identified
that are unique to MS induced fatigue.
A. TRUE
B. FALSE
37. Patients with MS are immune from other conditions
such as heart or lung disease or diabetes.
A. TRUE
B. FALSE
38. In some patients with MS, heat or increase in body
temperature can greatly increase fatigue.
A. TRUE
B. FALSE
39. Pain is present in 45 to 65% of MS patients and may
present as an acute or chronic syndrome.
A. TRUE
B. FALSE

25. Compliance is not an issue with disease modulating
drugs because they cure MS.
A. TRUE
B. FALSE

40. Bladder dysfunction is categorized as failure to store
urine, failure to empty and combined dysfunction.
A. TRUE
B. FALSE

26. Self-efficacy means a person believes they are competent
and capable of completing tasks.
A. TRUE
B. FALSE

41. Intermittent catheterization is taught as a sterile
procedure.
A. TRUE
B. FALSE

27. Patients who perceive themselves as being in control and
who regularly assume leadership roles will have an easier
time coping with MS.
A. TRUE
B. FALSE

42. Some patients, in an effort to control urinary
incontinence, decrease fluid consumption and this may
result in constipation.
A. TRUE
B. FALSE

28. Lifestyle assessment should include means of
transportation, hobbies, pass-times, financial and
insurance concerns and the disclosure of MS to friends,
family and co-workers.
A. TRUE
B. FALSE

43. Giving patients written materials may provide an
invitation to discuss sexuality issues.
A. TRUE
B. FALSE

29. Hopeful attitudes may contribute to creating a synergistic
effect with treatment.
A. TRUE
B. FALSE

MARN
Multiple Sclerosis: A Multi-faceted Disease
INDEPENDENT STUDY
Registration Form

Evaluation
1. Were the following objectives met?
A. Describe the pathophysiology of MS.
B. Identify medications used to treat MS and related nursing
implications.
C. Recognize nursing interventions to deal with symptoms.
of MS

Yes
___

No
___

___

___

___

___

2. Was this independent study an effective method of learning? ___ Yes ___ No
If no, please comment:

44. By educating ourselves, we can in turn educate patients
and help prepare them to deal with the multi-facets of
MS.
A. TRUE
B. FALSE

Name: ________________________________________________________________________________
(please print clearly)
Address: _____________________________________________________________________________
Day phone number: (
MARN Member: ______ Yes

) __________________________
______ No

RN _________________________

MARN Member Number: ______________________

Please return:
—Completed Post-test and Evaluation Form
—Registration Form
—A check made out to MARN: ($25 members; $35 non-members)

3. How long did it take you to complete the study, the post-test, and the evaluation
form?
4. What other topics would you like to see addressed in an independent study?

TO:

MARN Newsletter, P.O. Box 285 Milton, MA 02186

MARN OFFICE USE ONLY
Date Received: ___________ Amount: ___________ Check No: ________ Additional Amount Due: $________
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Bulletin Board
Members
Only
$1000 Scholarship Available for
MARN Member or Family Member
Award Presented at MARN Awards
Dinner on April 16, 2010
MARN is seeking applications for the
Arthur L. Davis Publishing Agency
Scholarship.
The scholarship is for a MARN member
to pursue a further degree in nursing or
for a child or significant other of a MARN
member who has been accepted into a
nursing education program and can only
be applied toward tuition and fees.
Deadline for application: March 15, 2010.
Application may be found on MARN
website: www.MARNonline.org.

Announcements
In Memoriam
DEAN RITA P. KELLEHER
(1908-2009)
Clio’s Corner sadly notes the death on
November 2, 2009 of Dean Rita P. Kelleher
for whom the Boston College School of
Nursing Library named its collection of
nursing histories. That Collection was
housed in the Rita P. Kelleher Room in
Cushing Hall from 1979 to 1984 when
it moved with other nursing history
collections to the Mary L. Pekarski History
of Nursing Archives in the Burns Library
of Rare Books and Special Collections.
DR. EILEEN (MURPHY) HAYES
Dr. Eileen (Murphy) Hayes died at home
following a long and courageous battle
with colon cancer. Dr. Hayes was a
professor at the School of Nursing at the
Univ. of Massachusetts at Amherst. She
was the recent recipient of the Nursing
School’s Outstanding Teacher Award
and the University’s Distinguished
Teaching Award. In addition to being a
beloved and respected teacher she was
instrumental in the development and
ongoing management of the School of
Nursing’s Nurse Practitioner Program.

