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Hello Everyone!

The DNA welcomes its 
newest organizational 
affi liate the Delaware End-
of-Life Coalition. The DEOLC 
mission is to strengthen 
collaboration between the 
public and professional 
communities of Delaware 
regarding end-of-life-issues. If 

your organization is interested in participating in the 
DNA organizational affi liate program, please call the 
DNA offi ce at (302) 998-3141.

The offi cial RN license plate has been launched. 
The funds generated from the license plates will go 
toward the development of the Delaware Nursing 
Foundation and scholarships. In order the plates 
to go into production; the DNA must have 200 
applications. The numbers 1-20 are being held for a 
silent auction to be announced at a future date. To 
access the application, visit www.denurses.org.

The DNA has hired a new part-time executive 
assistant to help in the offi ce. Cindy Lynch will be 
a great asset in supporting the goals and activities 
of the association. To contact her via email, send to 
cindy@denurses.org.

September 10th, a day after President Obama 
delivered his healthcare address to Congress, over 
60 ANA nurses stood with the President at the White 
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Sarah Carmody

Dr.  Ma rge W h ite 
a t t e nde d  R o c k l a nd 
State Hospital School of 
Nursing and graduated 
with a diploma in nursing 
in 1971. She began her 
career in Nyack Hospital, 
Nyack New York where 
she worked in medical 
surgical nursing for 
10 years. Determined 
to further her abilities 
through education, she 
went on to earn her BSN, MS, and ultimately 
her PhD in nursing research. With each degree 
she also ascended the administrative ladder, 
eventually holding positions such as Vice President 
Operations and Vice President of Patient Care 
and Chief Nursing Offi cer. Dr. White enjoyed her 
time in administration because it allowed her to 
represent her fellow nurses on a broader scale. 

After 30 years in acute care, Dr White became 
increasingly uncomfortable with end-of-life 
treatments and the way she saw patients dying. 
Her goals were changing, and she wanted to help 
people fi nd a more peaceful and dignifi ed death. 
She joined Delaware Hospice in February of 2008, 
and serves as the Chief Operating Offi cer. On any 
given day more than 700 patients and families rely 
on Delaware Hospice to provide quality care and 
support services. 

It is such a pleasure for me to serve as your guest 
editor in this edition of the DNA Reporter. This issue 
centers around that which we hold very close to our 
hearts-patient care.

Palliative Care and Hospice Care are frequently 
confused. We have some great authors in this issue that 
will clear that confusion for us. These authors range 
from executive management to clinical informatics. 
They represent Delaware from all areas, Sussex to New 
Castle County. 

Both palliative care and hospice care use that fi ne 
art of a working team, dedicated to the goals of the 
patients and their families, not the clinician’s goals for 
the patient and families. The team’s goal is to keep the 
patient and family informed, educated, and focused 
on those goals. The interdisciplinary team members 
include nursing assistants, nurses, bereavement 
counselors, physicians, volunteers, chaplains, 
dieticians and social workers. Each discipline uniquely 
represents needs of the patient at that team table. Is the 
patient’s priority need to have medications adjusted, or 
to connect with that child lost to the prison system? Is 
the priority to be totally pain free or to be fully alert for 
those family exchanges, pain be damned?

My point here is that palliative care and hospice 
care both speak to the very heart of nursing; to 
prevent suffering and offer the best possible quality of 
life. Palliative care is appropriate at any point in a life 
threatening illness, it is not dependent on prognosis. 
Hospice care always provides palliative care, however 
hospice is focused on the terminally ill. Still confused? 
Read on, my friends! This is a great issue, our Delaware 
Nurses Association works hard to give us this forum to 
discuss nursing issues pertinent to the care you provide 
across the state every day!!

Palliative Care and Hospice Care

Executive Director’s Column continued on page 2

Marge White



Page 2  •  DNA Reporter November, December 2009, January 2010

Vision: The Delaware Nurses Association is dedicated to 
serving its membership by de� ning, developing, promoting 
and advancing the profession of nursing as an art and 
science.

Mission: The Delaware Nurses Association advocates for the 
interest of professional nurses in the state of Delaware.

Goals: The Delaware Nurses Association will work to:
1. Promote high standards of nursing practice, nursing 

education, and nursing research.
2. Strengthen the voice of nursing through membership 

and af� liate organizations.
3. Promote educational opportunities for nurses.
4. Establish collaborative relationships with consumers, 

health professionals and other advocacy organizations.
5. Safeguard the interests of health care consumers and 

nurses in the legislative, regulatory, and political arena.
6. Increase consumer understanding of the nursing 

profession.
7. Serves as an ambassador for the nursing profession.
8. Represent the voice of Delaware nurses in the national 

arena.

OFFICIAL PUBLICATION
 of the

Delaware Nurses Association
5586 Kirkwood Highway
Wilmington, DE 19808

Phone: 302-998-3141 or 302-998-3142 FAX 302-998-3143
Web: http://www.denurses.org

The DNA Reporter, (ISSN-0418-5412) is published 4 times 
annually, by the Arthur L. Davis Publishing Agency, Inc., for 
the Delaware Nurses Association, a constituent member 
association of the American Nurses Association.

EXECUTIVE COMMITTEE
President Treasurer
Norine Watson, RN, Gloria Zehnacker, CRNA, APN
MSN, NEA-BC

Past President Secretary
Penelope Seiple, RN, Vacant
MSN, NE-BC, FACHE

COMMITTEE CHAIRS
Continuing Education Advanced Practice
Nancy Rubino, EdD, RNC Leslie Verucci, MSN, RN,
Marylou Hamilton, MS, RN CNS, ARPN-BC, CRNP
Co-Chairs

Nominating Professional Development 
Moonyeen “Kloppy” Karen Carmody, MSN,
Klopfenstein, MS, RN, CRNP
IBCLC, CPUR

Legislative Communications
Vacant Heidi LeGates, MSN, RN, 
 NEA-BC
 Bonnie Osgood, RN-BC, MSN, 
Environmental Ad-Hoc NE-BC
Michelle Lauer, RN, MSN, BC
Nursing Healing Our Planet (NHOP)
 

DNA DELEGATES to the ANA House of Delegates
New Castle County: Nati Guyton, RN, MSN

Kent County: Karen Panunto, RN, MSN
Sussex County: Kelly Davis, RN, MSN

DNA President: Norine Watson, RN, MSN, NEA-BC
Alternates-at-Large:

Marianne Ford, RN, MS
Betty Stone, RN, MS, OCN

Diane Talarek, RN, MA, CNA

Executive Director
Sarah J. Carmody, MBA

Subscription to the DNA Reporter may be purchased for $20 per year, 
$30 per year for foreign addresses.

Acceptance of advertising does not imply endorsement or approval 
by the Delaware Nurses Association 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 its use. DNA 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 re� ect views of the staff, board, or membership of 
DNA or those of the national or local associations.

Advertising Rates Contact—Arthur L. Davis Publishing Agency, 
Inc., 517 Washington St., P.O. Box 216, Cedar Falls, Iowa 50613, 
800-626-4081, sales@aldpub.com. DNA 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. Material is copyrighted 
1997 by the Delaware Nurses Association and may not be reprinted 
without written permission from DNA.

Managing Editors
Heidi LeGates, MSN, RN, NEA-BC

Bonnie Osgood, RN-BC, MSN, NE-BC

The DNA Reporter welcomes unsolicited manuscripts by DNA 
members. Articles are submitted for the exclusive use of The DNA 
Reporter. All submitted articles must be original, not having been 
published before, and not under consideration for publication 
elsewhere. Submissions will be acknowledged by e-mail or a self-
addressed stamped envelope provided by the author. All articles 
require a cover letter requesting consideration for publication. Articles 
can be submitted electronically by e-mail to Heidi LeGates, MSN, RN, 
NEA-BC @ Heidi_Legates@Bayhealth.org or Bonnie S. Osgood, RN-
BC, MSN, NE-BC, @ bosgood@christianacare.org.

Each article should be prefaced with the title, author(s) names, 
educational degrees, certi� cation or other licenses, current position, 
and how the position or personal experiences relate to the topic of 
the article. Include af� liations. Manuscripts should not exceed � ve (5) 
typewritten pages and include APA format. Also include the author’s 
mailing address, telephone number where messages may be left, and 
fax number. Authors are responsible for obtaining permission to use 
any copyrighted material; in the case of an institution, permission must 
be obtained from the administrator in writing before publication. All 
articles will be peer-reviewed and edited as necessary for content, 
style, clarity, grammar and spelling. While student submissions are 
greatly sought and appreciated, no articles will be accepted for the 
sole purpose of ful� lling any course requirements. It is the policy of 
DNA Reporter not to provide monetary compensation for articles.

