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In this President’s Message, 
I would like to review a book 
written by former ANA-Maine 
President, Joe Niemczura. The 
book is entitled The Hospital 
at the End of the World (2009, 
Plain View Press). It is the story 
of transition and a personal, 
spiritual and professional 
journey. Joe left Maine to teach 
at the University of Hawaii. 
While there, he took the 
opportunity to spend a summer 
teaching nursing at a mission hospital in Tansen, Nepal. 
He wrote the book to describe that experience.

The book begins as Joe is met at the Katmandu airport 
by a cab driver who is to take him to the mission guest 
house. I felt like I was in the cab looking at the totally 
amazing sights of a very foreign land. The descriptive 
narrative is vibrant and one can feel excitement, awe, 
and a degree of fear and trepidation in terms of what will 
happen over an entire summer in this distant and strange 
land. People and places come alive and one eagerly awaits 
finding out what the hospital will be like. Photos Joe has 
taken are excellent and help to visualize what is being 
described.

The hospital, patients, and staff are presented very 
much from the perspective of an experienced nurse trying 
to orient himself to a new work setting. Things are very 
different, but Joe relates what he sees to what he knows 
from his experiences so that he has a basis from which to 
begin functioning. In bits and pieces, the reader learns that 
a great deal of time was spent in preparation for this trip.  
Months were spent studying the language and the culture.  
Used, but good textbooks were collected and carried to 
the hospital. After an orientation, Joe’s role was to teach 
nursing students at the hospital school. During orientation, 
he memorized how the rooms are organized and noted 
how extra patients are placed on pallets in the hall and how 
family members frequently sleep under the beds or in the 
hall with their sick relative. I feel a sense of anxiety trying 

to visualize myself taking report, and organizing an 
assignment in this environment, yet Joe proceeds.

The mission hospital in Tansen serves people 
who live lives beset by difficulty. Injuries occur 
that are related to poverty and primitive living 
conditions. Illnesses and diseases are related 
to issues of sanitation, lack of public health 
measures and geographical location. There are 
tropical diseases in addition to worms, cholera and 
poisonous snake bites.

Nepal has many varieties of extremely poisonous 
snakes. When the monsoons come and dry land 
becomes scarce, the snakes move closer to human 

habitation. In the ER, jars of dead snakes were kept on 
a shelf. When a person with a snake bite came in, they 
were shown the jars and asked to identify which type of 
snake bit them. Anti-venom is not always available in such 
locations. The hospital had one respirator that a physician 
acquired, but it had never been used because staff did not 
know how to use it. Joe and the doctor had worked together 
on developing a learning packet for staff regarding how to 
use the respirator, so that when a snake bite victim arrived 
whose respiratory muscles were paralyzed, the young man 
was cared for on the respirator with Joe taking the lead 
and teaching others. The man survived. (Joe’s first-hand 
account of this experience appeared in the Winter 2009 
issue of the Journal.)

The medical and nursing staff of the hospital are 
described as caring, competent and knowledgeable. The 
reader becomes acutely aware of the scarcity of resources 
common to medical practice in more developed western 
countries. Early in the book, Joe mentions that the hospital 
has no cardiac monitor or defibrillator, yet the reader 
comes to realize that of all the items lacking, a monitor and 
defibrillator are not a priority. Joe demonstrates respect 
for the doctors and nurses who work skillfully within the 
context of the situation. One part of the reader’s mind is 
aware of what is missing, yet the other part is aware of 
people doing a beautiful and admirable job with what is 
available.

Joe takes us on trips around Tansen, bringing us to the 
market with him, showing us the women’s clothing, letting 
us visualize a little of what life was like, the beauty of the 
land and the culture of Nepal. A bus trip to Katmandu on 
days off is described. The matter-of-fact description of the 
city and dinner in a hotel restaurant shows readers that 
they are seeing a place very far from our usual paths.

After orientation, Joe began to instruct the nursing 
students in pediatrics. This section of the book is 
particularly moving. At the hospital, when a burn 
exceeded a certain percent of a child’s body surface area, 
no treatment was attempted—a heartbreaking but realistic 
type of triage in this situation. Of the burned children who 
are admitted, the lack of technological resources mean that 
only basic treatment can be administered. Joe profoundly 
struggles to come to terms with the pain and suffering of 
the young children with burns for whom little could be 
done. In our society with all our technology, we can often 
defeat death or pretend for a very long time that death has 
no power. In the mission hospital in Tansen, death is a 
part of daily life. Yet as Joe makes his rounds and teaches 
students to do all they can do to relieve their little patients’ 
pain and to be skillful in their dressing changes to the burn 
wounds, caring comes through as the universal foundation 
for nursing. Death is not a stranger, yet one feels that love 
is stronger than death.

President’s Message continued on page 2
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Additional information about the hospital and the 
country are given in the appendixes. This information 
allows the reader access to very interesting facts without 
having them slow down the narrative. My favorite 
appendix is the one entitled, “What would Florence 
Nightingale do…..” This section reports that women have a 
disproportionately hard life in countries like Nepal. Women 
are often subject to varying levels of abuse and most often 
lack access to family planning information and adequate 
health care during pregnancy and childbirth. Illnesses that 
ravage countries like Nepal are discussed in terms of clean 
water, sewage disposal, clean meat and adequate protein 
for children along with immunizations and follow-up of 
infectious diseases. Nightingale’s legacy to us is that we 
have a good idea what she would have said and we have a 
good idea about what she would have wanted us to do. Joe 
notes that “Nursing is an important solution to all these 
problems” (p. 234). Nursing is described as a gateway to 
a new way of life in Nepal and perhaps around the world.  
These powerful words by a male nurse evoke memories 
of nursing leaders through the years and into the present. 
Nursing is a voice for social justice, caring and a global 
vision of health.

I found this book to be very well written and totally 
engaging on a professional, personal, and spiritual level. 
It was an added bonus that I know Joe, but the book 
would have been just as good if I had never met him. In 
the beginning of the book, Joe talks about having wanted 
to get out of his “bubble” of the secure and familiar. He 
indeed traveled far from his “bubble” and confronted 
amazing things. There are laughter and tears, sadness and 
hope in this story of a nurse who dared to travel and dared 
to care. I highly recommend that you read it.

President’s Message continued from page 1 CE Program Review 
Opportunity

Are you passionate about nursing education? Do you 
have experience in adult learning and nursing education, as 
well as a baccalaureate or graduate degree in nursing? If 
so, ANA-Maine has a spot just for you on its Continuing 
Education Committee! ANA-Maine is an Accredited 
Approver of Nursing Continuing Education by the 
American Nurses Credentialing Center’s Commission 
on Accreditation (ANCC-COA). Make use of this 
wonderful opportunity to facilitate the ongoing education 
of your peers, and to become involved in your nursing 
organization. For more information, contact Dawn Wiers 
at (207) 938-3826, or anamainece@gwi.net.

ANA-Maine’s Susan 
Henderson Appointed to 

State Health Council
ANA-Maine President Susan Henderson of South 

Portland has been appointed to the Maine Quality Forum 
Advisory Council, a group that includes healthcare 
consumers, providers, payers, and insurers. Henderson is a 
professor at Saint Joseph’s College.

In 2003, Gov. John Baldacci and the Maine legislature 
created the Maine Quality Forum as an independent 
division of the Dirigo Health Agency. The Forum’s mission 
is to advocate for high-quality health care and help Maine 
citizens make informed healthcare choices.

The advisory council provides a wide range of 
perspectives and expertise to advise the Forum by guiding 
its research and dissemination, quality performance 
measures, data coordination and public reporting of data, 
consumer education, and technology assessment.

The Forum has been charged with collecting research, 
promoting best practices, collecting and publishing 
comparative quality data, promoting electronic technology, 
promoting healthy lifestyles and reporting to consumers 
and the legislature.
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Swine Flu 2009: A Peculiar Pandemic
(Prepared for ANA-Maine Journal, June 9, 2009)

by Sharon D. Martin, RN, MSN, CNS-BC, PhD(c)

In 2009 a new influenza virus of swine origin A 
(H1N1) was detected first in Mexico (March), and then 
in the U.S. (April). Unlike feared avian flu, which cannot 
yet spread efficiently between people, this new swine 
origin flu virus was able to transmit easily from person to 
person. Noting that humans have little or no immunity to 
this new virus and that there is no effective vaccine, and 
based upon frightening reports of severe illness and deaths 
in Mexico, the immediate public health response was swift 
and aggressive. 

Public Health system responds
On April 22, the Center for Disease Control and 

Prevention (CDC) in Atlanta, GA, activated its Emergency 
Operations Center, and on April 26, the U.S. government 
declared a public health emergency, which allowed 
access to the nation’s Strategic National Stockpile of 
medicines and supplies. Antiviral medications and 
personal protective equipment were shipped to states 
in anticipation of need. The World Health Organization 
(WHO) declared a Pandemic Alert at Level 3 (of a 1-6 
level scale) then quickly raised the alert to Level 4, then 
to Level 5. A Level 5 pandemic suggests human-to-human 
spread in several countries indicating that a pandemic is 
imminent. Numerous public health advisories were posted 
by the CDC and state public health agencies. Schools 
were promptly closed for confirmed or suspected cases. A 
school nurse in New York City gained national fame for 
her quick observation of the first cluster of cases among 
school children on the East Coast.

Despite these aggressive efforts, by early June swine 
origin A (H1N1) has been confirmed in all 50 states, the 
District of Columbia, and Puerto Rico. WHO (June 8, 
2009) reports confirmed cases in 73 countries with 25,288 
cases and 139 deaths. Countries hardest hit include the U.S. 
(13,217 cases), Mexico (5,715 cases), and Canada (2,115 
cases). As of June 3 there were 17 confirmed cases among 
Maine residents with four more cases affecting out-of-state 
residents who became ill and were tested while in Maine. 
Of the 17 Maine cases, two were healthcare workers, 
three were hospitalized, and seven were under age 18. In 
comparison, at the same time Massachusetts had 700, New 
York 800, and New Hampshire 53 confirmed cases.

A Peculiar Pandemic
The peculiar part of this pandemic is the lack of 

severity of the illness it causes (at least since its spread 
outside of Mexico). Most but not all of the victims in the 
U.S. have recovered without requiring medical treatment, 
experiencing typical flu symptoms. But the word 
‘pandemic’ causes images of severe illness with many 
deaths, such as occurred in the great pandemic of 1918 
which killed about 50 million people worldwide in one 
year. Initial reports of the disease in Mexico suggested 
a deadly virus causing fear among the population. The 
government asked people to stay in their homes, rendering 
some large cities virtual ghost towns, and closed schools 
and public places. Some travelers in Mexico donned masks. 
Since then the virus has been considerably less virulent in 
the U.S. In fact, the WHO suffered criticism for rapidly 
declaring a pandemic alert in spite of the fact the current 
situation clearly meets the definition of a pandemic at 
Level 5. There has been some question of raising the alert 
to Level 6 but the WHO is holding off, focusing instead on 
revising the Pandemic Alert Levels to more clearly reflect 
severity of disease in addition to numbers and geographical 
spread of the ill. So, why the big hurrah? As a healthcare 
acquaintance recently asked, “It’s only the flu. What’s the 
big deal?”