Northeastern University
Welcomes New Dean
Carole Kenner, DNS, RNC, FAAN became
the new Dean of Northeastern University’s
School of Nursing and Assistant Dean of
Health Sciences in January. Under her
leadership as Dean at the University of
Oklahoma, School of Nursing, Oklahoma
established its first doctoral program in
nursing and was recently approved for a
DNP program. She has also worked hard to
create the Institute for Oklahoma Nursing
Education (IONE), an organization that is
creating a seamless educational transition
and for all levels of nursing programs from
LPN to Doctoral programs.
Dr. Kenner is also an active member of
ONA/ ANA.

MARN Congratulates
Dana-Farber Cancer Institute
Boston, MA & Baystate Medical
Center, Springfield, MA
Second Designation as a Magnet Hospital
Gallop Poll Votes Nurses
Most Trusted Profession
For the eighth consecutive year, nurses
have been voted the most trusted profession in
America according to Gallup’s annual survey
of professions for their honesty and ethical
standards. Eighty-three percent of Americans
believe that nurses are honest and have high
ethical standards.
“It is with great pride that the ANA
recognizes the trust placed in us by the patients
we serve,” commented ANA President Rebecca
M. Patton, MSN, RN, CNOR. “At this time, when
issues regarding the quality and availability of
care are at the forefront of the national debate,
we find it especially rewarding to see that
nursing’s integrity and commitment continues
to be acknowledged.”
Since being included in the Gallup poll in
1999, nurses have received the highest ranking
every year except in 2001, when fire fighters
received top honors.

ANA Launches New and Improved
Online Bookstore on
Nursingworld.org
Nursesbooks.org, the publishing program
of ANA, launched a newly redesigned
online bookstore in December 2009. The
new bookstore has a number of enhanced
features and user-friendly upgrades,
including improved access and navigation,
providing the feel of a virtual marketplace
where customers can conveniently find
their selections and check out to the
shopping cart in fewer steps.
Visit and shop at ANA’s new bookstore at
www.nursingworld.org/books.

Strategies to Secure an
RN Position in Massachusetts
March 25, 2010
For more information contact
info@MARNonline.org

Changes in Licensure Fees:
effective May 1, 2009
The Division of Health Professions
Licensure within the Department of Public
Health increased the cost of a registered
nursing license to $120.00.
New renewal fees for all categories of
Advanced Practice Registered Nurses will be
$180.00
As usual, payment methods include
cashier’s check, certified check, money order
or personal check payable to “Commonwealth
of Massachusetts.” All fees are non-refundable
and non-transferable.

MARN Congratulates
Patricia A. Hickey, PhD, MBA, RN, FAAN:
2009 American Academy of Nursing New
Fellow Inductee
Patricia A. Hickey, PhD, MBA, RN, NEABC, FAAN, was inducted into the American
Academy of Nursing, as one of the 2009 new
Fellows on November 7, 2009. Dr. Hickey
is Vice President of Cardiovascular and
Critical Care Services at Children’s Hospital
Boston. Her career has been devoted to advancing
pediatric nursing leadership and improving care for
children worldwide. Her mentorship/leadership across
disciplines provides a powerful voice for Acute Care
Pediatric Nurses. Her leadership influences policy in the
Commonwealth with the development and execution of
an interdisciplinary advocacy model for health policy in
Massachusetts.
Internationally, she is known for shaping the
specialty of pediatric nursing. She led the collaborative
development of the Nightingale Metrics to measure
nurse effectiveness to improve care quality and patient
outcomes. Through 24 years of volunteer work with
Project HOPE, Dr. Hickey provided leadership for
the world’s largest pediatric cardiovascular nursing
program at Shanghai Children’s Medical Center. She is
an honorary professor at Jiao Tong University School of
Nursing, Shanghai. Her international reach also extends
to Central America. She is founding Director for a nonprofit foundation supporting pediatric cardiovascular
care in Guatemala.
Dr. Hickey received her BSN from Salem State College,
MS in Nursing Administration from Boston University,
MBA from Babson College, and PhD in Nursing Health
Policy from the University of Massachusetts Boston.
The Academy’s mission is to serve the public
and nursing profession by advancing health policy
and practice through the generation, synthesis, and
dissemination of nursing knowledge.
For more information about the American Academy
of Nursing, please visit their Web site www.aannet.org.