 ReporterHouse to show ANA's continued support for his 
efforts. ANA President Rebecca Patton, introduced 
the President, praising him for his understanding of 
the role nurses play in the health care system. DNA 
was fortunate to be able to participate in this very 
exciting event. DNA member and ANA delegate, Nate’ 
Guyton stood on stage along with two other nurses 
as the President addressed those in attendance. The 
DNA delegation included Nate’ Guyton, Moonyeen 
“Kloppy” Klopfenstein, Bonnie Osgood, Michelle 
Lauer, Evelyn Hayes, Jane Taylor, Marianne Foard, 
Heidi LeGates and Bonnie Perratto.

Legislation moves very fast and sometimes it 
is hard to keep up with it all. National healthcare 
legislation is the foremost on people’s minds. As 
nurses, you are the cornerstone of the healthcare 
system. Nurses and nursing should be viewed as 
an asset, not an expense. I urge you to make your 
opinions/ideas count. Stay on top of the latest news 
and contact your state representative with your 
thoughts. Healthcare reform is too important an 
issue not to have a strong nursing input!

Have a safe and happy holiday season!

Executive Director’s Column continued from page 1

Professional 
Development 
Committee

Chair–Karen A. Carmody, RN, MSN, FNP-BC

The October 22, 2009 DNA fall conference, 
Promoting Best Practices in the Nursing Profession, 
was a great success thanks to our partnership with 
the nursing department at the Delaware Technical 
Community College Owens Campus in Georgetown, 
DE. Participants in this 2-track program explored 
best practices in the nursing profession, discussed 
current trends in nursing practice, and advanced 
their knowledge and skills regarding nursing 
leadership while networking with their peers. This 
continuing nursing education activity offered 6.25 
nursing contact hours of which 3.0 pharmacology 
hours were available. 

Save the date, Friday March 12, 2010, for the DNA 
Spring Conference. This one will be in partnership 
with the nursing department at Wilmington 
University New Castle Campus. Three tracks will be 
offered, one entire track for Pharmacology Updates. 
Mark your calendars and plan to attend. 

The Professional Development Committee meets 
regularly to design and implement continuing 
nursing education programs for all professionally 
licensed nurses in Delaware. The Delaware 
Nurses Association is accredited as a provider of 
Continuing Nursing Education by the American 
Nurses Credentialing Center Commission (ANCC) 
on accreditation. All continuing nursing education 
programs are planned and implemented in 
accordance with the policies of ANCC. In keeping 
with these standards, all planners and faculty 
participating in Delaware Nurses Association 
sponsored events are expected to disclose to the 
participants any real or apparent confl icts of interest 
related to the content of their presentation. We are 
always interested in new faces and fresh ideas. If 
you have a special interest in nurses’ continuing 
education, please consider volunteering to work with 
the planning committee to implement these and 
other Professional Development programs. Contact 
the DNA offi ce at 302-998-3141.

H1N1 Updates
American Nurses Association
http://www.nursingworld.org/MainMenuCategories/
HealthcareandPolicyIssues/DPR/H1N1-Information.
aspx

Center for Disease Control
http://www.cdc.gov/h1n1fl u/

Delaware Division of Public Health
http://dhss.delaware.gov/dhss/dph/index.html

National Institute of Health
http://www.nih.gov/

Know what to do about the fl u
http://www.fl u.gov/

Wit and Wisdom
Sometimes you need a little crisis to get your 

adrenaline fl owing and help you realize your 
potential. 

~author unknown

I always believe that ultimately, if people are 
paying attention, then we get good government 
and good leadership. And when we get lazy, as 
a democracy and civically start taking shortcuts, 
then it results in bad government and politics. 

~Barak Obama
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President’s Message

Norine Watson

The reason this day 
is set aside to honor and 
promote palliative care is 
to create an opportunity 
to raise awareness and 
understanding of the needs–
medical, social, practical, 
spiritual–of people living with 
a life limiting illness and 
their families.  It is important 
to note that palliative care 
is not the same as hospice 
care. The goal of palliative 
care is to relieve the pain, 
symptoms and stress of serious illness–whatever the 
prognosis. It is appropriate for people of any age and 
at any point in an illness. It can be delivered along 
with treatments that are aimed at a cure. While 
the objective of hospice care is to enable patients to 
continue an alert, pain-free life and to manage other 
symptoms so that their last days may be spent with 
dignity and quality, surrounded by their loved ones.

Life limiting illnesses impact all age groups…. 
therefore nurses from every practice environment 
will benefi t by increasing their awareness of the 
importance of hospice programs and palliative care 
and the supportive services that can be provided.  

Once again I am impressed by the vision and 
insight of the Managing Editors for the DNA Reporter, 
Bonnie Osgood, MSN, RN and Heidi Legates, MSN, 

Did you know that October 9, 2010 is 
World Hospice and Palliative Care Day? 

RN for planning for the theme of this DNA Reporter 
to coincide with World Hospice and Palliative Care 
Day. It takes smart nurse leaders like these two to 
ensure that our professional nursing organizations 
stay both connected and relevant.  

Speaking of smart nurse leaders on September 
10th, at President Obama’s healthcare address ANA 
President, Becky Patton gave opening remarks and 
members of Delaware Nurses Association stood 
with the President to show their strong support for 
Healthcare reform. Nat’e Guyton, DNA member and 
our ANA Delegate was right up on the stage with the 
President.  Becky message included this passage, “As 
nurses, every day we see fi rst-hand the heart-breaking 
consequences of our nation’s fl awed system. We see 
patients in danger when they can’t access or afford 
the care they need. We hold a patient’s hand when 
they learn that their health insurance coverage has 
been denied or cancelled.” How well this statement 
captures the nurses’ experience coordinating the 
patient’s healthcare experience. I am grateful to all 
of the nurses that attended this important event for 
offering their time and devoting their considerable 
talents to ensuring the professional nurses’ 
perspective is included in the national healthcare 
debate. 

To read more about this event and see some of 
President Patton’s remarks visit the ANA website, 
Nurse World at http://www.nursingworld.org/ or the 
DNA Facebook page.

Volunteer 
Practice Hours
Program for retired nurses or 

those about to retire or stay at 
home nurses. We are exploring 

a possible program for nurses to 
obtain volunteer practice hours 
(using the nursing process) in 

specifi c volunteer job categories.
If you are interested or have 
ideas about the program, 

please contact DNA at (302) 
998-3141 or send an email to 

volunteerpractice@dna.org

The Delaware Nurses Association is proud 
to offer the fi rst ever Delaware license plate 

celebrating nursing. The funds generated from 
the license plates will go toward the development 

of the Delaware Nursing Foundation and 
scholarships. In order for the plates to go into 

production, the DNA must have 
200 applications.

The numbers 1-20 are being held for a silent 
auction to be announced at a future date. 

Visit www.denurses.org to download the 
application form.

Delaware RN License Plate

DNA/APN Council on

The Delaware Nurses Association and the APN 
Council of Delaware has launch their new Facebook 
online community group, providing nurses with 
access to popular social networking sites that 
offer fast, free, and convenient new ways to share 
information and make professional connections 
online. By signing up to become a “fan” of DNA at 
www.facebook.com/denurses, users will be able 
to post news, get the latest Association news and 
events/meeting info and join in on discussion boards 
on timely nursing issues.

Save the Date!
March 12, 2010

Spring Conference 2010
Wilmington University, 

New Castle campus

Topics:
Keynote Title: The Future of Nursing
Bariatric Surgery 10 Years Later
How the Mouth Can Make You Sick
Breath Actuated Nebulizer Technology
Analgesic Overdose (Rx)
Scalies & Other Funky Skin 
    Conditions

To view full agenda and register, visit 

www.denurses.org

Welcome our New 
Organizational 
Affiliate!

The DNA welcomes its newest 
organizational affi liate, Delaware 
End of Life Coalition. The DNA 
Board of Directors unanimously 
approved their application in 
August 2009.
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Lisa Wheeler, RN, BSN, CHPN

Lisa Wheeler, RN, 
BSN, CHPN is the Patient 
Care Administrator for 
the Vitas Innovative 
Hospice Care, Delaware. 
She received a BSN 
degree in 1990 from the 
University of Delaware. 
With 17 years experience 
as a hospice nurse, Lisa 
is Hospice and Palliative 
Care Certifi ed. She is a 
member of the Greater 
Delaware Valley Chapter 
of the HPNA. She can be reached by e-mail at 
Lisa.Wheeler@vitas.com.