What’s the Big Deal?
At this time the swine flu death rate is low, the public is 

calm, news reports of flu have died down, and many care 
providers not associated with public health do not appear 
alarmed. Why the concern among public health officials? 
The big deal is humans have no immunity to this new 
virus and there is currently no effective vaccine to combat 
it. Consider the fact that regular human flu, the kind that 
circulates each winter, kills about 36,000 Americans each 
year despite considerable immunity to regular human 
flu and very effective vaccines to combat it. For context 
36,000 is the equivalent of 120 plane crashes each year 
with 300 people per plane.

Another reason public health officials are concerned 
is that it is impossible to predict how severe swine origin 
A (H1N1) virus will become as it moves through the 
population. Influenza viruses are notorious for mutating, 
sometimes into more severe viruses. It is impossible to 
predict how severe the virus will have become by this 
fall and winter flu season when it is expected to be the 
dominant flu virus. This virus is new and unpredictable, 
the population has little or no immunity against it, and no 

effective specific vaccine is currently available to combat 
it. Illness may be more severe and widespread as a result. 
The CDC anticipates more cases, hospitalizations, and 
deaths due to swine origin A (H1N1).

What should you do?
All healthcare providers should learn what is currently 

known about swine origin A (H1N1) in order to more 
effectively care for patients as well as to protect self and 
loved ones. Some of the most current CDC information 
is summarized here but it is important to note that this 
information will be frequently updated as the pandemic 
unfolds. Please go to the websites noted below regularly for 
greater detail and the latest information. Some healthcare 
providers find frequent changes in the recommendations 
frustrating, but remember that this is a new virus, the 
research is evolving. In addition, flu viruses change over 
time. Mutations in the virus may necessitate changes in the 
recommendations and guidelines.

current cDc recommendations
General guidelines. Be sure to wash your hands 

frequently with soap and water or use an alcohol-based 
hand cleaner. Cover your mouth and nose with a tissue 
when coughing or sneezing. Then promptly discard the 
tissue and wash your hands. Avoid touching your eyes, 
nose, and mouth which can transmit virus. If you are sick 
with an influenza-like illness you should stay home and 
minimize contact with others, including avoiding travel, 
for 7 days after their symptoms begin or until you have 
been symptom-free for 24 hours, whichever is longer. 
Avoid close contact (within about six feet) with people who 
have flu-like symptoms.

Transmission. Current research suggests the virus is 
transmitted similarly to other influenza viruses, which is 
person-to-person through respiratory secretions when an 
infected person coughs or sneezes (droplet transmission). 
Droplet transmission requires close contact, less than six 
feet. Contact with contaminated surfaces is also probable. 
Airborne transmission is possible. Infection from contact 
with the eyes or GI infection is unknown. All respiratory 
secretions and bodily fluids (diarrheal stool) should be 
considered potentially infectious.

Swine Flu 2009 continued on page 4
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Incubation period. This period is unknown but could 
range from one to seven days, probably one to four days.

Case definition. A confirmed case is a person with an 
influenza-like illness with laboratory confirmed infection 
by real-time RT-PCR or viral culture. A probable case 
is a person with influenza-like illness who is positive 
for influenza A, but negative for human H1 and H3. 
The Maine CDC public health laboratory is able to do 
confirmatory swine origin H1N1 testing.

Clinical findings. Common symptoms are fever plus 
cough and/or sore throat. Also found are chills, headache, 
upper respiratory tract symptoms (cough, sore throat, 
rhinorrhea, shortness of breath), myalgia, arthralgia, 
fatigue, vomiting, or diarrhea.

Complications. Insufficient information is available but 
complications may be similar to seasonal influenza which 
include exacerbation of chronic medical conditions, upper 
and lower respiratory tract problems including pneumonia, 
cardiac problems such as myocarditis and pericarditis, 
musculoskeletal and neurologic problems, toxic shock 
syndrome, and secondary bacterial pneumonia with or 
without sepsis.

Groups at high risk for complications. There is not 
enough information to know which groups will be at higher 
risk, so, for now, consider groups at risk for seasonal flu 
complications also at risk for swine flu complications. This 
consideration includes patients less than five years old or 
those 65 years or older, those less than 18 years on long-
term aspirin therapy and who might be at risk for Reye 
syndrome, pregnant women, those with chronic pulmonary, 
cardiovascular, hepatic, hematological, neurologic, 
neuromuscular, or metabolic disorders, those who have 
immunosuppression, and nursing home and chronic-care 
facility residents.

Medical care. Patients with severe illness and those at 
high risk for complications from influenza (noted above) 

Swine Flu 2009 continued from page 3 should seek medical care. All confirmed, probable, and 
possible cases should be started on antiviral medication as 
soon as possible.

Reporting. Healthcare providers should contact the 
Maine CDC to obtain information on what clinical 
and epidemiological data to collect and specimen 
shipment protocols. Maine CDC’s Web site is www.
mainepublichealth.gov  or call the 24/7 healthcare provider 
line at 1-800-821-5821.

Treatment. The virus is currently susceptible to both 
oseltamivir and zanamivir. It is resistant to amantadine and 
rimantadine. See guidance on antiviral treatment at http://
www.cdc.gov/h1n1flu/recommendations.htm Antibiotics 
may also be needed for treatment of bacterial pneumonia.

Infectious period. This period is unknown but estimated 
to be one day before illness onset until symptoms resolve. 
Consider patients infectious from one day before to seven 
days after illness onset, but children may be infectious for 
up to 10 days.

Testing. Testing for swine origin A (H1N1) is 
recommended for patients with severe respiratory 
illness and those at highest risk of complications from 
influenza. Upper respiratory specimens are best, such as a 
nasopharyngeal swab or aspirate, nasal swab plus a throat 
swab or nasal wash, or tracheal aspirate.

Infection control. Institute Respiratory Hygiene/Cough 
Etiquette guidelines, which can be found at http://www.
cdc.gov/flu/professionals/infectioncontrol/resphygiene.
htm. Then institute current infection control guidelines, 
which can be found at http://www.cdc.gov/h1n1flu/
guidelines_infection_control.htm. 

Institutional care. Generally, patients should be 
placed in private rooms with the door closed; negative 
air pressure rooms should be used if procedures will 
create aerosols (i.e. intubation, suctioning). When being 
transported, the patient should wear a surgical mask. 
Only necessary personnel should enter the patient’s room 

and they should use standard and contact precautions 
plus eye protection as well as a fit-tested disposable N95 
respirator or better. Standard hand washing procedures 
are used. Visitors should be limited to those who are most 
crucial to the patient’s well-being. They must be instructed 
in infection control, be observed for illness, and asked to 
limit movement within the facility. They may be offered 
a gown, gloves, eye protection, and N95 respirator with 
instructions on how to use these items properly. Healthcare 
providers should be observed for signs of illness and 
should not work until symptoms subside. The same 
cleaning and disinfection procedures that are used during 
seasonal flu are used for swine flu. Entrance to a facility 
may be limited during a flu outbreak and anyone with flu 
symptoms is discouraged from entering.

Care at home. Generally keep the sick person away 
from other people in the household as much as possible. 
Ask the sick person to cover his or her coughs and clean 
hands with soap and water or an alcohol-based hand 
rub often, especially after coughing and/or sneezing. 
Everyone in the house should clean their hands often, 
using soap and water or an alcohol-based hand rub. Ask 
your healthcare provider if household contacts of the sick 
person—particularly those contacts who may have chronic 
health conditions—should take antiviral medications 
such as oseltamivir (Tamiflu®) or zanamivir (Relenza®) 
prophylactically. More detailed instructions regarding care 
of the flu patient at home can be found at http://www.cdc.
gov/h1n1flu/guidance_homecare.htm, Interim Guidance 
for H1N1 Flu (Swine Flu): Taking Care of a Sick Person in 
Your Home, May 13, 2009.

Current recommendations for the use of facemasks and 
respirators can be found at http://www.cdc.gov/h1n1flu/
masks.htm, Interim Recommendations for Facemask and 
Respirator Use to Reduce Novel Influenza A (H1N1) Virus 
Transmission, May 27, 2009.

Swine Flu 2009 continued on page 5



August, September, October 2009 ANA Maine Journal Page 5

Swine Flu 2009 continued from page 4 In conclusion, swine origin flu A (H1N1) is spreading 
rapidly around the globe. Though the illness caused to 
date has been relatively mild, healthcare providers must be 
vigilant as flu viruses are known to mutate. The severity or 
numbers of victims in the fall/winter flu season cannot be 
predicted. Becoming knowledgeable now and keeping up 
to date with information provided by the best sources like 
the CDC, the Maine CDC, and the WHO are crucial for 
excellent patient care and effective infection control.

Sharon D. Martin can be contacted at: smartin@
sjcme.edu.
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Table 1. CDC Interim Recommendations for Facemask and Respirator Use for Home, Community, and Occupational Settings for 
Non-Ill Persons to Prevent Infection with Novel H1N1 1 2

 Setting Persons not at increased risk of severe Persons at increased risk of 
  illness from influenza severe illness from
  (Non-high risk persons) influenza (high-risk persons) 3

Community

No novel H1N1 in community Facemask/respirator Facemask/ respirator 
  not recommended not recommended

Novel H1N1 in community:  Facemask/respirator not recommended Facemask/respirator not
not crowded setting   recommended

Novel H1N1 in community:  Facemask/respirator not recommended Avoid setting.
crowded setting   If unavoidable, consider facemask or 
   respirator

Home

Caregiver to person with Facemask/respirator not recommended Avoid being caregiver. If unavoidable, 
influenza-like illness   use facemask or respirator 4 5

Occupational (non-health care)

No novel H1N1 in community Facemask/respirator not recommended Facemask/respirator not 
   recommended

Novel H1N1 in community Facemask/respirator not recommended Facemask/respirator not  
  but could be considered under recommended but could be
  certain circumstances considered under certain
   circumstances

Occupational (healthcare)

Caring for persons with known,  Respirator Consider temporary reassignment. 
probable or suspected novel  Respirator
H1N1 or influenza-like illness

Maine Legislature Honors Mid Coast Hospital
by Michael J. L’Abbe

Sitting in the gallery of Maine’s House of 
Representatives and listening to the legislature discuss 
Mid Coast Hospital’s Magnet Designation for quality 
patient care was heartwarming for four registered nurses 
representing the hospital patient care staff. The Hospital 
was presented with a Sentiment of the Legislature with 
congratulations at the morning session of the House on 
Monday.