Save the date!
Monday, April 12, 2010

7 a.m.-3:30 p.m.~Newton Marriott in
Newton, MA
20th Annual Conference on
Cardiovascular Nursing
Presented by the Boston Cardiovascular
Nursing Committee
Keynote Speaker
Debra K. Moser, DNSc, RN, FAAN, Professor
and Gill Endowed Chair, College of Nursing,
Co-Director, RICH Heart Program University
of Kentucky, and Co-Editor of The Journal of
Cardiovascular Nursing
For more information please call Nia Flick
at (518) 869-4058 or
email nia.flick@heart.org

2010 National Nurses Week is May 6-12.
This year’s theme is “Nurses—
Caring for a Healthier Tomorrow.”
What do you plan to do to celebrate?
Share your activities with MARN!
Contact newsletter@MARNonline.org.

Visit
MARN Website
www.MARNonline.org
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Bulletin Board
This program has sought approval
by the Massachusetts Association of
Registered Nurses, an accredited approver
of continuing nursing education by the
American Nurses Credentialing Center’s
Commission on Accreditation.

Title of Offering:
Alzheimer’s and Related
Dementias of the Elderly
Date: April 28, 2010
Time: 6:30-8:30pm
Contact hours: 2
Nursing contact hours submitted to
MARN for approval.
Location: Regis College, 235 Wellesley St.,
Weston, MA 02493
Upper Student Union Lounge
Fee: None
Registration Information:
Call 781-768-7120 or email
presidents.lectureseries@regiscollege.edu
The purpose of this lecture is to present to
nurses and other health care professionals
and the public the topic of Alzheimer’s
and related Dementias of the elderly.
Causes of dementia, the pathophysiology,
symptoms and treatment will be presented.
Differentiation of symptoms between
Alzheimer’s and the normal cognitive
changes of aging will be discussed.

Policy for Accepting
Announcements for the Newsletter:
MARN encourages organizations of higher
education
to
submit
announcements
about continuing education opportunities
and upcoming events that are of interest
to nurses. Fees must be included with
submissions.
The Fee Schedule is as follows:
Non-MARN Approved Providers/
Sponsors—$50
MARN Approved Providers/Sponsors—$25
Payment can be mailed to MARN, PO Box
285, Milton, MA 02186. Please include a
copy of the announcement and contact
information (name, address, telephone,
Email) with the check. Please email copy to
www.MARNonline.org.
Announcements are limited
to 75 words.
ATTENTION POTENTIAL PROGRAM
ADVERTISERS
Please be sure to clearly state if your
educational program is approved by the
MARN Approver Unit in all program
submissions!

MEMBER BENEFITS
Your guide to the benefits of ANA/MARN membership...
It pays for itself
•

•
•
•
•

•

•

Dell Computers—MARN and ANA ANA
are pleased to announce a new member
benefit. MARN and ANA members can
now receive 5%-10% off purchases of
Dell Computers. To take advantage of this
valuable offer, or for more details, call
1-800-695-8133 or Visit Dell’s Web site at
www.Dell.com
Walt Disney World Swan and Dolphin
Hotel
GlobalFit Fitness Centers—Save up to
60% savings on regular monthly dues at
GlobalFit Fitness Centers.
Professional Liability Insurance—a must
have for every nurse, offered at a special
member price.
Nurses Banking Center—free checking,
online bill paying and high yield savings
all available to you 24/7 to fit any shift or
schedule. at an affordable price—Liability/
Malpractice, Health Insurance, Dental and
Vision.
CBCA Life and Health Insurance
Plans—Disability Income, Long Term
Care, Medical Catastrophe, Medicare
Supplement, Cancer Insurance and Life
Insurance Plans provided by CBCA
Insurance Services.
Discounts on auto rental through Avis and
Budget:
Call Avis 1-800-331-2212 and give ID#
B865000
Call Budget 1-800-527-0700 and give ID#
X359100