I remember when it happened to me. All of a 
sudden everything made sense, and I could almost 
hear the proverbial “click” that came with fi nally 
getting it. It was the moment that comes for all new 
hospice nurses, when the philosophical transition 
occurs and the concept of palliative care is fully 
embraced.

I had my epiphany in 1992, during my rookie 
year as a hospice case manager. I was assigned to 
care for Helen, an elderly lady with widely metastatic 
breast cancer. She had multiple brain metastases 
that compromised her thought processing, speech, 
and mobility. Although steadily declining, Helen 
remained comfortable and enjoyed the attention from 
her large network of family and friends. 

Palliative Care Provides a Higher Quality of Care
I was shocked one afternoon to receive a call 

from her husband that she had suddenly become 
unresponsive. I made an unscheduled visit to 
assess Helen and found her indeed unresponsive, 
and without signs of distress. In keeping with my 
normal routine, I proceeded to take her vital signs 
and found her blood pressure to be 240/100. Having 
a background in trauma nursing, I immediately 
identifi ed this as an emergency and called the 
attending oncologist. 

I was taken aback by his initial response, which 
was inquiring how the family was coping with 
Helen’s decline. After giving him a regrettably curt 
reply, I redirected him back to Helen’s elevated blood 
pressure. He then spoke those powerful words whose 
resonance I can still feel today… “and WHY are you 
taking the blood pressure of an unresponsive hospice 
patient?” 

Awestruck by his question, I could give no 
rationale other than taking vital signs was something 
I did routinely. His demeanor softened at that point; 
he obviously sensed not only my inexperience but 
willingness to learn. The oncologist then explained 
that Helen’s blood pressure reading was directly 
related to the increased intracranial pressure from 
her brain lesions. It suddenly dawned on me that all 
the Nifedipine in the world would not change the fact 
that Helen’s cancer was quickly progressing.

At that pivotal moment in my career, I realized that 
as a hospice nurse I had a wonderful opportunity to 
enhance the quality of life for my patients. I began 
asking my patients about their goals, hopes, and 
sometimes even their regrets. I was amazed to 
learn that many last wishes were seemingly minor 
trivialities that the healthy population takes for 
granted. 

Nancy Farmer, RN, CHPN

Nancy Farmer, RN, 
CHPN, is a Registered 
N u r s e ,  c u r r e n t l y 
employed with Delaware 
H o s p i c e ,  I n c .  a n d 
serves patients in New 
Cast le  Count y  a nd 
P e n n s y l v a n i a .  S h e 
holds an Associates 
Degree in nursing from 
Delawa re  Tech n ica l 
and Community College 
in Stanton, Delaware. 
She has enhanced her 
education with experience from Christiana Care. 
Nancy is certifi ed as a Hospice and Palliative 
Nurse from the National Board for Certifi cation 
of Hospice and Palliative Nurses. Nancy recently 
received the “Delaware Excellence in Nursing 
Practice Award” for hospice care, awarded by the 
Delaware Organization of Nurse Executives and 
the Delaware Nurses Association. She can be 
reached at Delaware Hospice at 302-478-5707 or 
nmfarm26@live.com.

If I had a nickel for each nurse who cringed or 
shook his or her head upon hearing that I work in 
hospice/palliative care, I would have my beach house 
by now. This type of reaction is very common among 
those who do not fully understand the type of care 
hospice/palliative nurses provide. In fact, there are 
several misconceptions I hear as I interact with 
nurses in a variety of settings. 

One of the most widespread misconceptions about 
hospice/palliative care is that it is all about dealing 
with death. On the contrary, the main focus is on 
maximizing the quality of life for the patient while 
they are still with us. With the understanding that 
all patients have goals, hospice/palliative care 
nurses devise a plan of care to assist with symptom 
management so patients can reach their goals. 

A nurse may work with a patient from a mere 
handful of days to over a year depending on his or 
her diagnosis and where along the disease trajectory 
he or she is. It is the hospice/palliative nurse’s task 
to help the patient live life as fulfi lling as possible 
from the time they receive a terminal diagnosis until 
they die. This care can range from administering 
medications for better symptom management 

Misconceptions About Hospice/Palliative Care Nursing
to teaching a patient work/rest balance so they 
experience less fatigue when family members visit. 

The patient’s family also falls under a hospice/
palliative nurse’s care; teaching them how best to 
tend to their loved one empowers the family to feel 
confi dent in the plan of care. Educating the family 
on what to expect during the fi nal stages of a disease 
can ease their fears and allow them to focus on 
enjoying what time they have left. 

It is true that hospice/palliative nurses do not 
have the opportunity to save lives, but they can and 
do enhance the quality of their patients’ lives while 
supporting them and their families with compassion 
and presence. 

Many believe that medication administration is 
the only nursing skill used in this fi eld, and that 
nurses only need to know one medication for end of 
life care: morphine. In truth, many hospice patients 
require multi-symptom management during this 
time, including treatment for agitation/restlessness, 
uncontrolled pain, nausea, and dyspnea, to name a 
few. There are over fi ve hundred medications listed 
for comfort care in the “Medication Use Guidelines” 
from ExcelleRx, a popular drug guide used by 
many hospices nationwide. A hospice/palliative 
care nurse’s job is to avoid overmedicating and 
provide just enough treatment to alleviate patients’ 
symptoms. 

The skills required in this fi eld certainly do 
not end with the administration of medication. 
Hospice/palliative nurses are case managers and 
use a wide range of skills in their efforts to manage 
symptoms and provide comfort. Some examples 
include PICC lines, CADD/PCA pumps, parenteral 
nutrition, plurex drains, chest tubes, foley catheters, 
nasogastric tubes and suction. As many patients do 
not have a “Do Not Resuscitate” order and request 
full life-saving measures, nurses must be prepared 
for any eventuality. As case managers, the hospice/
palliative nurse orders the necessary medical 
equipment, schedules education sessions for both the 
patient and family, and assigns the number of days a 
home health aide is needed to assist the patient and 
caregiver. 

A hospice/palliative care nurse must also be 
able to incorporate some very special nursing skills 
such as therapeutic communication, knowledge of 
resources for complementary therapy (including 
reiki, guided imagery, and massage), knowledge 
of ethical issues surrounding end of life care, and 
strong patient advocacy skills.

Another common misconception is that the patient 
and family rely too heavily on the hospice/palliative 

care nurse, which then causes undue stress on the 
nurse, leading to “burnout”. While patients and 
families do look to the nurse for answers, the nurse 
in turn relies on the interdisciplinary team (IDT) to 
assist in patient care. The IDT is designed to provide 
physical, spiritual, and emotional support during 
end of life care. Included in this team are not only 
the nurse but the physician, social worker, chaplain, 
home health aide, bereavement counselor, and 
volunteer. 

The physician certifi es a patient as hospice 
appropriate and orders for care are written. Many 
physicians will consult with the hospice/palliative 
care nurse for recommendations on medications 
proven useful for symptom management at end of 
life and are quite likely to prescribe what the hospice 
nurse suggests. 

Visits to the patient by the social worker can 
assist with the many family dynamics and psycho-
social issues surrounding end of life, including 
nursing home placement and advanced directives 
as needed. The chaplain assists with the spiritual 
aspects of care and offers support to alleviate fears. 
Working with the family on a daily basis is the home 
health aide, providing personal care to the patient 
and easing caregiver fatigue. 

As a whole, the IDT works closely together to care 
for the mind, body, and spirit of hospice patients and 
their family members so that they can celebrate the 
life rather than focusing on the death.

Hospice/palliative care is rewarding in many ways. 
Not only is it an opportunity to reinforce nursing 
skills and work in a team environment, but there is 
the honor of getting to know the patients and their 
families. During such a personal and vulnerable 
time, it is a privilege to sit with them and listen as 
they share stories about their lives and their goals 
for the time they have left. 

Each patient is a gift, and nurses are quickly 
humbled by their wisdom, courage and hope. If not 
for hospice/palliative nurses, these patients’ wishes 
to have comfort measures only and die at home or 
in other residential facilities surrounded by their 
friends and family would not be possible. 

Families are grateful for the support from the IDT 
members and will always remember the care and 
compassion that was given long after their loved one 
has passed. To take the time to know a patient, to 
help them accomplish their last wishes, to manage 
care so well as to give them a peaceful dignifi ed 
death, is truly a profound experience.