“On May the 18th of this year,” said Representative 
Peter Kent (D-Woolwich), “Brunswick’s Mid Coast 
Hospital, after a four year effort—after 2,300 pages 
of documentation bound in 18 volumes—and after 
3 days of intensive interviews with nurses, staff, 
physicians, administrators and the public, was awarded 
Magnet Recognition status from the American Nurses 
Credentialing Center.”

According to Kent, the Magnet Recognition status 
is the culmination of research studies in the 1980’s into 
why, in the middle of a nationwide nursing shortage, 
some hospitals have no trouble attracting nurses. “It is 
the answer to the question ‘What are those forces within 
a hospital, its environment, and administration that make 
it attractive, make it a magnet, for exceptional nurses and 
nursing?’”

“I am proud to say that Mid Coast Hospital has set as 
policy the nurture and encouragement of quality nursing 
and nursing environments, and recognizes the connection 
between nursing, the healing process, and patient 
outcome,” says Rep. Kent.

“Mid Coast [Hospital] brings honor not only to itself, 
but also to Brunswick, the surrounding community it 
serves, and the State of Maine as a whole. Thank You.”

It really was a special to be sitting there and have the 
entire House of Representatives turn around, stand, and 

applaud,” says Deb MacLeod, the hospital’s director of 
nursing administration. “It was an honor to represent Mid 
Coast Hospital.”

Deb was joined by Peggy Martin, RN, Maternity Care; 
Panee Mancharoen, RN; Behavioral Health; and Catherine 
Underwood, RN, Surgical Services who are all pictured 
below with members of the House and Senate from the 
Mid Coast area.

Michael J. L’Abbe
mjl24@georgetown.edu
653-6197

Pictured are (from left) Assistant House Majority 
Leader Seth Berry, D-Bowdoinham; Rep. Kerry 
Prescott, R-Topsham; Deb MacLeod, RN, 
Director of Nursing Administration and Case 
management; Peggy Martin, RN, Maternity Care; 
Rep. Alex Cornell du Houx, D-Brunswick; Panee 
Mancharoen, RN , Behavioral Health; Rep. Charlie 
Priest, D-Brunswick; Catherine Underwood, 
RN, Surgical Services; Rep. David Webster, 
D-Freeport; Rep. Peter Kent, D-Woolwich; and 
Sen. Seth Goodall, D-Sagadahoc.



Page 6 ANA Maine Journal August, September, October 2009

CDC Reports Swine-origin Flu Infections among Healthcare Providers
(Prepared June 25, 2009)

by Sharon D. Martin, RN, MSN, CNS-BC, 
Doctoral Candidate

The CDC reported on June 19, 2009, that as of May 
13, 2009, it had received 48 reports from 18 states of 
confirmed or probable Novel Influenza A (H1N1) (also 
known as swine flu) infections among healthcare providers 
(HCPs). Examination of the cases found that HCPs were 
probably exposed both in community and healthcare 
settings.

Of 26 cases examined in detail, the CDC found that 
half (13) had probably become infected in a healthcare 
setting. Six of the HCPs might have been exposed to the 
illness while working in outpatient settings during the 
week before patients had developed symptoms. Eleven of 
13 HCPs who may have been exposed by patient contact 
had not completely followed the CDC’s interim infection 
control recommendations for this new flu virus.

The CDC encourages all HCPs to review and follow 
the recommendations for infection control to decrease the 
risk for transmission of both seasonal and novel influenza 
A (H1N1) in healthcare settings. Generally, this includes 
HCPs being vigilant when interacting with patients who 
may or may not have symptoms of infection, ensuring 
proper use of personal protective equipment, and using 

effective hand and respiratory hygiene. In addition, 
both patient visitors and HCPs should be monitored and 
restricted from healthcare facilities when showing signs 
of flu-like illness. The CDC emphasizes the importance 
of prompt identification of patients with possible novel 
influenza A (H1N1) infection, especially in ambulatory 
care settings.

The CDC reconfirms the need for all HCPs to obtain 
vaccination for seasonal flu. Though seasonal flu vaccine 
does not protect against novel influenza A (H1N1), it does 
decrease the disease burden from seasonal flu.

General recommendations for care of patients with 
novel influenza A (H1N1) in healthcare settings include 
the use of patient isolation in a single room with the door 
closed for seven days or until symptoms resolve and strict 
adherence to standard and droplet precautions. In addition, 
HCPs should use a fit-tested N-95 respirator mask and eye 
protection when caring for a person suspected or known to 
have this virus.

Full recommendations for control of novel virus A 
(H1N1) among HCPs can be found at Interim Guidance for 
Infection Control for Care of Patients with Confirmed or 
Suspected Novel Influenza A (H1N1) virus Infection in a 
Healthcare Setting—May 13, 2009 at http://www.cdc.gov/
h1n1flu/guidelines_infection_control.htm.

The Occupational Safety and Health Administration 

(OSHA) also recently published guidance for HCPs 
and health-care employers during pandemic flu. This 
publication includes information on clinical aspects 
of influenza, infection control, pandemic influenza 
preparedness, and OSHA standards of special importance. 
It can be accessed at http://www.osha.gov/Publications/
OSHA_pandemic_health.pdf.

Sharon D. Martin can be contacted at: smartin@sjcme.
edu.
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The RNs Role in Chronic Disease Management:
A Response to the President’s Message

by Catherine Princell, RN MS
Blue Hill Family Medicine

Blue Hill, Maine

While reading the President’s Message in the Spring 
2009 ANA-Maine Journal, the sentence regarding the role 
of nurses in chronic disease management and how this role 
has barely been tapped jumped off the page. When I read 
the sentence about how in office practices RNs cannot bill 
for their time, I immediately knew I had to contact Susan 
Henderson and tell her what I do as a chronic disease care 
manager in a hospital-owned family practice system.

As a care manager, my role includes resource utilization 
and management, care coordination among primary care, 
specialists, educators and community-based services, as 
well as clinical management offering patient education and 
counseling to promote self-management and adherence.  
Oh, and did I forget to mention that I can bill for this 
service and it is covered by Medicare, Medicaid, as well 
as private and commercial insurance carriers? Let me 
explain.

I work for Blue Hill Memorial Hospital/Peninsula 
Primary Care.  In 2001, under a Bingham Foundation 
Grant, this organization purchased the ScoreHealth 
Software, which is a Health Risk Assessment Tool 
developed by Dr. Burgess Record and Sandy Record, RN. 
The ScoreHealth process is the internationally-recognized 
Franklin Health Model, developed by the company 
founders. The Model focuses on identifying and managing 
risk factors specific to chronic diseases, including:

•	 Cancer	screening	frequency
•	 Framingham	Global	Heart	Risk
•	 High	A1C	or	blood	glucose
•	 High	blood	pressure
•	 High	total	cholesterol	and/or	low	HDL	cholesterol	
•	 Metabolic	syndrome
•	 Overweight,	obesity	or	abdominal	adiposity
•	 Physical	inactivity
•	 Poor	dietary	practices
•	 Stress	and/or	depression
•	 Symptom	recognition
•	 Tobacco	abuse
And managing a patient-centered plan for change by:
•	 Promoting	 healthier	 behaviors	 and	 improving	

coping skills
•	 Assessing	medication	compliance
•	 Referring	to	medical	providers	and	other	resources
•	 Following-up	as	appropriate
•	 Educating	clients	and	providers
•	 Linking	to	community	resources
ScoreHealth Services are provided in the family practice 

office and have become part of the Patient-Centered 
Medical Home process we are working on in Peninsula 
Primary Care System. The ScoreHealth risk assessment 
database includes follow-up care and the ability to produce 
both individual and group reports. When I started using 
the ScoreHealth program at Blue Hill Family Medicine, we 
were a Rural Health Clinic. I met with the patient who had 
been referred by her or his provider for a chronic disease 
diagnosis (hypercholesterolemia, obesity, diabetes, HTN 
and such), and at the end of my visit with the patient, the 
provider would come in for a few minutes and sign both 
the encounter form and the transcription, as well as talk to 
the patient briefly about the patient’s ScoreHealth Report 
Card. This visit was charged as a level three office visit 

and the encounter form was coded according to the chronic 
disease diagnosis.

That procedure and process can be used in a private 
practice setting as well as a Rural Health Clinic owned by 
a hospital. Last year we changed from Rural Health Clinic 
to Physician Provider Organization, and I now can see the 
patients without a physician, and can charge a facility fee 
for my time which is reimbursed at a level three as well. 
The reason I can do this is that our clinics are owned by 
the hospital so the facility fee is an accepted charge for 
nursing service. We follow specific protocols to meet the 
billing criteria that include a 30-minute face-to-face visit 
for assessment, risk factor analysis, vital signs, assessment 
of medication compliance, extended review of self-
management skills, patient education, care coordination/
case management services. We can consult the physician if 
it proves necessary and we always work with the patient’s 
office chart (EMR or paper). We use this system to have an 
RN working as a case/care manager in an outpatient family 
practice setting and have the visits covered by insurance, 
as well as increase the quality of care by adding the time 
spent with the nurse to continue to follow the patient.  
Currently, the Patient-Centered Medical Home concept 
is growing in primary care. This team-based model holds 
significant promise for better health care quality, improved 
involvement of patients in their own care, reduced 
avoidable costs over time, and it supports the growth of 
nursing roles in the outpatient setting.

The ANA-Maine Journal welcomes readers who want 
to respond in writing, just as Catherine Princell did, to 
any of the content published in this journal. For more 
information, contact a member of the Editorial Committee 
(listed on page 2 of the ANA-Maine Journal), or Jenny 
Radsma, Editor, at radsma@maine.edu. 
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Two Nurses, Two Students are Honored at ANA-Maine Awards Ceremony
Nurses, whether direct caregivers, managers, educators, 

leaders, or visionaries, work hard every day, and in 
very diverse roles. Their knowledge, caring attitudes, 
compassion, understanding, teamwork, use of foresight 
and intuition, and ability to deal with complex situations 
and people are rewarded by the lives they touch on a daily 
basis. Too infrequently, however, is recognition granted by 
nursing colleagues.

On April 30, 2009, eight nominees for the Sister 
Consuela White Spirit of Nursing Award and the Agnes 
E. Flaherty Leadership Award, as well as two students, 
shared the spotlight for nursing excellence as nurses came 
together to honor each other for the important role nurses 
play day after day. The nominees, who were introduced 
by their nominators, were honored at the Senator Inn, in 
Augusta. Fresh flowers and a feeling of gentleness filled 
the elegant room.

The Agnes E. Flaherty Leadership Award was presented 
to Catherine Palleschi, RN, Nursing Director, CICU, 
Maine Medical Center. The Sister Consuela White Spirit 
of Nursing Award was presented to Paula Ballesteros, RN, 
BSN, MSB, NE-BC, Patient Care Manager, Eastern Maine 
Medical Center.