MARN News is an up to date
information service about a variety
of issues important to nurses in
Massachusetts. You must be a MARN
member to be included, so join today!
MARN member: Have you gotten your
MARN News message? If not, then we
don’t have your correct email address. If
you want to begin receiving this important
information, just send an email to: info@
marnonline.org with “ADD” and your
name on the subject line.
We also welcome any pictures that show
MARN members in action…at work or at
play. Interested persons, please contact
Myra Cacace at myra@net1plus.com.

•

Save on your hotel stays at Days Inn,
Ramada Inn, Howard Johnson and more.
• Online discounts on all your floral needs
through KaBloom.
Promote yourself: professional development
tools and opportunities
• Members save up to $140 on
certification through ANCC.
• Online continuing education available
at a discount or free to members.
• Conferences and educational events at
the national and local level offered at a
discount to members.
• Member discounts on nursesbooks.
org—ANA’s publications arm.
• Up to 60% savings on regular monthly
dues with GlobalFit Fitness program.
• Find a new job on Nurse’s Career
Center—developed in cooperation with
Monster.com.
Stay informed: publications that keep you
current
• Free subscription to The American
Nurse—a $20 Value.
• Free online access to OJIN—the Online
Journal of Issues in Nursing.
• Free subscription to the MAssachusetts
Report on Nursing—a $20 value.
• Free access to ANA’s Informative
listserves including—Capitol Update
Members Insider and Daily Smart Brief.
• Access to the new Members Only web
site of NursingWorld.org.
• Free access to MARN’s Member-Only
Listserve.

The MARN Approver Unit
The only Professional Nursing
Organization ANCC Approver Unit in
the Commonwealth
Fully Accredited Through 2015!
Program reviewers: available to review
your nursing education programs
any time.
For up to date information about how
to become an approved provider
(for a single activity or as an
organization) please visit the MARN
Website
www.marnonline.org
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Second Annual
Nursing Students Without Borders
Trip to Ghana

March 2010

Myra Cacace

The Future Generation of Nurses

Twelve nursing students from the University
of Massachusetts in Lowell travelled to Ghana
during their Winter Break (12/26/09 through
1/18/10). While there they provided health
promotion information, assisted in clinics, brought
suitcases full of medical supplies, and travelled
meeting the local population. One of the student
organizers of the trip is well known to me since
she grew up with my own daughter. Jodi Roper
will write an article about her experiences and
share her pictures, in the Summer edition of the
MAssachusetts Report on Nursing.