Lisa Wheeler

Nancy Farmer

Additional articles 
regarding Palliative Care 

and Hospice Care are 
available on the DNA 

website at 
www.denurses.org

For one young gentleman suffering from 
obstructive colon cancer, it was having one last 
Capriotti’s cheese steak. For another patient with 
advanced ovarian cancer, it was visiting with friends 
and family on her back porch one more time. I began 
to incorporate quality of life interventions into my 
care plans. I also began to tap into the talents and 
expertise of my fellow team members. 

Working with the social worker, chaplain, and 
aide, as a team, we were able to turn both of these 
fi nal wishes into realities. Our young gentleman 
did have his cheese steak, thanks to a strategically 
placed wastebasket where he could expectorate 
instead of swallowing. And for our lady with ovarian 
cancer, not only were we able to get her up the stairs 
to her porch, we were invited to stay for tea.

Today I am in a position of mentoring new nurses 
to the specialty of hospice and palliative care. I teach 
them that every day brings an opportunity to make 
a difference in the fi nal chapter of someone’s life. I 
share with them the story of Helen, and the role she 
played in my transformation to hospice nurse. Then I 
send them out to fi nd a Helen of their own.
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Hospital can save $279 daily for patient who are 
discharged and $550 daily for patients who have 
expired while in acute care settings. This length 
of stay savings can be attributed to the presence of 
palliative care. Prior to a decade ago, palliative care 
programs were not yet rooted in acute care settings 
to provide the savings. Palliative care programs 
focus upon providing specialized medical care, drug, 
or therapies with a goal of enhancing the quality of 
life for patients with chronic and advanced illness. 
Palliative care allows for an interdisciplinary type 
of care focused on relief of suffering. Palliative 
care teams can act as consultants to primary care 
physicians as they strive to bring comfort to patients 
with enduring chronic pain and severe illnesses. In 
addition to providing potential pain and suffering 
release, palliative care programs hold the ability to 
signifi cantly decrease cost of patient care within acute 
care settings. 

Many times patients and their families are under 
the misconception that palliative care is the same 
service as hospice. Unlike hospice, non-hospice 
palliative care can be offered at any point in a 
serious illness along with life prolonging treatment. 
Palliative care can also be provide a simultaneous 
with curative and life prolonging treatment. Through 
palliative treatment the prevention and/or ease of 
suffering, while providing best quality of life for 
patients and their family. Many patients and their 
families are not aware patient prognosis does not 
dictate the implementation of comfort care. Palliative 
care patients can expect relief from symptoms such 
as pain, shortness of breath, fatigue, constipation, 
nausea, loss of appetite and swallowing diffi culty. 
Acute care palliative care goals include: relief of pain 
and symptoms, reduction of emotional suffering 
for patients and families, enhancement of patient 
physician/family/communication and decision 
making, and important coordination of care across 
the multi-disciplinary team setting. In order to 
establish a successful palliative care program, 
hospitals must acknowledge there are various 
patient care models. Thus several factors should be 
considered when developing a program. These factors 
include potential population needs and availability of 
staff trained in patient care. Finally, more and more 
hospitals are becoming aware of the value of palliative 
care expertise.

Strength in Numbers
Palliative Care programs have doubled their 

presence in acute care settings since the year 2000. 
In 2002, the American Hospital Association reported 
20% increase in the numbers of hospital based 
palliative care programs in comparison to previous 
years. By 2007, over 1400 palliative care programs are 
in place in acute care settings. U.S. inpatient palliative 
care units are most prevalent in the southeastern 
region of the country. In 2009, there are over 65 in-
patient palliative care units in place. Hospitals must 
acknowledge there are various patient care models, 
and thus several factors should be considered when 
developing a program. The factors include potential 
population needs and availability of staff trained in 
patient care. More and more hospitals are becoming 
aware of the value of palliative care expertise thus 
programs are growing at signifi cant rates.

Palliative Care: A Positive Presence in Acute Care Setting
Palliative Savings

Palliative care programs have attributed to 
decreased length of stay within the acute care setting. 
In addition to patient care cost reductions, palliative 
care programs decrease ancillary charges, and 
pharmaceutical cost as well. Comprehensive palliative 
care programs can save revenue within the acute care 
setting, while signifi cantly enhancing quality of care 
for a number of Americans. Through the delivery of 
highly-effective, rigorously coordinated, palliative care 
programs, a direct impact on the reduction of health 
care spending can be proven. This reduction can 
be document by: decreased hospital re-admissions, 
lowering of hospital costs through decreased lengths 
of stay and unnecessary tests, and effi ciency 
coordinated care transitions. Approximately $4908 
has been documented as savings when comparing 
palliative patient care to the non-palliative patient 
care. Most insurance payor sources, including 
Medicare and Medicaid, cover all or part of the 
palliative care treatment you receive in the hospital. 
Coverage is reimbursed for palliative care treatment 
the same as other medical services. Since 70 percent 
of the Medicare budget is spent on the 10 percent of 
our country’s sickest patients, palliative care has also 
become a model for high-quality, fi scally responsible 
care. Finally, the association between the prevalence 
of palliative care programs and lower Medicare 
spending for the seriously ill is an intriguing fi nding 
that would benefi t from further studies.

Acute care settings show improvement in patient 
satisfaction can be attributed to palliative care 
programs. As patients become more comfortable 
throughout their illness a known correlation can be 
linked to increased patient satisfaction within the 
acute care setting. Due to the evolving demographics 
of our aging population, palliative care programs are 
not optional they are a must. 

Palliative Future Recommendations
Delaware hospitals fall within the 60th percentile 

national of hospital with operating palliative care 

programs. The grade C given to Delaware hospitals 
by Center to Advance Palliative Care speaks to 
the challenge for improvement in palliative care. 
Palliative care treats the pain and other debilitating 
symptoms of serious and chronic illness. By effi ciently 
improving quality of care geared to our sickest, most 
vulnerable patients, palliative care is emerging as 
a critical component of health reform. What actions 
can be initiated to increase palliative care program 
in the acute care setting? A key component to occur 
on the federal level is the promotion and passing of 
legislation. This legislation should require all hospitals 
to offer palliative care services as a condition of 
Medicare and Medicaid reimbursement. Secondly, 
the creation of loan-forgiveness programs for nurses 
and physicians seeking postgraduate palliative 
care training. How can nurses impact the destiny of 
palliative care through state legislation? On a state 
level, nurses can develop and support state legislation 
that addresses funding to be made available to 
develop, train, and technically assist palliative care 
programs within hospitals. State legislation could 
allow for the creation of a statewide resource center for 
promotion of access to quality palliative care services. 
Lastly, the development of palliative care programs in 
public and sole community provider hospitals should 
be ensured as these hospitals provide care to the 
underserved and most vulnerable patient populations.
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Pediatric patients have unique needs with 
regard to palliative and end-of-life care. There has 
been much interest in this topic demonstrated by 
an increase in the literature in the last 10 years, 
much of it sparked by the release of the Institute 
of Medicine report When Children Die: Improving 
Palliative and End-of-Life Care for Children and Their 
Families (Field MJ, Behrman RE, eds., 2003).1 The 
report indicated that frequently children with life-
threatening or life-limiting conditions and their 
families do not receive appropriate care that meets 
their physical, spiritual and emotional needs. 

Palliative care requirements for children are 
unique in many ways. One aspect that must be 
considered is that most children are not able to 
advocate for themselves. The child’s family serves as 
the surrogate advocate and decision maker and must 
rapidly become “experts” on their child’s disease. 
Many children will grow from infancy to adolescence 
with a life-limiting or life-threatening disease. 
Diagnoses may include cancer, cystic fi brosis, Spinal 
Muscular Atrophy, HIV infection, sickle cell disease, 
cerebral palsy or chronic lung disease requiring 
long-term mechanical ventilation. The severity 
of the disease and the child’s illness trajectory 
is highly variable, emphasizing the need for an 
individualized plan of care that takes in to account 
the child’s changing growth and development needs, 
including participation in decision making. It is very 
common for a child with a life-limiting disease to 
have frequent exacerbations of their disease followed 

Pediatric Palliative Care
by periods of stability. Exacerbations often require 
hospitalizations, which are disruptive for the family 
as a whole. The entire family experiences the illness 
and siblings are often greatly impacted.

In addition to unique care needs, the palliative 
care services available specifi cally for pediatric 
patients are very limited. While approximately half 
of children’s hospitals now have palliative care 
teams in place (Friebert S, 2009)2, many children 
live a signifi cant distance from the closest children’s 
hospital, making access to these services diffi cult. 
There is often limited or non-existent insurance 
reimbursement for palliative care services for 
children, placing a signifi cant burden on families 
with children who could benefi t from these services. 
The long-term aspect of many of these diseases 
affecting children for whom palliative care services 
would be benefi cial creates both a fi nancial 
issue and a timing issue. A study by Thompson 
et al demonstrated that many pediatricians are 
uncomfortable referring children to palliative 
care early in their disease course, as they equate 
palliative care to hospice (Thompson LA, Knapp C, 
Madden V, Shenkman E, 2009).3 This limits access 
to many services, including pain and symptom 
management.