Each year, the Agnes E. Flaherty Leadership Award 
is awarded to a registered nurse leader who demonstrates 
leadership, courage, and dedication in his or her 
interactions with patients and families, staff and coworkers, 
the profession, and the community. The defining qualities 
of the nominees include the ability to: develop a work 
environment that fosters autonomy and creativity; value 
and empower others; affirm the uniqueness of each 
individual; motivate others to work toward a common 
goal; identify common values; be committed to the 
profession and society; think long-term in visionary ways; 
be politically astute; and contribute to change and renewal. 
This year’s nominees were Brian Viele, RN, BSN, CCRN, 
Program Director of Behavioral Health, Director of 
Intensive Care, Director of Cardiopulmonary Program 
and the Clinical Consultants at MidCoast Hospital; Laurie 

2009 Agnes E. Flaherty Leadership Award 
Winner: Catherine Palleschi.

The Sister Consuela White Spirit of Nursing 
Award: Paula BallesterosCaton-Lemos, MS, RN, Faculty, USM; Paula Rowe, RN, 

Nurse Manager, Gosnell Hospice House, Hospice of 
Southern Maine; and Catherine Palleschi.

The Sister Consuela White Spirit of Nursing Award is 
given annually to a registered nurse in clinical practice, 
nursing education, or administration who demonstrates 
the spirit of nursing by the care, concern, respect, and 
knowledge that he or she demonstrates in interactions with 
patients and families, coworkers, students, the profession, 
and the community. The defining qualities include the 
ability to: listen on a deep level and truly understand; 
keep an open mind and hear without judgment; deal 
with ambiguity, paradoxes, and complex issues; believe 
that honestly sharing critical challenges with all parties 
and asking for the input of others is more important than 
personally providing solutions; be clear about goals and 
instrumental in setting direction without giving orders; 
use foresight and intuition; and view people and issues 
wholistically while gaining a sense of relationships and 
connections. This year’s nominees were Kimberly Smith, 
RN, BSN, Nurse Manager of the Wound Healing Clinic, 
Maine General Hospital; Caroline Merrill, RN, Staff 

Nurse, Gosnell Memorial Hospice, Hospice of Southern 
Maine; Roberta Vorhis, RN, Miles Memorial Hospital; and 
Paula Ballesteros.

Additionally, two $500 nursing student scholarships 
were awarded with money raised from the silent auctions 
held at ANA-Maine annual meetings and conferences. The 
awards’ criteria requires that students be in their programs’ 
good standing; have successfully finished one semester 
of clinical course work; be a member of a student nurse 
association; demonstrate the ability to provide holistic, 
safe patient care; and display professional accountability, 
responsibility, and integrity. Students were to identify how 
the scholarship would help them with the completion of 
their program. Scholarship winners were Angela Putney, 
University of Southern Maine, and Lynne Bowden, 
University of Maine at Orono.

This awards ceremony is an annual event sponsored by 
ANA-Maine as a special tribute to all of those who work 
in Maine’s nursing profession.

Be It Resolved…
Nursing Students Prepare and Debate Resolutions at National 

Convention : Reflections from an NSNA Participant
by Lynne Bowden, President

Student Nurses Association of Maine (SNAM)

During the week of April 13, 2009, nine students from 
the state of Maine traveled to Nashville, TN, to take part 
in the 57th Annual Convention for the National Student 
Nurses’ Association (NSNA). Each member of the group 
had an opportunity to participate in various programs at 
the convention, such as an interactive NCLEX review 
course, Council of State Presidents, Treasurer’s Certificate 
program, guest speaker panels, and workshops that 
provided tips for succeeding in nursing school.

Each workshop was designed to target different 
audiences within the crowd of nearly 3,000 attendees, 
whether they were state board members, school presidents, 
graduating seniors, or even incoming first-year students. In 
addition, three students, representing the Student Nurses’ 
Association of Maine (SNAM) and the Orono Student 
Nurses’ Association (OSNA), had an opportunity to serve 
as delegates in the NSNA House of Delegates. These three 
students served as the voting representatives from Maine 
and played an active role in determining the outcomes of 
resolutions, written by students nationwide, concerning 
topics such as pressure ulcer prevention, teenage 
pregnancy, disaster relief, MRSA awareness, utilization of 
Child Life Specialists, and much more.

While many first-time convention attendees from 
Maine were in awe of the magnitude of such an event, I 
was enjoying yet another new experience at my fourth 
national convention as I served on the NSNA Resolutions 
Committee. This appointed position allowed me to take 
part in the NSNA House of Delegates, but in a very 

different manner from the typical position as a delegate. As 
a member of the Resolutions Committee, I was responsible 
for overseeing the final work of eight resolutions submitted 
by students. My duties began weeks before the convention 
when I received copies of the eight drafted resolutions. 
Upon receiving the resolutions, I spent many hours reading 
the drafts and reviewing the literature used to support the 
authors’ arguments. It was my responsibility to ensure that 
the resolutions were based upon accurate and up-to-date 
research, such as the evidenced-based practices of nursing. 
After reviewing the resolutions, I went on to contact the 
authors and provide constructive criticism regarding their 
topics, formatting, and research. The authors were then 
expected to review my comments and make changes 
as they saw fit before meeting with me in person at the 
convention.

On April 13, 2009, the 
Resolutions Committee met 
in person for the first time 
in Nashville, TN, to begin 
reviewing the resolutions as a 
committee and prepare for the 
arrival of the authors. After 
two days of review, committee 
members arranged individual 
meetings with each author 
to discuss the final plans for 
presenting the resolutions at the 
House of Delegates. Once the 
24 resolutions were finalized 
and sent to the printer, 
committee members sat back 

and watched nearly 300 delegates debate the topics at hand 
before going to a vote. In the end, 23 of the 24 submitted 
resolutions were passed by the 2009 House of Delegates 
and became the official positions of the NSNA. Final 
drafts of the resolutions can be viewed by the public at 
www.nsna.org/pdf/pubs.Resolutions2009.pdf. In turn, the 
NSNA Board of Directors and NSNA members nationwide 
are developing programs and distributing letters to 
influential organizations throughout the country to spread 
awareness about the resolutions topics that serve to guide 
our actions through the upcoming year. This experience 
allowed me, before even graduating from nursing school, 
to gain a true appreciation of the research and literature 
that drives nursing practice and for the outstanding future 
nurse leaders who are actively making changes within our 
profession.
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Continuing Education
Calendar for Maine Nurses

Opening for CE Program Reviewers

Are you passionate about nursing education? Do you 
have experience in adult learning and nursing education, 
as well as a baccalaureate or graduate degree in nursing? 
If so, ANA-Maine has a spot just for you on its Continuing 
Education Committee! ANA-Maine is an Accredited 
Approver of Nursing Continuing Education by the 
American Nurses Credentialing Center’s Commission 
on Accreditation (ANCC-COA). Make use of this 
wonderful opportunity to facilitate the ongoing education 
of your peers, and to become involved in your nursing 
organization. For more information, contact Dawn Wiers 
at (207) 938-3826, or anamainece@gwi.net.

rn to Bachelor of science Degree. Blended online 
and classroom program, University of Southern Maine, 
College of Nursing and Health Professions. Contact Amy 
Gieseke, Program Coordinator for USM’s Online/Blended 
Programs, 207-780-5921 or agieseke@usm.maine.edu.

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

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

25  PESI, Portland. Patient crisis: identify the signs 
and symptoms Before the Patient crashes. $179. For 
additional discount information: http://www.pesihealthcare.
com

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

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

Although we attempt to be as accurate as possible, information concerning events is published as submitted. We 
do not assume responsibility for errors. If you have questions about any event, please call the event planner directly.

If you wish to post an event on this calendar, the next submission deadline is september 28, 2009 for the Fall 
issue. Send items to publications@anamaine.org. Please use the format you see below: date, city, title, sponsor, fee 
and contact information. There is no charge to post an educational offering.

Advertising: To place an ad or for information, contact sales@aldpub.com.
ANA-Maine is the ANCC-COA accredited Approver Unit for Maine. Not all courses listed here provide ANCC-

COA credit, but they are printed for your interest and convenience. For more CE information, please go to www.
anamaine.org

To obtain information on becoming a ANCC-COA CE provider, please contact anamaine@gwi.net
USM/CCE indicates the class is offered through University of Southern Maine/Center for Continuing Education.  

For course descriptions, visit www.usm.maine.edu/cce  or call 207-780-5900 or 800-787-0468 for a catalog. Most 
classes are held at the new Abromson Community Education Center in Portland, conveniently located just off I-295.  
Free parking nearby.

CCSME indicates class is held by the Co-Occurring Collaborative Serving Maine.
PESI HealthCare seminars in Maine, visit http://www.pesi.com

August 2009

14 PESI, Bangor. Physical Assessment and 
interviewing skills in the Adult. $179. For additional 
discount information: http://www.pesihealthcare.com

15 PESI, South Portland. Physical Assessment and 
interviewing skills in the Adult. $179. For additional 
discount information: http://www.pesihealthcare.com

 
18 USMCC. Length of stay (Los):  strategic 

innovations for case managers. $185; includes 
continental breakfast and lunch. For more information: 
www.usm.maine.edu/cce.

2 PESI, Portland. Gestational Diabetes: Diagnosis 
to Delivery. $179. For additional discount information: 
http://www.pesihealthcare.com

2 USMCC. certificate Program in case 
management. Four Fridays: October 2 and 23, November 
6 and 20. $625. For more information: www.usm.maine.
edu/cce

5 PESI, Bangor. critical skills for the nurse 
educator. $179. For additional discount information: 
http://www.pesihealthcare.com

5 USMCC. Facilitating end-of-Life Discussions: 
Advance care Planning. 9 a.m.-noon and the Art of 
comforting, 1 p.m.-4 p.m.  $75 per module or register 
for both for a reduced fee of $135. For more information: 
www.usm.maine.edu/cce.