by Catherine A. Ferreira, First Vice President
Massachusetts Student Nurses’ Association
The Massachusetts Student Nurses’ Association
(MaSNA) is a pre-professional organization that
advocates for nursing students across the state and
country. It is the Massachusetts state constituent of
the National Student Nurses’ Association (NSNA).
MaSNA is comprised of a seven-member board of
directors, a faculty advisor, and all NSNA members
in the Commonwealth. Student Nurse, members
participate in official NSNA events, encourages
community service, and develops nursing
leadership. MaSNA members representing several
Massachusetts nursing programs volunteered
at 2009 Boston Marathon and the Jimmy Fund
Walk, where student nurses engaged the walk
participants in pre-walk activities by playing
games and distributing food and beverages.
In 2010, MaSNA members aim to increase
its visibility across the state through targeted
communication and the publication of a semesterly
newsletter. Further, MaSNA wishes to connect
with Massachusetts school chapters of the NSNA
and form a unified network of nursing students in
Massachusetts and across the country.
An important function of MaSNA is to facilitate
the genesis of school chapters across the state
and mentor presently existing chapters. In order
to fulfill this goal, MaSNA hosted its 2009 Fall
Conference, “The Future of Nursing,” at Boston
College on October 24, 2009, which featured
a school chapter start-up session and a school
chapter development session. Other highlights
of the Fall Conference included a presentation
emphasizing important features of the NCLEX
by Massachusetts College of Pharmacy and
Health Sciences professor and MaSNA faculty
advisor Dr. Mahmoud Kaddoura. Another guest
speaker, MARN member and former MaSNA
President (2003-2004), Cidalia Vital, RN, MS, CNL,
CPAN discussed Leadership and Professional
Development.
At the end of October, MaSNA President,
Christina Buettner, and MaSNA Webmaster,
Adriana McKean, attended the NSNA Annual MidYear Convention in Phoenix, Arizona. Christina
and Adriana participated in various informational
and educational seminars aimed specifically
toward nursing students. Throughout the
convention, they formed invaluable relationships
with NSNA members from across the country, as
well as industry professionals. MaSNA members
will also attend the NSNA Annual Convention
in Orlando, Florida in April, where they will
represent Massachusetts and network with fellow
NSNA members.
Our future employment is a major concern
plaguing nursing students during this time of
economic hardship. MaSNA, recognizing this
concern, has contacted employers and offered
them space to post job opportunities on its
website. Students can refer to our website www.
mastudentnurses.org to view potential job
opportunities, the recently published first edition
of our newsletter, The Nightingale, as well as other
pertinent topic of interest to nursing students.
Upcoming NSNA and MaSNA Events:
FSNA Scholarship Applications Due Date
February 15, 2010
Strategies to Secure an RN Position
in Massachusetts
March 25, 2010
NSNA Annual Convention
April 7-11, 2010 Orlando, FL
Disney World Resort
MaSNA/MARN Annual Conference
April 17, 2010 Dedham Hilton; Dedham, MA
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OTHER MOTHERS

(Excerpts from a Keynote Speech to Nurse Practitioner Students at the
Massachusetts General Hospital Institute of Health Professions)
Nancy Rappaport, MD
As we practice our healing craft, we must
conduct our own personal exploration and take
time for introspection. Self-reflection, and curiosity
about our patients, helps us to be more emotionally
present and available to them. I hope that this
article will illustrate how personal experiences
contribute to your growth as a clinician. I will do
this by sharing a pivotal experience from my life
(my mother’s fatal overdose, its impact on me and
how that event shaped my approach to patients).
I hope that my story can show that nurses can
provide greater comfort by truly listening to
patients.
There are increasingly sophisticated ways to
understand the human body and yet we still carry
a stethoscope, the tried and true model of listening.
Our stethoscopes remind us that we must not only
hear our patients, but truly listen to the heartbeat
of their core existence. In my work the ability to
listen is essential. I have devoted my professional
career to fortifying kids, preventing and treating
depression and suicide, while decreasing the
stigma that surrounds the need for psychological
treatment. I have worked in a school-based health
center for eighteen years collaborating with
teachers, families and school nurses in an effort to
provide an anchor for troubled teenagers.
Losing my mother to suicide when I was four
years old cannot be sugar-coated. I will always
miss my mother, but raising my three children
with quiet confidence is possible because of the
“other mothers” who have sustained me. I think
of your work as nurses and the caring you give,
and I know that for many people, you may be their
“other mothers.” You sense when something was
wrong and by listening to patients help make sense
of a complicated world. You know the importance
of listening to the important message beneath the
surface.
Self-knowledge is essential in order to be
fully present for our patients and ourselves. The
ability to listen profoundly allows our patients
to know that their story is heard. I share the
story of my mother’s suicide to illustrate how the
process of introspection can help one to listen
more effectively. I started to write my story of
loss, In Her Wake, in the middle of the night after
the birth of my first daughter, Lila. Becoming a
mother made me examine my relationship with
my own parents. As a child psychiatrist I asked
myself tough questions about my loss in order
to be a better guide for others in their darkness.
I pondered the most haunting question: “Why
did my mother kill herself?” I wrote my story in
order to find some resolution and to figure out
how to move on. My journey is one of unrelenting
curiosity and sadness. Dealing with my own grief
and finding hope helps me to give hope to my
patients.
I was a troubled seventh grader. I attended an
all girl school and found the rules of the school