While the topic of pediatric palliative care is too 
broad to cover in a single manuscript, a review of 
some recent research with possible implications for 
the reader’s practice along with a list of pertinent 
resources may be helpful. Davies et al looked at 
barriers to palliative care for children, and found 
that pediatric health care providers identifi ed 
different barriers than those identifi ed for the adult 
population. Uncertainty in prognosis and discrepancy 
in treatment goals between staff members and family 
were cited as the two primary barriers to initiation 
of palliative care for pediatric patients. The authors 
recommend discussing palliative care options prior 
to a crisis and at outpatient visits in order to provide 
optimal care, ensuring the family understands 
that palliative care is different from end of life care 
and the ways in which palliative care can improve 
comfort and communication (Davies B, Sehring SA, 
Partridge JC, Cooper BA, et al, 2008).4

Prior to developing a pediatric palliative care 
program at a children’s hospital, Contro et al 
performed a needs assessment by surveying hospital 
staff members, community pediatricians and families 
of deceased children (Contro NA, Larson J, Scofi eld S, 
Sourkes B, Cohen HJ, 2004).5 Family needs identifi ed 
most consistently were confi dence in the treatment 
team, need for information, consistent message 
from all care providers, sensitivity and compassion 
in communication and pain management. Staff 
identifi ed the need for more education and programs 
that provided staff with support systems.

Feudtner et al looked at the comfort level of 
the nursing staff at a large children’s hospital in 
providing pediatric palliative care (Feudtner C, 
Santucci G, Feinstein JA, Snyder CR, et al, 2007).6 

The authors found that more years of nursing 
practice, greater number of hours of education 
related to pediatric palliative care and a hopeful 
attitude were associated with a higher palliative care 
competency score. Most predictive of the score was 
the number of hours of palliative care education, 
suggesting that nurses who seek out education on 
this topic will feel more prepared to deliver pediatric 
palliative care.

Need for education regarding pediatric palliative 
care is a consistent theme cited by staff in two of 
the studies discussed. An excellent educational 
option, developed by the American Association of 
Colleges of Nursing (AACN) in conjunction with 
several organizations with a vested interest in 
pediatric palliative and end-of-life care, is the End-
of-Life Nursing Education Consortium for Pediatric 
Palliative Care (ELNEC-PPC) curriculum (Malloy P, 

Sumner E, Virani R, Ferrell B, 2007).7 This program 
is available as a 2-day course in many regions of 
the country. Available courses can be found by 
accessing the AACN website, www.aacn.nche.edu/
ELNEC/Upcomingtrainings.htm#pediatric. There is 
also an online version of the course, found at www.
cure4kids.org. Selected additional pediatric palliative 
care resources are listed below.

Delivering excellent pediatric palliative care is 
very challenging and requires many resources, 
including well-prepared care providers with strong 
communication skills and knowledge of available 
services. Excellent resources are being developed 
and the evidence base to defi ne best practice is 
growing daily. Hopefully this will allow to children 
to, as one pediatric palliative care team’s mission 
statement states, “live as well as possible for as long 
as possible” (Duncan J, Spengler E, Wolfe J, 2007). 8

Pediatric Palliative Care Resources
1. National Hospice and Palliative Care Organization 

Standards for Pediatric Palliative and Hospice Care: http://
www.nhpco.org/i4a/pages/index.cfm?pageid=5874 

2. National Hospice and Palliative Care Organization 
Facts and Figures: Pediatric Palliative and Hospice Care in 
America, 2009 http://www.nhpco.org/fi les/public/quality/
Pediatric_Facts-Figures.pdf 

3. National Consensus Project for Quality 
Palliative Care, second edition sponsored by the 
National Quality Forum, Washington, DC: http://www.
nationalconsensusproject.org/Guidelines_Download.asp 

5. Listing of upcoming ELNEC-PPC training www.
aacn.nche.edu/ELNEC/Upcomingtrainings.htm#pediatric

6. On-line ELNEC-PCC training www.cure4kids.org 
(requires free registration)

7. Initiative for Pediatric Palliative Care www.
ippcweb.org : IPPC is a project of the Center for Applied 
Ethics(CAE), a division of Education Development Center, 
Inc. (EDC), working in collaboration with the National 
Association of Children’s Hospitals and Related Institutions 
(NACHRI), the Society of Pediatric Nurses (SPN),the 
Association of Medical Schools Pediatric Department 
Chairs (AMSPDC), and the New York Academy of Medicine 
(NYAM).

8. The AMERICAN ACADEMY OF PEDIATRICS 
statement on Palliative Care for Children developed by the 
Committee on Bioethics and Committee on Hospital Care 
(PEDIATRICS Vol. 106 No. 2 August 2000, pp. 351-357): 
reaffi rmed 2/2007.

9. Glazer J, ed. Child and Adolescent Psychology 
Clinics of North America, 15(3): July 2006. Issue devoted to 
Pediatric Palliative Care.

10. Kang T, ed. Pediatric Clinics of North America, 
54(5): Nov 2007. Issue devoted to Pediatric Palliative Care.

11. Rushton CH. Ethics and palliative care in 
pediatrics. AJN, 2004. 104(4):54-63.
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“The angel of death.” That was how I was greeted 
while responding to a hospice consultation in a local 
hospital. A gentleman had been told only a few hours 
earlier that he was too weak to undergo any more 
chemotherapy. His physician recommended hospice. 
As I entered his room, the patient greeted me with 
these words.

Recently I admitted a gentleman to our hospice 
program that had been diagnosed one month earlier 
with metastatic gall bladder cancer, after a 90 pound 
weight loss in 6 months. His wife called hospice 
herself, telling me, “I threatened him with hospice if 
he wouldn’t get out of the bed.” 

The stigma of hospice remains despite intensive 
efforts to educate both the community and health 
care professionals. Countless times I have been 
asked by families, “don’t say the word ‘hospice’”, 
“don’t wear your name badge”, “say you are the 
visiting nurse”, “if he knows you are from hospice 
he’ll give up”. 

Part of the problem is that palliative care, in the 
form of hospice, is usually introduced too late to 
patients and their families, when treatments have 
been exhausted or failed, after patients are told, 
“there’s nothing more we can do.” It’s no wonder 
that patients and families who have not been given 
appropriate information earlier in the course of 
the illness often cringe when the word hospice is 
mentioned. It sounds like a death sentence.

Palliative care and the hospice option need to be 
emphasized as care that is focused on helping people 
with serious and progressive illness to live as long as 
they can and as well as they can. Goals of care are 
to relieve suffering, provide symptom management, 
patient and family education, and emotional and 
spiritual support. 

By its very nature, all physicians and nurses 
practice palliative care. It makes sense that advance 

A Nurse’s Argument to Introduce the Concept 
of Palliative Care Sooner

care planning would start earlier in the natural 
history of a disease trajectory, even as soon as 
a diagnosis such as Alzheimer’s, ALS, COPD, or 
any other serious life limiting illness is made. 
Discussion of treatment options and goals for care 
should include palliative care, so that patients and 
their families get familiar with the concept and 
comfortable with the words. 

As disease progresses, this comprehensive, 
interdisciplinary approach will let families know they 
are not alone on their journey. If cures fail, palliative 
care, including the call to hospice, will not be as 
dreaded since the proper education and discussions 
have already taken place.

The diffi cult work we do involves accurately 
identifying when a person goes from being gravely 
ill to dying. We then compassionately and sensitively 
help our patient and his or her family makes that 
transition. If we freely talked to them about the value 
of palliative care and hospice care from the start, 
that transition would be much easier. 

A lot of the diffi culty stems from the fact that 
people do not want to die before their time and there 
is often uncertainty as to when that time is at hand. 
We tend to overmedicalize dying in this day and age, 
offering too many (often false) choices for treatment 
when a cure is no longer realistic. As a result, our 
patients and families alike become overwhelmed 
when they could be focusing on various important 
tasks at the end of life with the help of a palliative 
plan of care.