5 USMCC. certificate Program in co-occurring 
conditions of mental Health and substance Abuse.
Five Mondays: October 5 and 19, November 2, 9 and 16. 
$625. For more information: www.usm.maine.edu/cce

5 USMCC. certificate Program in Advanced 
Assessment of the older Adult. Four Mondays: October 5 
and 19, November 2 and 16. $595. Individual modules may 
also be taken. For more information: www.usm.maine.edu/
cce

6 PESI, Portland. critical skills for the nurse 
educator. $179. For additional discount information: 
http://www.pesihealthcare.com

7-8 USMCC. i.V. therapy for registered nurses.
$275; $25 materials fee. For more information: www.usm.
maine.edu/cce

16 USMCC. Vascular Access Devices (cVAD). $135. 
For more information: www.usm.maine.edu/cce.

19 USMCC. certificate Program in end-of-Life 
care. Five Mondays: October 19 and 26, November 2, 9 
and 16. $765. For more information: www.usm.maine.edu/
cce 

21 PESI, Bangor. Pediatric cardiology. $179. For 
additional discount information: http://www.pesihealthcare.
com

September 2009

October 2009

CE Calendar continued on page 9
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21-22 USMCC. mindfulness-Based stress 
reduction: A two-Day intensive. $295; includes healthy 
lunches. For more information: www.usm.maine.edu/cce

22 PESI, Portland. Pediatric cardiology. $179. For 
additional discount information: http://www.pesihealthcare.
com

28 USMCC. Difficult conversations:  Providers, 
Patients and Families. $135. For more information: www.
usm.maine.edu/cce

CE Calendar continued from page 8 28 PESI, Bangor. challenging Geriatric Behaviors. 
$179. For additional discount information: http://www.
pesihealthcare.com

28-29 USMCC. therapeutic touch. $265. For more 
information: www.usm.maine.edu/cce

29 PESI, Portland. challenging Geriatric Behaviors. 
$179. For additional discount information: http://www.
pesihealthcare.com

November 2009
4 USMCC. compassion Fatigue. $135. For more 

information: www.usm.maine.edu/cce

5 USMCC. Lab Analysis:  A systems Approach to 
understanding Lab Values and nursing implications.  
$135. For more information: www.usm.maine.edu/cce

9 USMCC. suicide among military Personnel:  
Assessment Guidelines and treatment strategies. $135. 
For more information: www.usm.maine.edu/cce
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Margaret Hourigan 
Receives Statewide 

Nursing Leadership Award
Dr. Margaret Hourigan of 

Mechanic Falls has been named 
the 2009 Maine Nursing Leader 
by the Organization for Maine 
Nurse Executives (OMNE) for 
outstanding achievement in nursing 
leadership, communication and 
commitment to patient care. She 
is an assistant professor of nursing 
at Saint Joseph’s College and chair 
of the nursing department there.

Hourigan has served as a 
nurse leader in Maine for 23 years. She has held several 
officer positions at OMNE and currently serves in the role 
of education committee co-chair. She is a board member 
of the Maine State Board of Nursing, serves as a national 
representative to the Nursing Research and Action Council, 
and is a member of the education planning council of 
the Plexus Institute. She has also served as the education 
council leader for the Center for Nursing Leadership and 
as an advisor for Sigma Theta Tau International Nursing 
Honor Society.

Hourigan introduced complexity science, which is based 
on the principles of interdisciplinary complex adaptive 
systems, to the nursing curricula at Saint Joseph’s College 
through her association with the Plexus Institute. She 
has been instrumental in bringing the institute’s national 
symposium to the Saint Joseph’s campus for a conference 
on healthcare leadership in July.

Dr. Margaret 
Hourigan

On Research, Theory, and Evidence-Based Practice
by Jacqueline Fawcett, PhD, RN, FAAN

Virtually every nurse is 
now aware of the need for 
evidence-based nursing practice 
and understands that the best 
evidence needed for the highest 
quality nursing care comes from 
research findings. However, 
not all nurses understand that 
nursing research findings 
actually are theories that 
describe, explain, or predict 
some phenomenon that is of interest to nurses and nursing.

More specifically, research is conducted to develop 
theory by generating new theories or testing existing 
theories. The findings of the research designed to generate 
new theories constitute the content of the theory. The 
findings of research designed to test existing theories 
support the theory or indicate that the theory has to be 
modified or discarded.

Thus, if evidence comes from research findings, and if 

research findings represent theory, it follows that theories 
are the evidence needed for nursing practice. It also follows 
that evidence-based practice actually is theory-based 
practice. Thinking about research, theory, and evidence-
based practice in this way eliminates the so-called theory-
practice gap.

The “take-home message” of this column is 
summarized in these points:

•	 Research	=	Theory	Development
•	 Research	Findings	=	Evidence
•	 Research	Findings	=	Theory
•	 Evidence	=	Theory
•	 Evidence-Based	Practice	=	Theory-Based	Practice
For more information about the ideas presented 

in this column, see: Fawcett, J., & Garity, J. (2009). 
Evaluating evidence for evidence-based nursing practice. 
Philadelphia: F. A. Davis.

Jacqueline Fawcett is a Professor in the College 
of Nursing and Health Sciences at the University of 
Massachusetts Boston. She has resided in Waldoboro, ME, 
since 1996. You may contact her at jacqueline.fawcett@
umb.edu

Jacqueline Fawcett

ANA Commends President Obama’s New 
“United We Serve” Initiative, Urges U.S. Nurses 

to Join Disaster Response Networks
siLVer sPrinG, mD—The American Nurses 

Association (ANA) proudly supports President Obama’s 
United We Serve campaign launched on June 22, and 
urges the nation’s 2.9 million registered nurses (RNs) to be 
“disaster ready” by taking action now and pre-registering 
with one of the many disaster registries and response 
organizations that already exist.

Created as part of the “Serve America Act” signed into 
law in April, the United We Serve campaign calls upon all 
Americans to make a focused effort to volunteer in their 
communities over the next three months, culminating in a 
National Day of Service and Remembrance on September 
11, 2009. The United We Serve initiative encourages 
Americans to play an active role in the nation’s economic 
recovery by stepping up to volunteer in service projects 
at this critical time in our nation’s history, when help is 
needed and resources are stretched thin.

“In the aftermath of Hurricane Katrina and the increase 
in the level of the pandemic alert of the H1N1 flu virus, 
now more than ever it is critical that nurses heed the call 
to serve by signing up on national disaster registries,” said 

ANA President Rebecca M. Patton, MSN, RN, CNOR. 
“ANA strongly believes that in order to respond effectively, 
now is the time for nurses to get prepared—not when the 
disaster occurs, but before it strikes.”

As the nation’s front-line health care providers, 
historically nurses have played a vital, critical role in 
disaster response during catastrophic events. In the event 
that an overwhelmed community needs help in mass 
immunization, mass sheltering or other extraordinary 
conditions, nurses can be counted on to save lives and 
provide on-site care.

By joining a disaster response registry, an RN’s 
licensure can be pre-verified and validated; he/she will 
have access to disaster training and drilling; and during 
a disaster, he/she will be deployed through a recognized 
system that has been incorporated into the local, state, and 
national response plans.

Nurses who are interested in pre-registering with a 
disaster response organization can visit the following links 
for more information:

•	 Community Emergency Response Team
•	 American Red Cross - Volunteer
•	 Medical Reserve Corps
•	 National Disaster Medical System
•	 Emergency System for Advance Registration of 

Volunteer Health Professionals
•	 Be Safe, Be Prepared: Emergency System for 

Advance Registration of Volunteer Health 
Professionals in Disaster Response

For more information on the United We Serve effort, 
visit http://www.serve.gov.

Congresswoman Holds 
Nurses’ Health Care 

Roundtable

Lois Skillings and Paul Parker went to USM’s Muskie 
School May 27, 2009, to talk with U.S. Rep. Chellie 
Pingree, who set up a nurses’ roundtable to discuss issues 
of concern regarding healthcare policy and restructuring. 
Lois Skillings is the Vice President of Nursing and Patient 
Care at Mid Coast Hospital in Brunswick, and Paul Parker 
is a Director on the Board of ANA-Maine.

Rep. Pingree was optimistic about the possibilities 
for significant changes in the healthcare delivery system. 
She feels strongly that a plan providing some type of 
healthcare coverage for all Americans will be passed this 
year, probably in the form of a government-backed option 
in addition to private insurance and Medicare. She said 
there is significant support to eliminate the “pre-existing 
conditions” clauses of private insurance, and mentioned 
that in some states this clause has gone so far as to include 
all women of childbearing ages because they have the 
potential to have children!

A great deal of discussion generated from the group 
of nurses, particularly about changing the traditional 
mindset of “physician” as the gatekeeper and controller 
of the healthcare system by shifting to the concept of 
“provider,” which would include advanced practice nurses. 
The medical home plan was also talked about, in which 
a provider or team of providers is the “medical home” 
for each patient, and helps guide the patient through the 
system to coordinate his or her care.

Funding included in President Obama’s stimulus 
package intended to address the nursing shortage was also 
reviewed. This discussion centered on the need to increase 
nursing faculty in addition to the need for more nurses at 
the bedside. The contributions from the group of about 
20 nurses attending, who represented different nursing 
interests around the state, was well received by Rep. 
Pingree.

The congresswoman’s desire to hear from nurses about 
health care was greatly appreciated. She closed by saying 
that her office is open to hearing from nurses at any time. 
Rep. Pingree represents the 1st congressional district of 
Maine.
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Sample of Letter
June 17, 2009

John Masius
Producer, “Hawthorne”
TNT
1010 Techwood Dr. NW
Atlanta GA 30318

Dear Mr. Masius:
On behalf of the American Nurses Association 

(ANA), I’m writing to express my disappointment 
at your depiction of nurses in the new drama 
“Hawthorne” on TNT. While your program attempts to 
portray the chief nurse sympathetically, it also presents 
the worst nursing stereotype, that of the “naughty 
nurse”, an image which is demeaning to both women 
and registered nurses.

We appreciate the choice to create a drama depicting 
the nurse’s perspective. However, I’m sure you’ll agree 
that America’s 2.9 million nurses deserve positive, 
respectful and accurate portrayals in the media and on 
television. As you know, far too often negative images 
of nurses occur in many media forums.

Each and every day, nurses take on more 
responsibilities in the delivery of nursing care. ANA’s 
concern is that negative nurse portrayals seriously 
damage nurse-recruitment efforts and may well 
exacerbate a shortage that is fast reaching crisis 
proportions in our nation. Negative images reinforce 
sexist and inaccurate stereotypical images of nurses, 
and these ingrained images do play a role in shaping 
the values, impressions and ultimately career choices of 
young people – the very people who are so desperately 
needed in the profession. Even more importantly, 
such negative portrayals erode the highly valued trust 
of patients and consumers who need the expertise of 
nurses in their respective health care situations.

I urge TNT to show a more realistic and positive 
portrayal of nurses and nursing. Thank you.

Sincerely,

SILVER SPRING, MD—At a time when a new 
registered nurse shortage looms in the next decade, TNT’s 
June 16th premiere of the nurse drama, “HawthoRNe,” 
unfortunately missed a huge opportunity to portray the 
nursing profession in the ethical and respectful manner 
that it deserves and that if handled well, could serve to 
recruit more young people to the profession. While the 
program attempts to depict nursing in a positive light, it 
also resorts to the offensive and demeaning stereotype of 
sexual interaction between a nurse and a patient, and in 
doing so, insults the intelligence and professionalism of 
nurses and of women.

To avoid such unflattering portrayals, The American 
Nurses Association (ANA) welcomes the opportunity to 
work with the entertainment industry at the inception of 
creative projects to ensure more accurate, meaningful, and 
inspiring depictions of nursing.