to be tedious, resisting
them as best I could. I was
rude and disrespectful
to teachers. I started to
steal things. When I ran
away from home and
spent the night in the
school auditorium, it
was the last straw. My
father and stepmother
arranged for me to see
a therapist, Dr. Walker,
who thankfully got
me back on track.
Obviously
my
behavior was an effort
to be noticed by someone—anyone—
who might understand that I was one pissed-off,
frightened kid.
I started seeing a psychotherapist twice a week.
Being a teenager, I felt times of desolation, guarded
my hurt, and was slow to trust. I feared that my
therapist would think, as I had come to believe,
that I was responsible for my mother’s suicide.
Dr. Walter really listened. His unconditional
acceptance and reassurance that my mother’s
death was not my fault restored my confidence. He
helped me to see that suicide is tragic, unfair, and
unexplainable. I know now that I was inspired
to become a medical professional, because of my
experiences with Dr. Walter.
Dr. Walther was like my “other father” which
leads me to another reflection…the role of men
in nursing, whose contributions cannot be
overlooked. Regardless of gender, our profession
is about compassion, about being there, and as
another friend so astutely said, “Men in any
profession, nursing included, can inspire balance,
confidence, and become the other parent to patients,
customers, or staff they work with or oversee. Men
can and do nurture—and male nurses are especially
confident as they brave a predominately female
profession.”
What motivates you from day to day? Take
inventory and reflect on what you need to cultivate
the necessary stamina and compassion for your
road ahead. This starts with the ability to listen.
I never tire of working with patients and teachers
to figure out how to help kids believe there is a
promising future for them. Each patient has a story
to tell, and by listening, we help begin the healing
process. I understand as a psychiatrist and also
as a mother, wife, and daughter the importance
of communicating to patients that their stories
are being heard. It is imperative to understand
our own responses so we can stay present and
attentive to our patients.
Matthew’s Story
Matthew and I were in a high-stakes
negotiation. He reluctantly tolerated what he
felt to be my intrusive cross-examination as we
tried to figure out what was happening to him.

