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The Annual Town Hall Forum sponsored by the New 
Hampshire Nurses Association was held January 13, 2009 
at Concord Hospital conference center. Some 40 nurses 
were in attendance representing staff nurses, managers, 
administrators and educators. We were excited to have 
eight specialty associations represented including: VT/
NH Peri-anesthesia Nurses; Oncology; Long Term Care; 
School Nurses; Operating Room; Critical Care; Women’s 
Health & OB, and Nurse Practitioners–and look forward to 
exploring other mutual interests. Honored guests included 
nurse legislators, the Hon. Laurie Harding and the Hon. 
Charlotte Houde-Quimby.

Provided with a list of over 100 pending bills proposed 
by the 2008-2009 legislature complied by NHNA 
Lobbyist Bob Dunn, the nurses discussed issues of major 
importance to nursing. The bills discussed varied from 
the insurance coverage for PAP testing to mandatory 

seat belt legislation. A wide range of opinions were 
expressed, with Government Affairs Commission Co-
Chair, Judy Joy-Clark acknowledging that NHNA would 
keep a watchful eye as the key bills passed through the 
legislative process. 

The group decided to focus on the prevention-oriented 
legislation being proposed this session. Updates on 
legislative efforts–
and various calls 
to action–will be 
posted periodically 
on the NHNA 
website: www.
nhnurses.org

Government Affairs Commission members 
BJ Bockenhauer, Lea Ayers-Lafave, 
Ginny Blackmer and Chair, Judy Joy.State Reps Charlotte Houde-Quimby and 

Laurie Harding.

A first-ever nurses float is planned for 
the 2013 Tournament of Roses Parade in 
Pasadena. That year also will mark the first 
time a nurse serves as parade president. 
California nurses have formed the nonprofit 
group Bare Root to help raise funds for the 
event. The actual design and construction 
won’t begin until 2012. The nurses have a 
Web site, Flowers4thefloat.org, to donate time 
and money to the cause.

Nurses on 
Parade

SUCCESSFUL TOWN HALL FORUM INCLUDES 
SPECIALTY ASSOCIATIONS
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Louise Smith Cushing

On January 20, 2009 President 
Barack Obama was inaugurated 
as the 44th President of the 
United States. Obama ran on a 
platform of change. For nurses 
change is never something that 
comes easily but now it might 
be a good time for us to reflect 
on the word change and at the 
opportunities it presents for 
nurses.  

It has been almost 10 years since the IOM published 
“Crossing the Quality Chasm.” In that report there was 
a call to address the ills of the health care system and 
make quality care the norm. Nurses have feared errors–
remember filling out your first “incident reports?” 
We now have the opportunity to embrace performance 
measures and quality improvement activities as change 
agents. In this time of change, nurses, more than ever, are 
positioned to make a difference. Nurse sensitive indicators 
like prevention of catheter acquired infections, prevention 
of falls or prevention of pressure ulcers, are now connected 
to quality nursing care. Providing quality care–with 
awareness of nurse sensitive indicators–and the important 
role that nurse’s play in the health care system, has never 
been made more public. Nurses can make a difference.  

While change often offers opportunity, sadly the current 
economic climate may also force changes that may impact 
the quality work of nurses. BUT remember nurses can 
make a difference here also. Cut backs, layoffs and hiring 
freezes as a result of the economic downturn are headlines 
that we are reading daily. Medicaid cuts to hospitals are 
forcing hospitals to examine how they can do more with 
less. Many nurses remember other economic downturns 
and can not help but think “how will this impact my job?” 
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individually and collectively, has an obligation to address 
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standards of nursing practice, education and research. We 
participate in the proceedings of the American Nurses 
Association (ANA) and support and promote ANA Standards 
and its Code of Ethics.
We believe that the profession of nursing is responsible 
for ensuring quality nursing practice and that continuing 
education in nursing is essential to the advancement of the 
profession and the practice of nursing.
We believe that nurses function independently and 
collaboratively with other professionals to enhance and 
promote the health status of individuals, families and 
communities. We have an obligation to initiate legislative 
strategies to improve the quality of health and the delivery 
of health care services while promoting quality practice 
environments that advocate for the economic and general 
welfare of nurses.
Adopted: 5/80
Revised: 1991
Revised: 12/4/97

LETTER FROM THE PRESIDENT
As nurses we have always responded by being efficient 
and effective and we are again. The changes that have 
occurred in our profession over the last decade make this 
economic downturn different for nurses. Nursing still 
offers job security but this time job security is linked to job 
satisfaction. There is a clear link between quality patient 
outcomes and job satisfaction among nurses. So while the 
economy may be bleak the future of being a nurse remains 
bright. Nurses can continue to make a difference.