We should also let our patients know the facts 
about hospice care and the admission criteria much 
sooner in the disease progression. Hospice begins 
when prognosis is 6 months or less and when specifi c 
disease criteria are met. Here are three examples: 

Dementia
Dementia may affl ict an individual for 10 years 

or more. Hospice is appropriate when there is 
dependence in all ADL’s, incontinence, inability to 
speak or communicate meaningfully, as well as 
pneumonia, UTI, septicemia, weight loss, or stage 
3-4 decubitus ulcers. 

ALS
ALS can mean a prognosis of 5 years or more. 

Hospice guidelines are met when there is critically 
impaired breathing capacity, critical nutritional 
impairment, or life threatening complications such 
as sepsis, stage 3-4 decubitus ulcers, pyelonephritis, 
or aspiration pneumonia. 

COPD
COPD can last many years, with acute 

exacerbations followed by periods of relative 
stability. Hospice care can begin when there is 
disabling dyspnea at rest, decreased functional 
capacity, poor bronchodilator response, increased ER 
visits, frequent pulmonary infections, hypoxemia, 
hypercapnea, or cor pulmonale. 

The hospice community aggressively educates 
about appropriateness, but the fact remains that 
the mean length of a hospice stay is 25 days. Some 

individuals have had hospice care for just a few days, 
or even a few hours, before dying. This is a great 
disservice to the patient and the family alike. 

Education about hospice and palliative care can 
help minimize the many misconceptions about these 
important services. Some physicians and nurses 
believe that patients must agree to a DNR order, 
that they must have a caregiver, that consults, 
such as physical therapy or nutrition, are always 
contraindicated, or that they need to be 100% 
accurate in predicting life expectancy. They have 
concerns that they will be scrutinized for prescribing 
“extreme” quantities of opioids and that their 
patients will become addicted. The aggressive pursuit 
of a cure may translate to the notion that death is 
a failure.  Some patients and families believe their 
physicians will abandon them, or that their death 
will be hastened if they accept hospice. 

These misconceptions often mean late or absent 
referrals to hospice programs. Education for health 
care professionals should begin when we are 
students and continue throughout our careers. For 
the patient and his or her family it should begin at 
the diagnosis of a potentially life limiting illness.

The use of palliative care teams in hospitals 
can help with this education. Many acute care 
facilities have identifi ed the need for palliative care 
and developed palliative care teams to work in 
conjunction with primary care physicians. At times, 
however, they are consulted only when curative 
treatments are no longer effective, if the attending 
physician feels uncomfortable speaking with patients 
and families about what comes next, or when death 
is imminent.

The palliative care team is often the fi rst to 
initiate frank discussions about goals for care. 
Dr. John Goodill, head of the Palliative Care Team 
at Christiana Hospital in Newark, Delaware, often 
introduces the diffi cult discussion of dying without 
taking away hope by using the phrase, “hope for 
the best, plan for the worst”*. Remember that these 
are parents, children, siblings, and spouses making 
heart wrenching decisions about feeding tubes, 
ventilators, dialysis, resuscitation, prolongation of 
life, and prolongation of death. Often the patient is 
himself too critically ill to participate and families 
are emotionally and physically exhausted. These 
discussions need to begin much earlier with our 
patients and families. In that way they can make 
informed choices that they are comfortable with, 
allowing us to direct our efforts appropriately.

Comfort care for the sick and dying is not a new 
concept. In the hospices of the 19th century, respect 
for the person and personal worth was of utmost 
importance. Palliative care and hospice care still 
have a rightful place in the medical world of the 21st 
century. Our patients and their families benefi t from 
this approach, and deserve to be made aware of its 
value from the start of their journey clear to the end.

*quoted with permission
“Palliative Care”. CAPC. July 3, 2009 <www.

getpalliativecare.org>. 
Ogle, Karen S. “Palliative Care Education and Research.” 

Palliative Care Education and Research. Karen S. Ogle. 03 
July 2009 <http://www.palliativecare.msu.edu/>.

Clare Matis
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The End-of-Life Nursing Education Consortium 
(ELNEC) is a national education initiative designed 
to improve end-of-life (EOL) care in the United States. 
The project was initiated in 2000 funded by a grant 
from the Robert Wood Johnson Foundation with 
additional funding provided by the National Cancer 
Institute and others. The project has provided EOL 
education to more than 5,000 US nurses and is 
now offered internationally. The ELNEC project 
is administered by the American Association of 
Colleges of Nursing, Washington, DC and the City 
of Hope, Los Angeles, CA. Detailed information is 
available at www.aacn.nche.edu/ELNEC.

Phase I
In fall 2008, nurses and cancer coordinators in all 

Delaware hospitals were invited to participate in the 
ELNEC Train-the-Trainer Program provided through 
the Delaware End-of-Life Coalition (DEOLC). Funding 
for the project was provided by the Delaware Cancer 
Consortium. A total of 395 individuals volunteered to 
participate.

Recognizing the impossibility of asking nurses 
to leave their units for extended periods of time to 
attend CE training, the DEOLC chose to provide 
the ELNEC Super-Core Curriculum in a distance 
learning format. All video lectures were recorded by 
the Division of Special Programs at the University 
of Delaware and replicated on DVDs so that busy 

Delaware’s ELNEC Project: A Model for the Other 49 States!
nurses could watch the presentations according to 
their individual schedules. Dr. Madeline Lambrecht, 
2008 President of the DEOLC, coordinated the 
project. Each participant received a large tote bag 
containing the 1000 page ELNEC syllabus, CD and 
DVD, pen, and a wealth of resources to teach the 
material to others after completion of the course. 
All who agreed to participate did so with the 
understanding that they would be responsible for 
the future dissemination of EOL information, both 
within their respective hospitals and with the public.

Faculty who volunteered to tape the ELNEC 
content modules and monitor coordinated sections 
of the course web site were all nationally trained 
ELNEC Trainers. Each was responsible for one or 
two modules as shown below:

Palliative Nursing Care
Nancy D. Robino, EdD, RNC
Professor of Nursing and BSN Program Director
Wesley College, Dover, DE

Pain Management and Cultural Considerations in 
EOL Care
Muriel Foss, RN
Staff Educator
Delaware Hospice, Milford, DE

Symptom Management and Final Hours
Robert Contino, EdD, RN
Professor of Nursing
Wesley College, Dover, DE

Ethical Issues in Palliative Care Nursing
Barbara A. Wanta, EdD, RN, CAN
Adjunct Faculty
Wilmington University, Wilmington, DE

Communication
Lucille Gambardella, PhD, RN, CS, APN-BC, CAN
Professor and Chair, Department of Nursing,
Director of Graduate Nursing Program
Wesley College, Dover, DE

Loss, Grief, and Bereavement
Madeline E. Lambrecht, EdD, RN, FT
Professor of Nursing, Former Director–Division of 
Special Programs
University of Delaware
Newark, DE

Each faculty utilized basic ELNEC content and 
added her/his own updates including the latest 
research data. In addition to the content modules, 
several videoconferences were held to connect 
participants from the various hospitals. During 
those sessions, presenters discussed additional 
teaching/learning strategies which could be used by 
the participants as they developed plans to share the 

information with their peers. The faculty also fi elded 
questions and encouraged the sharing of experiences 
among the participants. The interactivity was 
appreciated by all as shared in their evaluations. For 
those unable to attend one of the videoconferences, 
they were taped and made available on the course 
web site.

As noted previously, all participants had access 
to a pass word protected course web site developed 
by the UD Division of Special Programs. The site 
contained the following sections: faculty, calendar for 
program completion, module descriptions, resources, 
evaluation form, and technology assistance. The 
site also included a Discussion Forum inviting 
participants to share experiences and pose questions 
to course faculty. Successful completion of the 
program involved scoring 75% or higher on each of 
the eight quizzes (one associated with each content 
module), completion of the evaluation form, plus 
submission of 6, 12, and 24 month goals related 
to dissemination of ELNEC content. Follow-up on 
goal progress is an ongoing activity provided by the 
DEOLC.

Phase II
In spring 2009, additional funding was provided 

by the Delaware Cancer Consortium to expand 
the initiative to long term care facilities within the 
state. With the support of Yrene Waldron, Executive 
Director of the Delaware Healthcare Facilities 
Association, information about the ELNEC Project 
was shared with facilities in the three counties. 
Thirty-four facilities chose to participate enrolling 64 
nurses and social workers. In addition to the Super-
Core Curriculum, this group also received a copy of 
the ELNEC Geriatric Curriculum. A luncheon was 
held at Dover Downs Hotel for all enrollees to explain 
the program and distribute materials. This fi nal 
phase of the ELNEC Project concluded in May 2009.