He came because his family was alarmed by his
increasingly withdrawn and caustic behavior. I
initially thought he was depressed and smoking
too much marijuana. After several sessions of
careful listening he revealed his hallucinations,
and it became clear that he was struggling with
schizophrenia. And he was really scared!
Someone named “Tapper” made terrible things
happen. Matthew was unable to focus, make
decisions, or manage his thoughts. His illness
dismantled any semblance of equilibrium; he
could not stop his fear, nor reason his way out of
his nightmare. My work with Matthew brought
long buried emotions to the surface…I could
not save my mother, but maybe I could save
Matthew if I was a better doctor, if I do something
differently…
Who do we blame when suicide happens?
Surviving my mother’s suicide helps me to
understand that you can’t keep someone alive
who is determined to kill himself. Ironically
my mother’s suicide has given me the ability to
endure, an equanimity that frees me to do the best
I can. As long as someone is alive, there is hope
to fine relief and comfort. I follow in my mother’s
wake, moving in and out of my grief buoyed by the
voyage of my own exploration of her dark reality
to increase my understanding and to overcome my
trauma of losing her. Because of my experience, I
was more present to listen and offer guidance to
Matthew. Self-examination is part and parcel of
wearing our white coat.
My last piece of advice to you is to take care
of yourself physically and emotionally. Your
family, your colleagues, your patients are grateful
that you have this drive and aptitude. You must
find balance in your life, taking time for family
and self. You must reserve enough energy to stay
clinically competent and present for your patients
and to preserve your deep love for this healing
craft. When we stop caring about our patients,
and start to feel irritable and overburdened, this
is a signal to replenish ourselves, to nurture our
capacity to care deeply.
As you move forward, I hope you remember
those who have influenced you: other mothers or
other fathers who helped you along the way with
tireless encouragement. And remember that you
may be “other mothers or fathers” to others!
Nancy Rappaport, MD is the author of In
Her Wake: A Child Explores the Mystery of Her
Mother’s Suicide (Basic Books, September 2009)
www.inherwake.com.
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MARN Board of Directors
Welcomes Andrew D. Harding
Andrew D. Harding, BSN
joined the MARN Board
of Directors in October
of
2009.
He
received
his Bachelor of Science,
Nursing at Saint Anselm
College, Manchester NH,
in May 2000. Drew comes
to MARN with a wealth of
management and financial
experience. He is presently
a Clinical Nurse Specialist Andrew D. Harding
in Emergency Department
at Caritas Good Samaritan Medical Center in
Brockton. He comes to us by way of California and
Colorado and has worked in a variety of leadership
positions in Massachusetts at Morton Hospital and
Medical Center, Boston Medical Center, Quincy
Medical Center, and Beth Israel Deaconess Medical
Center.
He is an instructor of Cardiopulmonary
Resuscitation, Advanced Cardiac Life Support,
Pediatric
Advanced
Life
Support,
and
Fundamental Critical Care Support and is certifies
as an ANCC Certified Emergency Nurse, ENA. He
has authored several articles in the clinical area of
emergency nursing and is a Contributing Section
Editor of the Journal of Emergency Nursing.
In addition to his active membership in MARN/
ANA, Drew is a member of several professional
nursing
organizations
including
American
College of Healthcare Executives, the American
Heart Association, American Stroke Association,
American Organization of Nurse Executives, the
Council for the Advancement of Nursing Science,
and a lifetime member of the Emergency Nurses
Association and the Harold Gotlieb Archival
Research Center Nursing Archive Associate. The
list goes on and on…
As you can see, MARN is fortunate to have such
a talented and dedicated member. Welcome Drew!
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Howard Koh Sworn In as Assistant US Secretary of
Health and Human Services
by Karen Daley
I recently had the pleasure and privilege of
being present to witness the swearing-in of Dr
Howard Koh, past Massachusetts Commissioner
of Public Health (1997-2003), as the Assistant
Secretary for Health for the US Department of
Health and Human Services (HHS). My personal
connection to Dr Koh goes back more than 20
years when he was one of my professors at the BU
School of Public Health. Most recently, he served
as the Harvey V. Fineberg Professor of the Practice
of Public Health, Associate Dean for Public Health
Practice, and Director of the Division of Public
Health Practice at the Harvard School of Public
Health.
Nominated for the post in March by President
Obama, Dr. Koh received widespread support
from many national organizations, including the
ANA. The US Senate unanimously confirmed his
appointment in June of this year. An incredibly
busy agenda at H&HS including work related
to the H1N1 outbreak, health care reform, and
other issues delayed scheduling of the formal
swearing-in ceremony, which was attended by
his family as well as many friends and colleagues
from Massachusetts. Also in attendance at the
invitation-only event were former Surgeon
Generals C. Everett Koop, David Satcher, Jocelyn
Elders and current Surgeon General Regina
Benjamin.
As the 14th Assistant Secretary for Health
and the country’s second highest-ranking health
official under Secretary Sebelius, Dr Koh oversees
the HHS Office of Public Health and Science, the
Commissioned Corps of the U.S. Public Health
Service, and the Office of the Surgeon General.
He also serves as the principal advisor to the HHS
for the nation’s public health system. Included
among Dr Koh’s responsibilities in his new role
are goals for protecting, promoting, and advancing
the health and safety of the nation—all of which
require embracing public health’s role in national
quality improvement initiatives.

Swearing in (left to right) Secretary Kathleen
Sebelius, Dr. Claudia Arrigg (Dr Koh’s wife),
Dr. Howard Koh, and Surgeon General Regina
Benjamin.