One concern that we are hearing is that new graduates may 
not be finding jobs when they graduate. We know nursing 
shortages are cyclical. How will this impact the perception 
of nursing as a career? Will high school graduates and 
those who have seen nursing as an attractive career change 
option be discouraged? Nursing remains a healthy career 
option. Hospitals and other providers are cutting back 
to handle revenue shortfalls, but the long-term forecast 
continues to be that 285,000 additional RNs will be needed 
in the U.S. by 2020. Again with change comes opportunity. 
We need to respond by meeting demands in certain 
healthcare sectors such as long term care, emergency 
departments, chronic care and nursing education. The 
economic stimulus bill signed by President Barack Obama 
includes $500 million for nursing education and health care 
work force development. We must use this opportunity to 
continue to promote nursing as a respected profession of 
satisfied knowledge workers with job security. Nurses will 
continue to make a difference.

In New Hampshire we can continue to be proud of our 
tradition of change. This legislative session, we are 
promoting an agenda of prevention by endorsing the 
passage of the seat belt bill and promoting legislation 
that decreases access to tobacco for minors, and alcohol 
use linked to behaviors resulting in poor outcomes. Our 
community of nurse educators is working on ways to make 
the BSN within reach to all nurses. Additionally, NHNA, 
NHONL and NHHA have begun regular meetings to 
discuss the issue of safe staffing in acute care facilities.

Recently we met with representatives of several specialty 
organizations in NH to discuss commonalities and ways 
we could collaborate to promote the profession. By the end 
of the meeting we concluded that it would be beneficial to 
continue such discussions and formed the NH Alliance for 
Professional Nursing which will meet quarterly.  

Finally, the spirit of change is being demonstrated by the 
NHNA Board of Directors. Beginning in January we are 
holding our monthly meetings around the state–hosted by 
various healthcare facilities. We want to hear the voice 
of all nurses. At each institution nurses are invited to 
meet the Board to ask questions and share your concerns. 
Meeting schedules will be posted on our new website and 
advertised within the host institution. We invite all nurses 
to become change agents and have your voices heard. 
These are difficult times for the people of the country but 
nurses do make a difference. As a profession let’s embrace 
change.
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Sue Fetzer RN

Making sure that the curriculum, 
the type of courses we teach 
and how they build upon one 
another, is an important part 
of the life of a nurse educator. 
The common discussion among 
educators is “need to know” 
or “nice to know”. The need 
to know decision is arrived at 
after considering the input from 
a variety of sources, one of the 
most important being the needs 
of the employers of nurses. The service/practice (employer) 
versus education debate is perpetual. Should educators 
prepare nurses for the service needs of the future, or the 
present? Unfortunately, education programs can not adopt 
to change quickly; it can take 3 to 5 years to change a 
curriculum, depending on the type of program (2 versus 
4 year) and college or university process. So educators 
are always trying to look into a crystal ball to determine 
the “need to know” and “nice to know” for nurses in the 
future. Sometimes we see clearly; sometimes not at all.

One of the important components of any nursing 
curriculum is psychiatric/mental health. Over 10 % of the 
citizens in New Hampshire have a mental health issue 
requiring care. It is estimated that over 40% of those over 
65 years old have a mental health need. One study has 
estimated that 6% of all emergency room visits are for 
psychiatric diagnoses. And antipsychotic drugs are used 
in up to 45% of Alzheimer’s patients in nursing homes. 
It seems therefore that basic competency in psychiatric 
nursing is an important part of any nursing program.