ANA Call to Action: Protesting Negative 
Portrayal of Nursing in TNT’s “HawthoRNe”

According to newly released research from Health 
Affairs, the shortfall of registered nurses is projected 
to grow to about 260,000 by 2025 as the baby boom 
generation retires and their health needs increase. This 
projected deficit would be more than twice as large as 
any nurse shortage experienced since the introduction of 
Medicare and Medicaid in the mid-1960s.

It is disappointing that the characterization of nurses 
in the media is often highly flawed. ANA urges its 
members to contact TNT. If we stand together to end the 
entertainment industry’s use of stale stereotypes, today 
and tomorrow’s nursing profession may have the social, 
political and financial support it so richly deserves.

Letters of complaint (see sample letter) can be mailed to 
the following: 

John Masius, Producer, “HawthoRNe”
TNT 1010 Techwood Dr. NW
Atlanta GA 30318.

American nurses Association-maine
Presents

MOVING INTO THE FUTURE 
PREPARED TO CARE FOR OURSELVES AND OTHERS

ANA-Maine Annual Conference and Business Meeting
Student Nurses Association of Maine Annual Meeting

Friday, October 16, 2009

Ramada Inn
490 Pleasant Street
Lewiston, Maine
(207) 784-2331

We encourage nurses, student nurses, and all healthcare providers to attend. You won’t want to miss this year’s 
topics:

•	 Financial Planning for tomorrow…the tools You need to start today with irene eaton-Bancroft
 Learn how to first identify where you are at with your finances and then how to get to your goals for 

retirement.

•	 the mental Health needs of the non- Psychiatric Patient with mary Jane Krebs
 The mental health needs of non-psychiatric patients are often inadequately addressed. Learn how to appreciate 

and identify the emotional issues and intervene with confidence.

•	 technology in the work place…what is working, what is not and how to manage the system you have 
with Jane e. Harding

 Technology is rapidly invading the world of nursing. Jane will discuss the issues she has experienced in her 
role as consultant surrounding the change to electronic documentation. She knows the pitfalls and solutions for 
preventing them no matter what system you have in your facility or plan to bring in.

AnA-mAine siLent Auction

A Silent Auction Fundraiser will be included in this year’s Annual Meeting activities. Donations of all kinds are 
needed. For more information, contact Blanche Alexander at 207-892-5604 or e-mail bwa31@maine.rr.com or 
Penny Higgins at 207 623-1345 or e-mail millihigg@earthlink.net. Proceeds will be donated to the ANA-Maine 
Scholarship Fund. This spring for the first time, we awarded two $500 scholarships.

Contact Hours: A request for contact hours will be submitted.

~Look for the flyer and registration on our Web page, in the mail, or e-mail coming soon~

For more information: ANA-Maine Information [anamaine.info@yahoo.com]
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A Perspective from Turkey: Culture, Health and Women
by Erin McWalters

This article was written as part of a University of 
Maine at Fort Kent nursing course assignment. It offers 
a perspective on cultural adjustment and examines the 
influence of Turkish culture, religion, and tradition on the 
health and daily lives of Turkish women.

In December 2008, my partner of five years and I flew 
away from Maine, winter, and my life-long hometown. We 
flew toward my partner’s family and his native country of 
Turkey. I carried with me two suitcases including some 20 
pounds of textbooks. Through online non-clinical courses 
offered by the University of Maine System, I have begun 
working on my nursing degree some 4,700 miles away 
from Maine. I began the study of nursing with a desire to 
pursue an interest in international and transcultural care.  
My experience of living abroad thus far has not dissuaded 
me; however, it has made me aware of the unending 
complexities of culture and the struggles of personal 
adjustment.

The W Model of Cultural Adjustment (Andrews 
& Boyle, 2008) illustrates the patterns of adjustment 
individuals experience when they become immersed in a 
foreign culture. The five W levels of the model are: The 
Honeymoon Phase, Culture Shock, Surface Adjustment, 
Unresolved Problems, and finally, Genuine Adjustment 
(Andrews & Boyle, 2008). Five months into my own 
cultural adjustment I place myself somewhere between 
Surface Adjustment and Unresolved Problems. In other 
words,  Turkish culture is beginning to make sense to me, 
I have rudimentary language skills, but I also experience 
feelings of frustration and isolation. 

My partner and I made the decision to move abroad in 
order to live closer to his family. He left Turkey 9 years 
ago to attend college, then stayed in the U.S. to work at 
and learn about organic vegetable farms. Living abroad 
can feel like having two separate lives. To balance living 
between two homelands, one “life” must always be on 
pause. Before moving to Turkey, I completed a B.A. at 
Hampshire College in Massachusetts, and subsequently 
spent a year working as an Americorps VISTA Volunteer 
in Waldo County, Maine. While I am able to continue my 
studies to some degree, the bulk of my course work in 
nursing awaits my physical return to the U.S.

Turkey varies a great deal between urban and rural 
populations, between geographical regions and across 
socioeconomic lines. The eastern part of Turkey, which 
borders Georgia, Azerbaijan, Armenia, Iran, Iraq and 
Syria, experiences disproportionate poverty and its 
residents are also more likely to adhere to traditional 
beliefs and practices than their western and urban 
counterparts (Bahar et al., 2005). I do not live in eastern 
Turkey nor have I traveled to that region. Rather, my 
experiences with Turkish culture are limited to what I have 
seen in my small community on the western coast.

 The Library of Congress (2008) reports that 99% of 
Turkish citizens lay claim to the Islamic faith. Islam is 
both a religion and a way of life encompassing a series of 
rules governing everything from dress to hygiene (Bahar 
et al., 2005). I do not claim any faith nor does my partner. 
While local residents often assume that I am Christian they 
also incorrectly assume that my partner and his family 
are Muslim. On the national identification cards that all 
Turkish citizens carry there is space to specify religious 
affiliation. On my partner’s card and those of his family 
members, the religious affiliation reads ‘Muslim’ as if 
by default. Keeping this in mind, the statistic that 99% 
of Turks are Muslims is no longer such a black and white 
figure.

In my community, some individuals travel to the local 
mosque five times per day when the call to prayer is 
broadcast, but most do not. Like many American families, 
Turkish families often do not engage in religious activities 
every day but instead celebrate only religious holidays or 
attend occasional religious services. Durak (2008) recently 
completed a photo documentary depicting Turkey’s 
complex and often-overlooked cultural, ethnic and 
religious diversity. At least 45 unique ethnic groups are 
included, each with their own culture, history and beliefs. 
Throughout the documentary Turkish citizens claim some 
of the following religious identities: Muslim (including 
many sects such as Sunni and Alevi), Syrian Christian, 
Christian, Jewish, Yazidi, and Greek Orthodox (Durak, 
2006). Islam, however, is the religion of the majority 
(Library of Congress, 2008). For example, public schools 
base their vacations around Islamic holidays such as 
Ramadan in the same way that secular U.S. schools work 
around the Christian holiday of Christmas.

The most frequent question I have been asked about 
Turkey’s religious climate is whether or not women are 
required to wear headscarves. On a country-wide level, 
the answer is no. In fact, Turkey’s constitution bans 
headscarves in state buildings, public schools and until 
recently, universities. However, some families require their 
daughters to wear headscarves. The headscarf ban causes 
difficulty for those women who do wear headscarves. Some 
girls choose to wear wigs over their headscarves in order 
to attend classes while others have traveled abroad to go to 
university. For example, the covered daughters of Turkey’s 
current prime minister, Recep Tayyip Erdogan, traveled to 
the U.S. to attend university. The ban on headscarves has 
been an issue of controversy, with women’s rights groups 
arguing both for and against the ban. Some women claim 
that the headscarf is not a symbol of male authority but 
a symbol of modesty before Allah and a personal choice. 
Others argue that lifting the headscarf ban in Turkey 
will only harm the struggle for women’s rights (Wilhelm, 
2008).

Turkey was established as an independent, secular, 
democratic republic in 1923. Shortly afterward, secular 
civil code replaced Islamic law, giving women many 
civil rights. For example, in the 1920s and 1930s, women 
gained full suffrage, the right to initiate divorce, and the 
ability to serve in government (White, 2003). Women were 
encouraged to take public roles, to become educated and 
employed. Despite the shift away from Islamic law, Islam 
has, over the centuries, become ingrained in the traditions, 
customs, moral laws, and social expectations of this 
country. Women are especially affected by the influences 
of Islam as Islam requires that women respect male 
authority (Bahar et al., 2005). Even after transitioning to 
secular civil law, males in Turkey were still considered the 
official heads of households and women needed permission 
to travel abroad. These laws were only appealed in 1990 
(White, 2003).

Of importance is that the new expectations and rights 
for women, which were granted in the 1920s and 1930s, 
represent the vision of the Turkish Republic’s founder, 
Mustafa Kemal Ataturk. Turkish society as a whole 
did not demand the changes, rather the changes were 
imposed upon them (White, 2003). Turkey’s citizens did 
not necessarily share Ataturk’s vision for women’s roles. 
This tension may explain why many of the women in my 
community today are housewives. Most are exclusively 
responsible for childcare and housework and many are 
entirely financially dependent on their husbands. Girls 

Perspective from Turkey continued on page 13
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continue to attend school at lower rates than their male 
counterparts. Child marriages and “honor killings,” the 
murder of women who are thought to have shamed their 
families, continue to occur. Ataturk’s reforms came out of 
a desire to transform Turkey into a modern, westernized 
society. His reforms focused on changing women’s public 
roles, not their private ones (White, 2003).

I have observed that in Turkey, women with fulltime 
careers are still expected to take total responsibility for 
traditional female roles such as preparing meals, cleaning 
the house and caring for children. As White (2003) 
explains, “These contradictory expectations placed a 
double burden on women…” I have found it difficult 
to strike a balance between gaining the approval of my 
partner’s family while also upholding my own values. 
When I first arrived, I was resentful and angered by the 
expectations that household duties were my responsibility 
and not my partner’s. At some level, my partner and I 
were not willing to compromise. Over time, my partner’s 
family learned to accept our behaviors as part of our own 
separate culture. However, as a measure of respect I do end 
up acting in ways that I would not otherwise. According 
to a guideline of helpful attitudes and skills developed by 
the Peace Corps (2006), I recognize that my feelings of 
frustration may be cultural in origin. Understanding that 
members of one’s host culture should not be expected to 
do all the adjusting is also important (Peace Corps, 2006). 
These suggestions seem straightforward and obviously 
beneficial, but they can be difficult to achieve when the 
pressures and struggles of international living are alive and 
breathing.