Secretary Kathleen Sebelius, Deputy Secretary
William Corr, and Dr. Howard Koh.
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An Invitation for MARN Members!
Become an active member—Join a MARN Committee today!
Mary A. Manning, MN.RN
Executive Director
Massachusetts Association of Registered Nurses
PO Box 285
Milton, Ma 02186
617-990-2856
Are you a MARN member who is looking for a
way to become more involved in the organization?
Do you have a special talent or interest? Can you
find the time to work on a one time only project?
If you are looking for the chance to become more
active in the organization, then we are looking
for you! Listed below are the descriptions of the
various active committees for the Massachusetts
Association of Registered Nurses.
MARN Awards Committee: Develops criteria
for and selects winners for three annual nursing
excellence awards, two scholarship awards
and Living Legend awards. Meets quarterly by
teleconference and email and once/year in person
to prepare for Awards Luncheon/Dinner. Members
expected to attend Annual Meeting and Awards
Luncheon/Dinner during the Spring Convention.
For more information, please contact MARN at
info@MARNonline.org or 617-990-2856: Attention:
Maura Fitzgerald, Chair.
MARN Bylaws Committee: Reviews MARN
Bylaws annually to create and propose changes
and additions as suggested by the membership

and/or Board of Directors and to maintain
compliance with ANA Bylaws. Meets in person
as necessary (usually once per year) and by
teleconference and email as necessary to prepare
for Annual Meeting. Members expected to attend
Annual Meeting held during Spring Convention.
For more information, please contact infoCE@
MARNonline.org.
MARN Continuing Education Committee:
The Massachusetts Association of Registered
Nurses, Inc. is accredited as an approver of
continuing nursing education by the American
Nurses Credentialing Center’s Commission on
Accreditation. This committee plans and executes
an Annual Provider Forum, writes quarterly
newsletter articles, and functions as the MARN
Approver Unit in reviewing provider and activity
applications for continuing education credit. Meets
monthly in Milton, MA on the first Wednesday
morning of each month (9am–12pm). For more
information, please contact infoCE@MARNonline.
org.
MARN Fall Clinical Conference Planning
Committee: Plans and executes Annual Fall
Conference focused on topics of clinical relevance.
Responsibilities include site selection, speaker
selection, developing contact hour application,
assisting with marketing and on-site registration.
Meets monthly by teleconference and/or email to
plan. For more information, please contact MARN
at info@MARNonline.org or 617-990-2856.

AMERICAN NURSES ASSOCIATION
Customer and Member Billing
P.O. Box 504345
St. Louis, MO 63150-4345

MARN Health Policy Committee: Reviews
proposed legislation and health policy issues
for recommendation to the Board of Directors.
Provides analysis to the Board and the membership
for recommendations; will also be meeting with
legislators. Meets monthly on the first Tuesday
evening of each month by teleconference (78pm) and plans to meet quarterly in person. For
more information, please contact MARN: info@
MARNonline.org or 617-990-2856.
MARN Membership Committee: Develops new
membership initiatives, reviews membership
statistics, and contacts new members to welcome
them to the Association. Presents to schools and
colleges of nursing, attends other professional
organizational programs and meetings to promote
MARN and the importance of professional
organizational membership. Meetings are monthly
by teleconference (5:30-6:30pm) and quarterly in
person. For more information, please contact info@
MARNonline.org.
MARN Newsletter Committee: Meets exclusively
by email to review articles for publication,
develop story lines, and create a quarterly
newsletter circulated to every RN licensed by the
Commonwealth. ALL MARN MEMBERS ARE
INVITED TO SUBMIT ARTICLES OF INTEREST.
For more information, please contact Editor Myra
Cacace at newsletter@MARNonline.org or 978-4336155.
MARN Spring Convention Planning Committee:
Plans and executes Annual Spring Convention
and Business Meeting. Responsibilities include
site selection, speaker selection, business meeting
execution, developing contact hour application,
assisting with marketing and on-site registration.
Meets monthly by teleconference and/or email
to plan. For more information, please contact
MARN at info@MARNonline.org or 617-990-2856:
Attention Peggie Griffin Bretz.