You can imagine my dismay at recent learning that there is 
no requirement for any psychiatric nursing content for LPN 
students. The Board of Nursing states: LPN “...classroom 
instruction and concurrent clinical practice offering 
students the opportunity to care for individual families, 
groups and communities during various developmental 
stages who shall be considered to be in physiologically 
or psychologically, non-complex, stable situations.” I 
conducted a brief web search of the 7 LPN programs in 
New Hampshire. These 7 programs produced 211 LPNs 
during 2008, with another 86 students in registered nurse 
programs also becoming LPNs. Students in generic 
RN programs are not required to have completed their 
psychiatric nursing course to take the LPN NCLEX.

Only 5 of the 7 programs had web sites posting the course 
requirements. Of the 5 programs reviewed, only 3 required 
a basic General Psychology course. Only 1 had a nursing 
course titled Mental Health. In the remaining 4 programs, 
course descriptions indicated that mental health concepts 
were integrated throughout the course. No LPN program 

required psychiatric clinical experience as part of their 
curriculum. Interestingly, two programs had courses in 
Maternal/Child and Pediatrics, and one program offered a 
Community Health course. 

The Board of Nursing is responsible for approving the 
educational content of nursing programs in the state. The 
Board of Nursing has an extensive program for assuring 
that LPNs are competent to administer IV medications. 
Yet, demonstrated competency in the knowledge and skills 
of mental health are not required to sit for LPN licensure. 
LPNs are the backbone of our long term care systems. New 
Hampshire’s elder population is one of the fastest growing 
in the nation. 

In my opinion, basic principles of psychiatric nursing 
are a “need to know” for all health care providers. I am 
advocating a taskforce of educators, psychiatric nurses 
and administrators of psychiatric facilities to offer serious 
recommendations about LPN psychiatric nursing content.

Ed Note: The opinion expressed above was presented and well 
received at the March 19 meeting of the Board of Nursing who 
agreed to investigate the discrepancies.

To the Editor–
I Agree!

[response to ‘In My Opinion’, Oct. 08]

Thank you for addressing a subject that I have had much 
frustration over for approximately 10 years. I am an LPN 
of almost 20 years and RN student anticipating graduation 
this year and have many concerns about the liabilities of 
working with Medical Assistants (MA’s).

Over the years I have watched the encroachment of these 
unlicensed, uneducated, unprofessional workers seep into 
our workforce taking the place of nurses as they move 
on to new jobs. The concern that I have developed is 
extraordinary as I have watched concern for patient care 
be replaced by “bottom line” finances. 

As a responsible, caring, conscientious nurse I see MA’s 
doing things that I feel are inappropriate at best. For 
instance; triaging phone calls, giving out samples of 
medications, giving injections improperly, giving medical 
advice, and worse yet, allowing themselves to be called 
nurses!

Yes, that is correct. I have worked with several, and 
currently work with two MA’s that allow themselves to 
be called nurses and book appointments as nurses! I find 
this appalling and if not mistaken it is illegal. There is an 
RSA that states impersonating a nurse is illegal as it is 
fraud. It is difficult to work beside MA’s as they are free 
of any responsibility (work under a doctor’s license), not 
subject to continuing education, they lack professional 
requirements, they are not subject to background checks, 
(this is a big concern for me) and their certification process 
lacks substantively in clinical areas.

I read your article (see In My Opinion, NHNN, October, 
2008) thoroughly and agree wholeheartedly. I have 
been concerned for years, but have been going about 
trying to change things using the wrong avenues. I was 
corresponding with Sen. Lou D’Allesandro of Manchester 
while they were trying to expedite SB-167. I am writing to 
you in hopes that I can contribute to any efforts to change 
things regarding the usage of MA’s.

You are absolutely correct in saying that nurses need to 
be concerned. We are the very heart of patient care and 
we need to protect our patients from unprofessional or 
unqualified MA’s that are not capable of providing safe 
and effective care. 

Thank you… It’s great to know there is an organization out 
there for us nurses to bounce things off of and to provide 
advice, especially in these hard times.