Health and healthcare practices in Turkey are also 
shaped by Islamic influences. Islamic faith centers around 
the belief that there is one god, Allah. He is also the 
ultimate healer (Bahar et al., 2005). Embracing Allah as 
the ultimate healer does not necessarily mean rejecting 
other forms of treatment. For example, my partner’s 
grandmother, 78-year-old Necla, regards the biomedical 
profession as “the best profession there is,” but she also 
believes in the external forces of Allah and the healing 
power of prayer (personal communication, February 15, 
2009) 

Bahar et al. (2005) conducted a study which highlighted 
the fact that cultural beliefs and pressures can have both 
negative and positive effects on the health of Turkish 
women. These effects are particularly clear when 

Perspective from Turkey continued from page 12 looking at maternal health and beliefs. In some Turkish 
communities, women gain the respect of their husbands’ 
families and begin playing an influential role in their 
family only after giving birth. The process of giving birth, 
especially to a son, grants women high status within their 
families as well as their community (Bahar et al., 2005). 
Some traditional beliefs still practiced by Turkish women 
during or after pregnancy include: avoiding cemeteries, 
funeral processions and sexual intercourse; staying indoors 
and avoiding sitting on the floor; and not being left alone 
during the periods of post-partum or lactation. Although 
pregnant women are seen to be somewhat vulnerable, in 
many communities they are still expected to fast during 
the religious holiday of Ramadan. Traditions such as 
insisting on company after a woman has delivered her baby 
may have health benefits—for example, protecting them 
in situations of postpartum weakness or illness. However, 
behaviors such as fasting prenatally may prove ill-advised 
for both women and their fetuses (Bahar et al., 2005).

On a governmental level, Turkey’s healthcare system is 
dominated by a centralized state system operated by the 
Ministry of Health (Library of Congress, 2008). Under 
this program, 80% to 90% of citizens receive health 
insurance. Only 2% of Turks have private health insurance, 
compared with about 70% of U.S. citizens. Despite 
Turkey’s widespread state health coverage, low quality of 
care under the state program encourages urban residents to 
seek care at private health centers, often paying expenses 
out of pocket (Bahar et al., 2005). High rates of infant 
and adult mortality demonstrate that Turkey’s health 
care quality is low in comparison to other countries with 
similar per-person income levels. Turkey ranks 104th on 
the list of mortality rates of children under five  and has 
a life expectancy at birth of 71 years, which is below the 
average for all of Europe—77.6 years for women and 69.5 
years for men.

Several months after my arrival in Turkey, I am still 
struck by what appear to be blatant health hazards. For 
example, the reuse of containers and barrels marked as 
toxic, open well shafts, as well as a lack of car seats for 
children or no seat belt usage for adults. At the same, time 
I see how deeply families care for one another’s well-
being. In my community, even extended families are often 
close-knit and involved in each other’s daily lives. As an 
outsider, I try to use caution before attempting to come 
to any conclusions about my observations, and I use even 
more caution in acting on those conclusions. I have learned 

that what may seem like careless endangerment can also 
be the result of an utter lack of resources. What may seem 
like offensive behavior to an outsider can often be a result 
of  my misinterpretation.

According to the W Model of Cultural Adjustment, 
once individuals reach Genuine Adjustment they accept 
the new culture with the attitude that it is “just another 
way of living” (Andrews & Boyle, 2008)  Reaching this 
level of acceptance does not mean that one must agree 
with all cultural behaviors and practices, but it does call 
for respect toward the many facets and values of culture 
(Andrews & Boyle, 2008). Living as an outsider in another 
country among people with a completely different culture 
from one’s own can be both an exciting and exhausting 
experience. I look forward to returning to Maine and to 
my family, but I also hope to stay in Turkey long enough 
to improve my cultural coping skills for my future nursing 
career, and to reach the level of Genuine Adjustment.
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RN No Harm-Maine: Education to Action
by Bettie Kettell, RN

With the aid of a mini-grant from Health Care Without 
Harm (HCWH), ANA-Maine sponsored its third training 
session of RN No Harm at the University of Southern 
Maine on April 18, 2009. ANA-Maine has been involved 
in environmental education and training for nurses since 
2003.  Twenty-one nurses, including seven nursing 
students, attended the all-day event.

The April 18 event focused on introductory 
environmental education, and offered tools for action 
from Maine’s nurses. These tools included discussions 
about the various actions nurses can implement to make 
healthcare facilities healthier places for patients, the 
community and the healthcare worker. The emphasis of 
these trainings goes beyond basic recycling efforts, and 
addresses environmental concerns in the toxicity of the 
world around us. The provision of healthcare services, 
with its reliance on medical equipment, involves the use of 
multiple toxic substances and products, which ironically, 
are part of what has come to be recognized as state-of-the-
art care. Through increasing concern about the health of 
the environment, research and technology are gradually 
assisting healthcare providers to use the safest alternatives 
for care without compromising quality of care.

The speakers of the day were Brenda Afzal, BSN, MS, 
Environmental Health Education Center, University of 
Maryland School of Nursing; State Rep. Anne Perry, MSN, 
FNP, BS, D-Calais; Kristine Jenkins, Environmental 
Health Organizer, Environmental Health Strategy Center 
(EHSC); as well as a nurse panel with Jeanne Goodrich, 
RN, and Bettie Kettell, RN, both from Mid Coast Hospital, 
Brunswick, Maine.

Brenda Afzal provided a virtual “toxic tour” that 
demonstrated where sources of toxic products are found 
in daily life. Approximately 82,000 chemicals are in 
known existence, with only 10 percent having been tested 
for safety in human health.  The laws that regulate these 
chemicals are outdated and ineffective.

Rep. Perry’s presentation focused on the concern of 
pharmaceutical waste in Maine and beyond. She is actively 
involved in addressing pharmaceutical waste in this state, 
and has co-written a product stewardship bill to bring the 
responsibility of disposal of unwanted, unused, and expired 
pharmaceuticals back to the manufacturers. Her passion is 
enhanced by her experience as a nurse practitioner who 
sees the costs her patients face as medications are altered 
and changed to better manage their health conditions.

Kristine Jenkins (EHSC) spoke about the activities that 
have been happening in Maine to address the chemical 

toxicity in the world. The Environmental Health Strategy 
Center is part of the Alliance of a Clean and Healthy 
Maine. The Alliance is a collaboration of many Maine 
environmental organizations whose collective endeavors 
accomplish more than as individual small groups (www.
cleanandhealthyme.org). Maine is one of eight Safer States 
(www.saferstates.org) that has taken on active efforts to 
address the lax regulation of these toxic chemicals.

The day’s training also provided an open discussion 
and opportunity to share ideas of how participants could 
address environmental issues in their respective facilities 
and schools. How can pollution prevention be addressed in 
healthcare clinics and institutions? What is the nurse’s role 
in sustainability efforts in the healthcare setting? What can 
nurses do, individually and collectively?

Participants were given a charge to share the 
information they had obtained with at least 10 others, 
whether nurses, co-workers, family members, neighbors, or 
others. The toxicity of the environment will not diminish 
without the proactive participation of the consumers.

Reference:http://www.saferstates.com/toxics_in_our_
lives/resources.html 

Efforts are underway to post all speakers’ PowerPoint 
slides on the ANA-Maine Web site.

ANA Supports Safe Patient Handling Measures in Congress 
to Improve Safety of Nurses and Patients

As a longtime advocate for safe patient handling 
programs, the American Nurses Association (ANA) 
applauds recent actions in Congress that would help 
improve patient safety and protect registered nurses and 
other healthcare workers from debilitating injuries that 
could force them from their professions.

ANA strongly supports “The Nurse and Health Care 
Worker Protection Act of 2009” (H.R. 2381), sponsored 
by Rep. John Conyers, (D-Mich.), and a House resolution 
introduced today by Rep. Carolyn McCarthy, (D-N.Y.), as 
steps that would reduce musculoskeletal injuries resulting 
from manually lifting, repositioning, and moving patients. 
Estimates report that 12% leave the profession annually 
due to back injuries and 52% complain of chronic back 
pain. ANA believes such worker protection measures are 
crucial to addressing the nursing workforce shortage.

Healthcare facilities that effectively use assistive 
lifting equipment and devices can create safer work 
environments, improve quality of care for patients, and 

reduce work-related healthcare costs. The use of such 
technology improves the safety of patients by reducing the 
potential for patient injury from manual handling mishaps. 

Rep. McCarthy’s resolution notes that registered nurses 
and other healthcare workers are required to lift and 
transfer “unreasonable loads, with the average nurse lifting 
1.8 tons on an eight-hour shift,” and that the U.S. Bureau of 
Labor Statistics rates registered nursing in the top 10 of all 
occupations reporting on-the-job injuries resulting in days 
away from work. This resolution will educate members of 
Congress, as well as others, about the need for safe patient 
handling and movement.

“Considering the critical need to address the current 
nursing shortage and ensure patient safety, ANA believes it 
is time to put safe patient handling and movement practices 
into law instead of relying only on voluntary guidelines,” 
said ANA President Rebecca M. Patton, MSN, RN, 
CNOR. “ANA’s long track record on safe patient handling 
is solid and strong.”

For more than a decade, ANA has supported the use 
of an Occupational Health and Safety Administration 
(OSHA) Standard for safe patient handling and movement, 
rather than voluntary guidelines for healthcare facilities. 
Rep. Conyers’ bill would accomplish that, and would 
expand the standard to healthcare facilities not covered 
by OSHA. Moreover, the bill would protect all healthcare 
workers, not just direct care registered nurses.

ANA launched the ANA Handle with Care® 
Campaign in 2003 to advocate for policies and legislation 
that would result in the elimination of manual patient 
handling. Prompted by the ANA campaign, eight states 
have enacted safe patient handling legislation. This year, 
ANA established ANA’s Handle with Care Recognition 
Program™ to recognize healthcare facilities that have had 
a safe patient handling program in place for at least three 
years and meet high standards for program evaluation, 
planning, policy, and training.

“With the emphasis on action this year to improve the 
quality of health care, expand access and control costs, we 
can no longer afford the loss of an estimated 12 percent of 
registered nurses each year who can’t continue performing 
the physical requirements of the job because of back 
injuries and who subsequently leave bedside nursing,” said 
Patton. “The ANA is pleased that Rep. Conyers and Rep. 
McCarthy are addressing this crucial issue in the U.S. 
Congress. The nation’s 2.9 million registered nurses cannot 
wait.”

Health Care: A Basic 
Human Right

ANA has long advocated for guaranteed, affordable, 
accessible, and high-quality health care for all; it has also 
emphasized that health care is a basic human right. In this 
critical time of the national health care reform debate, 
ANA is making its voice heard loudly on Capitol Hill.

ANA wants legislative efforts to focus on expanding 
coverage, improving access to care, and creating reliable, 
adequate funding for nursing education. ANA outlines its 
principles on health care reform in the video, “Health Care 
—A Basic Human Right.” Use the link below to view the 
video.

http://nursingworld.org/HSRvideo

American Nurses Association Now on 
Facebook, LinkedIn Groups

siLVer sPrinG, mD—The American Nurses 
Association (ANA) announced the launch of its new 
Facebook and LinkedIn online community groups, 
providing nurses with access to two 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 
ANA (http://nursingworld.org/facebook), users will be able 
to post news, share photos, download ANA video clips and 

join in on discussion boards on timely nursing issues. By 
joining LinkedIn, (http://www.nursingworld.org/linkedin), 
users will be able to connect with a vast network of 
professional contacts within the nursing field.