Conclusion
In summary, Phase I (hospital participants) shows 

a total of 207 of the 395 nurses and cancer care 
coordinators successfully completed all program 
requirements. Phase II (long term care facilities) 
shows 22 of the 64 individuals enrolled completed 
the program.

All nurses who successfully completed the 
program earned 18 nursing contact hours provided 
by Bayhealth Medical Center, an approved provider 
of continuing nursing education by the Delaware 
Nurses Association, an accredited approver by the 
American Nurses Credentialing Center’s Commission 
on Accreditation. Some who did not complete all 
parts of the program indicated that they felt the 
information was very pertinent, but they did not 
need additional contact hours for relicensure. 

Clearly, Delaware residents will benefi t from the 
increased EOL knowledge provided to nurses and 
others through the ELNEC Project. The DEOLC 
would like to express thanks to the hospitals, long 
term care facilities and their staff whose cooperation 
made this program possible. The program drew 
praise from ELNEC at the national level where 
project director, Pam Malloy called it “a model for the 
other 49 states.”

Madeline 
Lambrecht
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Murt Foos R.N., C.H.P.N

Muriel E. “Murt” Foos 
RN, is a Hospice nurse 
of 25 years, founder 
and CEO of Hospice of 
Prince George’s County, 
Md 1983-2003. As a 
Hospice Administrator 
carried the responsibility 
for all aspects or 
orientation and training 
for the organization. 
Also, in this capacity 
served as Education 
Chairperson for Hospice 
Network of Maryland and facilitated annual 
in-services and education conferences in varying 
capacities for last 20 years. Currently position 
as Staff Educator for Delaware Hospice involved 
the development and delivery of a continuous 
orientation program and ongoing clinical 
education opportunities for all hospice personnel. 
A nurse fi rst last and always, serving the dying 
has helped to live fully and richly. Murt can be 
reached at mfoos@delawarehospice.org.

Nurses become nurses because we want to help 
people. Helping people can be exhausting, fatiguing, 
and stressful at times. This is especially true for 
nurses. As a Palliative Care Nurse working in a 
hospice setting, I know this to be true. 

What makes the difference between Palliative 
Care Nurse longevity and burnout? What makes the 
difference when so many of our patients die in a very 
short period of time? The answer to these questions 
can be summed up with, “self-care”.

There have been times when I have said, “Oh no, I 
am so stressed! I can’t think clearly and I can’t keep 
going at this pace”. That is a common reaction to 
stress. A reaction, I am sure, we can all relate to. The 
secret, as I have found, is to develop in my life the 
“Oh yes, I have a revitalizing habit of rest, relaxation, 
and rejuvenation.” 

Here is an expanded “Oh No, Oh Yes” exploration 
of the art and science of self-care when working with 
the dying.

Oh Yes- you will know the experience of truly 
living a “purpose driven life” and 

Oh no- you won’t be depressed all the time as a 
result of all your patients dying.

Oh Yes- you must keep up your clinical skills–
especially your assessment knowledge–to ensure 
you will never miss the signs and symptoms of an 

Oh Yes—Oh No 
The Art and Science of Self-Care when Working with the Dying

impending end-of-life emergency, that if unattended, 
may greatly increase the pain and suffering of your 
patient.

Oh No- you won’t have to continue the medically 
aggressive and futile treatment protocols on the 89 
year old who told you she just wants to go home to 
her rose garden for whatever time she has left. You 
can make those arrangements and even make a 
home visit and see the rose garden for yourself.

Oh Yes- you will cry and laugh, both at the same 
time, while sitting at the bedside of a dying man 
whose grandchild did something funny making the 
patient smile as he takes his last breath. You will 
get angry and sad when you weren’t able to get the 
patient’s pain under better control or get a son to 
make a meaningful last visit to say goodbye. You will 
get tired after a busy weekend of on-call and then 
renewed when the loveliest card comes from a family 
you served. 

Oh No- you won’t forget to be at the bedside of 
your own loved one when the time comes or make 
that last visit home to say goodbye to your own 
mother in-law. You won’t forget to make that phone 
call to a dear friend or send a special thank-you card 
when she was there for you at a bad time.

Oh Yes- years of hospice work takes it’s toll when 
you get tired and sad at the same time but 

Oh No- it doesn’t make you want to quit. 

Oh Yes- you must embrace every tender moment 
that exudes tears of joy and tears of sadness all at 
the same time like when you make that late night 
on-call visit to a lovely family saying goodbye to 
grandfather while remembering all the fun at every 
family reunion because of his practical jokes.

Oh No- you won’t ever miss one of your own family 
reunions or the chance to play a practical joke on 
your loved one because you witnessed the richness 
of living fully and having fun.

Oh Yes- you will always volunteer to take on one 
more visit that day, or one more on-call night but, 

Oh No- you won’t ever miss a soccer game of 
your fi rst born or grandparents day at the fi rst 
grandchild’s preschool two hours away.

Oh Yes- you will stop at nothing to teach the 
family and get your patient the pain medicine she 
needs for a good night’s rest but, 

Oh No- you won’t sacrifi ce your own need for rest 
and restoration so you can “keep-on keeping-on”, as 
they say.

Oh Yes- you will get frustrated at the physician 
reluctant to prescribe suffi cient medication, or the 
long-term care nurse hesitant to give the “last” dose 
of morphine for fear of the last breath but,

Murt Foos

Oh No- you will not forget to call or write and tell 
them “thank you” when the goal of hospice care has 
been met and a peaceful comfortable dying in place 
was achieved. 

In hospice work the highs are high and the lows 
are low and there are lots and lots of moments 
that take your breath away. The same is true in 
our personal lives. The Oh Yes, Oh No struggle is 
to fi nd our own way to live all these moments both 
professionally and personally as richly, intensely, 
and completely as we can so we don’t miss a thing. 

As we watch the dying we learn a lot about living–
then the trick is to make sure we apply it. All of us 
have taken the courses and we even teach the art 
and science of self-care to our patients and families 
every day but we must truly learn to know ourselves, 
our own needs, and how to meet then so the perils 
of compassion fatigue and professional burnout will 
avoid us. We need to learn how to restore our selves 
and how to have fun. 
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To remain current on the rapidly changing 
legislative issues, please review the following links 
for current information. If you are interested in 
participating on the legislative committee, please 
visit the DNA website for posted dates.

ANA Health System Reform Agenda
www.nursingworld.org/MainMenuCategories/
HealthcareandPolicyIssues/HealthSystemReform/
Agenda/ANAsHealthSystemReformAgenda.aspx

Frequently Asked Questions ANA’s Positions and 
Advocacy on Healthcare Reform
www.nursingworld.org/MainMenuCategories/
HealthcareandPolicyIssues/HealthSystemReform.
aspx 

RN Action Site
www.rnaction.org

Side-by-Side Comparison of Major Health Care 
Reform Proposals
www.kff.org/healthreform/sidebyside.cfm

Focus on Healthcare Reform
www.kff.org/healthreform/upload/healthreform_tri_
full.pdf

Legislative Update
Georgetown University Policy Institute
www.healthinsuranceinfo.net

Institute of Medicine
www.iom.org

Robert Wood Johnson Foundation
http://www.rwjf.org/

The White House
www.whitehouse.gov/issues/health_care/

The Medicare Payment Advisory Commission 
(MedPAC)
www.medpac.gov/about.cfm

Center for Policy Analysis
http://www.centerforpolicyanalysis.org

Local Legislation
SB 138 with SA 2–Permits physician’s assistants, 

who are supervised by licensed physicians, and 
advance practice nurses, who are employed by 
or who have a collaborative agreement with a 
licensed physician, in addition to physicians to sign 
applications and renewal applications for license 
plates, and temporary and permanent parking 
permits for persons with disabilities. 

Signed on 07/06/2009

President Barack Obama continued to rally nurses 
to support his health care reform plans during a 
meeting at the White House on Thursday, September 
10, 2009, following his nationally televised speech to 
Congress on Wednesday night. He told the group of 
ANA nurses they have "a lot of credibility," adding, 
"Few people understand as well as you why today's 
health care system so badly needs reform."

ANA President Becky Patton delivered the opening 
address. Delaware Nurses Association was fortunate 
to participate in this event by sending delegation of 
DNA members. Attending were: Jane Taylor, Evelyn 
Hayes, Bonnie Osgood, Michele Lauer, Moonyeen 
“Kloppy” Klopfenstein, Nate’ Guyton, Heidi LeGates, 
Marianne Foard, and Bonnie Perratto.