To introduce members to ANA’s new Facebook and 
LinkedIn groups, ANA is holding a special contest 
—“fans” who sign up on ANA’s Facebook page will 
be entered into a drawing for a free new 16g 3Gs Apple 
iPhone. The winner will be announced on ANA’s Facebook 
page one month from today. *Restrictions apply.

“The need for communication between nurses has 
never been greater. Through social networking tools 
like Facebook and LinkedIn, ANA is now offering 
multiple ways for nurses to connect with each other and 
stay informed, as well as enhance a personal sense of 
community,” said ANA Chief Executive Officer Marla J. 
Weston, PhD, RN. “At ANA, our goal is to provide our 
members with products and tools that help them in their 
many roles as registered nurses. We urge nurses to join our 
Facebook and LinkedIn groups and use these forums as a 
way to collaborate and forge connections.”

*ANA staff members are not eligible to win.
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ANA-MAINE MEMBERSHIP APPLICATION

P.O. Box 3000 • PMB #280 • York, ME 03909 • www.anamaine.org
info@anamaine.org

 _________________________________
  Last Name First Name MI
 _________________________________
  Credentials
 _________________________________
  Home Address
 _________________________________
  Home Address
 _________________________________
  Home City           State
 _________________________________
  County
 _________________________________
  Employer Name
 _________________________________
  Employer Address
 _________________________________
  Employer City         State

(___)___________-__________
 Home Area Code/Phone
(___)___________-_    Ext._____
 Work Area Code/Phone
(___)___________-__________
 Home Fax Number
(___)___________-__________
 Work Fax Number
 ___________________________
  Home Zip Code
 ___________________________
  Home E-Mail
  ___________________________
  Work E-Mail
   __________________________
   Employer Zip Code

______/_______/ ___________
Date
_______-_______-_ _________
Social Security Number
 ___________________________
Basic School of Nursing
______/ ____________________
Graduation (Month/Year)
 ___________________________
RN License Number
 ___________________________
License State

ANA-MAINE MEMBERSHIP DUES

Membership Category (check one)
M Full Membership Dues
 ❏ $240—Employed Full Time
 ❏ $240—Employed Part Time
 Available to any registered nurse in a
 US state, territory or possession and 
 whose license is not under suspension  
 or revocation in any state.

R Reduced Membership Dues
❏ $120—New Graduate of a 

basic nursing education program 
provided the application is initiated 
within 6 months after graduation.

❏ $120—62 years of age or over
 and not earning more than Social 

Security allows.
❏ $120—62 years of age or over 

and not employed.
ANA-Maine dues are not deductible as charitable contributions 
for tax purposes, but may be deductible as a business expense. 
However, that percentage of dues used for lobbying by ANA-Maine/
ANA is not deductible as a business expense and changes each 
year. Please contact ANA-Maine for the correct amount.

“NOTE” *By signing the Monthly Electronic Deduction 
Authorization, or the Automatic Annual Credit Card Payment 
Authorization, you are authorizing ANA-Maine/ANA to change the 
amount by giving the above-signed thirty (30) days advance written 
notice. Above signed may cancel this authorization upon receipt by 
ANA-Maine/ANA of written notification of termination twenty (20) 
days prior to deduction date designated above. Membership will 
continue unless this notification is received. ANA-Maine/ANA will 
charge a $5 fee for any returned drafts or chargebacks.

Choice of Payment (please check)
❏ E-Pay (Monthly Electronic Payment)
 This is to authorize monthly electronic 

payments to American Nurses Association, 
Inc. (ANA). By signing on the line, I authorize 
ANA-Maine/ANA to withdraw 1/12 of my 
annual dues and any additional service fees 
from my account.
❏ Checking: Please enclose a check for 

the first month’s payment; the account 
designated by the enclosed check will be 
drafted on or after the 15th of each month.

❏ Credit Card: Please complete the credit 
card information below and this credit 
card will be debited on or after the 1st day 
of each month.

  ___________________________________
  MONTHLY ELECTRONIC DEDUCTION AUTHORIZATION SIGNATURE

  SEE “NOTE” BELOW
❏ FULL ANNUAL PAYMENT

❏ Check payable to “ANA-MAINE”
❏ Visa ❏ MasterCard

CREDIT CARD INFORMATION
  _______________________________/____
 Bank Card Number          Expires: Month/Year
 ____________________________________
 Signature for Bank Card
 ____________________________________
 Printed Name
  AMOUNT $ _________

❏ Automated Annual Credit Card 
Payment

 This is to authorize annual credit 
card payments to American Nurses 
Association, Inc. (ANA). By signing 
on the line, I authorize ANA-Maine/
ANA to charge the credit card listed 
in the credit card information section 
for the annual dues on the 1st day of 
the month when the annual renewal 
is due.

__________________________
 ANNUAL CREDIT CARD PAYMENT AUTHORIZATION

Signature SEE “NOTE” BELOW

Please mail your completed application 
with payment to:

ANA-MAINE
c/o American Nurses Association
Customer & Member Billing
P.O. Box 17026
Baltimore, MD 21297-0405

Or you may fax this completed form with 
your credit card payment to:

ANA-MAINE
c/o American Nurses Association
Fax: (301) 628-5355

TO BE COMPLETED BY ANA-MAINE  Employer Code _____________   8/31/2005

Maine      ________ _______  ________________________  Sponsor, if applicable:
STATE      DISTRICT REGION  Approved by Date  _______________

Expiration Date _______/________  _______________________  ANA-Maine membership #
     Amount Enclosed Check #

ANA Applauds the Passage 
of Landmark Tobacco 

Legislation
siLVer sPrinG, mD—The American Nurses 

Association (ANA) applauds Congress for passing 
legislation that would allow the Food and Drug 
Administration (FDA) to regulate cigarettes and other 
tobacco products. The Family Smoking Prevention and 
Tobacco Control Act, which now heads to the White House 
for President Obama’s signature, gives new oversight 
authority to the FDA in regulating how the tobacco 
industry manufactures and markets its products.

“This is a victory for the public’s health,” said ANA 
President Rebecca M. Patton, MSN, RN, CNOR. “As 
nurses, we see the immeasurable damage done by tobacco 
products, in suffering, poor health, medical costs, and the 
loss of human life. This legislation is a significant step 
toward reducing tobacco use and saving lives.”

ANA and the American Nurses Foundation are proud 
to partner with the Robert Wood Johnson Foundation in 
the Tobacco Free Nurses Initiative. As the largest group 
of health care professionals, nurses have tremendous 
potential to effectively implement smoking cessation 
programs and to advance tobacco-use reduction goals, 
such as those proposed by the Department of Health and 
Human Services initiative, Healthy People 2010. For more 
information, please visit http://www.healthypeople.gov/

ANA Supports Public Plan 
Option for Health Reform, 

Contrary to Doctors’ Group
stAtement

siLVer sPrinG, mD—The American Nurses 
Association (ANA) believes the best way to achieve its 
overall health system goal—guaranteed, affordable, high-
quality health care for all—is through the inclusion of 
a public health insurance plan option in any health care 
reform legislation. ANA is deeply disappointed to learn of 
the American Medical Association’s position that private 
health insurance alone should dictate coverage options 
for all who don’t qualify for existing public plans, such 
as Medicare, as described in the June 11, 2009, New York 
Times article, “Doctors’ Group Opposes Public Insurance 
Plan.”

A public health insurance plan would expand choices 
and help protect against potential economic calamity for 
individuals or families who are not satisfied with their 
current health coverage, have difficulty paying for their 
health care, or cannot find affordable coverage. ANA 
supports President Obama’s call for a public plan option, and 
applauds its inclusion in Senator Kennedy’s comprehensive 
health reform legislation introduced June 9.

What is lacking in our current health care system, 
driven by for-profit, private insurance companies, is the 
reliability and predictability of accessible, affordable care. 
Many people have encountered the unpleasant reality that 
they can be denied care when they need it most, or lose 
coverage when they can least afford it. Private insurers can 
discriminate based on preexisting conditions, health status, 
gender, age, claims history, or other factors. In addition, in 
this unstable employment market, the loss of a job often 
leads to loss of health coverage, as insurance becomes less 
affordable.

ANA disagrees with the American Medical Association’s 
speculation that a public health insurance plan option would 
threaten to restrict patient choice by driving out private 
insurers, as stated in the New York Times story. The choice 
of a public health insurance plan will create a level playing 
field, where for-profit private plans will have to compete 
with each other out in the open under fair rules. Patients 
should be able to see what they’re getting so they can make 
the choice about where they purchase coverage and not 
receive a surprise from their insurer buried in the fine print 
when they seek health care services.

Current OJIN Topic: 
Nursing Technology

American Nurses Association’s (ANA) online journal, 
OJIN: The Online Journal of Issues in Nursing, published 
its May 31, 2009 topic, Nursing Technologies: Innovation 
and Implementation.

The need for innovative technologies in healthcare 
education and service has never been greater. The 3 new 
articles in this Topic provide key insights on essential 
aspects of the use of technology in nursing. The topic 
explores concepts such as “user-driven” and “disruptive” 
innovations; and creativity. Early nursing involvement in 
the introduction of a new technology in the patient care 
environment and use of simulation techniques as a vital 
educational link between didactic content and sound 
clinical experience are also discussed.

ANA members have the first opportunity to access the 
Current OJIN topic. When each new OJIN topic is posted, 
the previous topic becomes available to non-members. The 
January 31, 2009 topic, Obesity on the Rise: What Can 
Nurses Do? is now accessible to all readers. Simply google 
“Online Journal of Issues in Nursing.”

Environmental 
Sustainability Advocate

Bettie Kettell, rn, 
the Pollution Prevention 
Coordinator at Mid Coast 
Hospital in Brunswick, 
presented at a breakout 
session at the CleanMed 
2009 conference in 
Chicago on May 18-20, 
2009. The conference 
was subtitled “The 
Global Conference on Environmentally Sustainable Health 
Care.” The conference drew a mix of healthcare leaders, 
purchasing managers, environmental health and safety 
staff, nurses and providers, architects, designers, and 
medical and building product vendors from across the U.S. 
Bettie co-presented with Michelle Lauer, from Christiana 
Care in Delaware on May 19. Their presentation was 
entitled, “Building Solutions to Pharmaceutical Pollution: 
The Nuts and Bolts of a Medicine Take-Back Collection.” 
The presentation focused on medication collection 
initiatives, and discussed the med collection programs done 
at Mid Coast. Congratulations, Bettie!

Bettie Kettell