Obama Rallies Nurses to Support 
Health Reform Plans

Affi liate Corner
Delaware End-of-Life 

Coalition
Submitted by: Teresa Towne, MSN, RN, NE-BC 

Delaware End-of-Life Coalition, 
Education Committee Chairperson

Clinical Educator, Bayhealth Medical Center
teresa_towne@bayhealth.org

You may have heard of the Delaware End-of-Life 
Coalition (DEOLC) before and wondered about its 
purpose. This coalition is comprised of a group 
of professionals who are interested in educating 
individuals confronted with end-of-life and palliative 
care issues in acute care, long-term care, hospice, 
and community settings. Our mission includes 
sharing resources and information, promoting public 
and professional education, fostering innovations 
in provision of care, addressing public policy, and 
networking with other end-of-life groups.

The coalition also recognizes health care 
professionals who make a difference. We will host 
the 2nd annual “Physician Excellence Award for 
End-of-Life Care” celebration on November 3, 2009 
from 5:30-8:00 PM at the Dover Sheraton Hotel. This 
event recognizes Delaware physicians who have gone 
above and beyond in teaching others about end of 
life issues and expectations. Nomination and dinner 
registration forms are located on our website at www.
deolc.org. There is other useful information that you 
will also fi nd at this website.

Death occurs unexpectedly for some with no time 
for preparation. For those who are left behind, the 
coalition sponsors a “Survivors of Suicide Day” for 
those dealing with this unique loss. At this event, 
participants are offered time for open sharing to 
assist them in the grief process. This year’s event is 
scheduled for November 21, 2009 from 10:00 AM to 
3:00 PM at the Delaware Biotechnology Institute in 
Newark. There is no cost for this program and lunch 
is provided. To register, call (302)998-3141 or send 
an email to deolc@denurses.org.

Our yearly statewide webcast is an example of 
how the coalition works with the Hospice Foundation 
of America to provide a local program with a common 
theme. Next year’s program is scheduled for March 
24, 2010 and will focus on “Living with Grief: Cancer 
and End-of-Life Care.” It will be held at the University 
of Delaware and also aired at two host sites: 
Bayhealth Medical Center and the Delaware Hospice 
Center. We are currently looking for potential panel 
members for this event. 

We welcome new members to the DEOLC. If you 
are interested in joining as an affi liate member, then 
contact Eric Cacase for membership information at 
4668admin@hcr-manorcare.com. We hope to see you 
get involved!

Welcome New and Reinstated Members!
Brianna Albano Wilmington
La Donna Allen Smyrna
Jo Ann Baker Wyoming
Kainde Barduae Newark
Judith Barnes Landenberg
Constance Beatty Newark
Linda Bolduc Dover
Emily Budd Harbeson
Melissa Catucci Georgetown
Patricia Christopher Wilmington
Toni Crane Saint Georges
Deborah Crowell Georgetown
Matilde Cruz Middletown
Cindy Cunningham Dover
Ann Darwicki Bear
Colleen Davis Newark
Musu Doe Bear
Lisa Drews Bear
Carole Dye Harrington
Deborah Fattori Oxford
Keith Fishlock Middletown
Carolyn Haines West Grove
Annette Hall Barnes Seaford
Sonya Hammond Magnolia

Carol Jackson Magnolia
Christine Jarrell Dover
Tamara Johnson Dover
Brenda Kinnamon Dover
Linda Kucher Georgetown
Kelsey Marvel Georgetown
Elizabeth Mattey Wilmington
Gina McCoy Newark
Ruth Morse Rehoboth Beach
Danica Paul Lewes
Tamala Paxton Seaford
Isabel Pearce Wilmington
Jennifer Pepper Milton
Barbara Ponte Newark
Susan Sargent Dover
Alice Segerstrom Wilmington
Megan Serbu Middletown
Denver Shockley Newport
Rebecca Sloan Magnolia
Kimberly Smallwood Smyrna
Karen Smith Bear
Mildred Steele Smyrna
Wendy Thomas Dover
Amanda Ward Dover

New Member 
Benefit

The American Nurses Association announced that 
it has launched a valuable new members only online 
feature, “PubMed Citations for You,” an automatic 
literature search that will display to ANA members 
current articles of interest to nurses.

PubMed is a U.S. National Library of Medicine 
database that includes over 19 million citations 
from MEDLINE and other life science journals for 
biomedical articles back to 1948. ANA’s “PubMed 
Citations for You” feature will automatically display 
new bibliographic records added to the PubMed 
database via RSS feed, so ANA members will have 
easy access to the latest citations in eleven different 
areas: Ethics, Standards, Education, Informatics, 
Environmental Health, Quality, Safety, Autonomy, 
Workplace, Occupational Health, and Professional 
Practice.  Full citations and abstracts when available 
are displayed for each record. 

To access ANA’s “PubMed Citations for You” 
feature, visit http://www.nursingworld.org/Members/
ExclusivelyForYou/PubMed-Citations.aspx.
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Delaware Nurses Association/American Nurses Association
Membership Application

 ____________________________________________________________________________________________________
  Name Credentials
 ____________________________________________________________________________________________________ 
  Home Phone     Work Phone
 ____________________________________________________________________________________________________
  Home Email     Work Email
 ____________________________________________________________________________________________________
  Mailing Address
 ____________________________________________________________________________________________________
  City, State, Zip
 ____________________________________________________________________________________________________  
  RN License #     State
 ____________________________________________________________________________________________________
  Employer/Address
 ____________________________________________________________________________________________________
  Position/Title

Permission to print name in the Reporter as a new member?       ❑  Yes ❑  No

 ___________________________________________________________________________________________________
  School
 ___________________________________________________________________________________________________
  Highest level of education

Return form to:
Delaware Nurses Association
Orchard Commons Complex

5586 Kirkwood Highway
Wilmington, DE 19808

Membership Category (check one box)

Full DNA/ANA Membership Dues  
$229 per year/$19.59 monthly, electronically
• Employed-full time/part time

DNA State-Only Membership Dues  
$149 per year
• Employed-full time/part time

ANA National-Only Membership Dues  
$179 per year 

Reduced Membership Dues
$114.50 per year/$10.04 monthly, electronically
• Full-time Student
• New graduate from basic nursing education program, within 6 months after graduation 
 (fi rst membership year only)
• 62 years old or over and not earning more than Social Security allows
• Not employed

Special Membership Dues
$57.25 per year/$5.27 monthly, electronically
• 62 years of age and not employed

Dual Membership Due
$95.00 per year
• RN holding membership in ANA through another state; proof of membership required

Methods of Payment
❑ Full Annual Payment: Cash, Bank Card or Check made payable to the American Nurses Association
❑ Electronic Withdrawal: Monthly electronic withdrawal from checking account (Authorization form on  

ANA application—includes $6 service charge)

 ________________________________________________________________________________________________________
 Visa/MC Number Expiration

Authorization
This is to authorize ANA to withdraw 1/12 of my annual dues from my checking account each month 
on or after the 15th day of each month, which is designated and maintained as shown by the enclosed 
check for the fi rst month’s payment. ANA is authorized to change the amount by giving the undersign 
thirty (30) days written notice. The undersign may cancel this authorization upon receipt by ANA of 
written notifi cation of termination twenty (20) days prior to deduction date as designated above.

 _____________________________________________________________________________________________________
  Signature for EDPP authorization

Apply online at www.denurses.org

Full DNA/ANA Membership
$229 per year/$19.59 monthly, electronically
• Employed-full time/part time
• Save up to 45% on conference registration
• Save on ANCC certifi cation fees
• Save 10% on professional liability insurance 

with Marsh*
• Free and discounted online continuing 

education
• Save 10% on personal accounting fees
• Discounts to insurance programs such as life, 

disability, job loss 
• Email alerts
• Online networking-DNA Facebook page and 

ANA Nurse Space
• Publishing opportunities and discounts
• National and State leadership opportunities
• Much more!
* Must hold certifi cation from ANCC; one-time 

savings.

Delaware State-Only Membership
$149 per year
• Employed-full time/part time
• Save up to 45% on conference registration
• Free and discounted online continuing 

education
• Save 10% on personal accounting fees
• Discounts to personal insurance such as life, 

disability, job loss 
• Email alerts
• Online networking-DNA Facebook page
• Publishing opportunities and discounts
• State leadership opportunities
• Much more!

American Nurses Association Only Membership
$179 per year
• ANA Smart Brief
• ANA Nurse Space
• Federal lobbying
• Discount to national conferences
• Save on ANCC certifi cation
• Free and discounted publications
• Much more!

Coming soon!
Delaware license plates for registered nurses.
Only available to full and state-only members.

DNA has partnered with the following 
organizations for member discounts and programs.

Membership 
        Benefi ts

InsureEZ.net