Helene Traill LPN
Barrington, NH

IN MY OPINION
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County Health & Home Care Services in Ossipee. In 
1990 she partnered her agency with Memorial Hospital in 
Conway and accepted a position as the hospital’s director 
of long-term care services. LaRoche was active in the NH 
Home Care Association and the rural Home Care Network 
in addition to serving on numerous local boards and non-
profit agencies.

Private Duty Nurse
Palma R. (Morin) Suska, 87, died January 12, 2009, 
in Dover. After graduating from Notre Dame School of 
Nursing in Manchester she practiced as a private duty 
nurse and a staff nurse at Frisbie Memorial Hospital. She 
retired as a nursing supervisor at Rochester Manor. She 
was well respected for her competence and care of patients 
and for her guidance and mentoring of younger nurses.

Nurse Educator
Mildred Richards St. Pierre, 91, died January 14, 2009 
in Concord. She earned a diploma in nursing from John 
Hopkins Hospital in Baltimore with a certificate in public 
health in 1942. A veteran of the Army Nurse Corp she 
served as a first lieutenant during WWII in England and 
Germany. She obtained a BSN from Boston University in 
1949 and a MS in occupational education from UNH in 
1974. Ms. Richards was a nurse educator for 24 years, from 
1955 to 1979, first at Elliot Hospital School of Nursing and 
then at St. Anselm College.

Mary Hitchcock Nurse
Frances Adelina (Cacioppo) Bannon, 94, died January 
23, 2009 in Williamsville, NY. A New Hampshire native 
she attended the University of New Hampshire before 
transferring to Mary Hitchcock Memorial Hospital 
School of Nursing in the mid-1930s. After graduation 
she practiced at Mary Hitchcock (now DHMC) until her 
marriage in 1938. After relocating to Massachusetts she 
volunteered for the Red Cross and served on a hospital 
board. 

Psychiatric Nurse Supervisor
Carolina T. Savino, 84, died Jan. 26, 2009, at Concord 
Hospital. A native of New Hampshire she obtained her 
nursing diploma from St. Vincent Hospital School of 
Nursing in Worcester, Mass. She was awarded a bachelors 
degree from New England College and her master’s 
degree in social work from the University of Connecticut. 
She practiced as a nursing supervisor at New Hampshire 
Hospital for 30 years. After retiring she worked as a 
phlebotomist at Dartmouth Hitchcock Clinic in Concord.

Pediatric Nurse
Donna K. Tannariello, 65 died Nov. 3, 2008, at her home 
in Amherst. Graduating with a diploma from the Chicago 
Wesley Memorial Hospital School of Nursing and working 
in Illinois for a short time she later relocated the New 
Hampshire. She practiced nursing at St. Joseph Hospital 
in Nashua. For the past 21 years she served as school 
nurse and administrator at Sunshine Inn Preschool and 
Kindergarten, Amherst. 

ARNP Pioneer
After a lengthy illness, Billie Elizabeth Gage, 64, of 
Atkinson, and formerly of Bradford, died November 6, 
2008. She earned her Bachelor’s Degree from Boston 
University and her Master’s Degree from the University 
of Rochester. She was an accomplished herbalist and 
diagnostician. As an Advanced Registered Nurse 
Practitioner, (ARNP) she piloted one of the first ARNP 
practices in New Hampshire without a physician on site. 
She was employed by the Mount Mooselaukee Health 
Center in Warren as a Family Nurse Clinician. The 
under served area was later funded by The National 
Health Service. Her practice and protocols were observed 
and noted by the NH Boards of Nursing, Medicine and 
Pharmacology. This all led to changes in the laws which 
support the expanded role of nurses throughout the state to 
better serve the people of New Hampshire. Most recently, 
she was employed at Dr. Rothman’s Pediatric Office from 
which she retired in 1999 due to illness.

Concord Hospital Graduate
Judith (Marden) Flenniken, 73, died November 22, 
2008 in Concord. A graduate of the Concord Hospital 
School of Nursing and New England College she practiced 
at Concord Hospital, the New Hampshire Hospital and 
several local nursing homes before retiring in 1998. 

Psychiatric Nurse
Alice May (Bedor) Sampson, 
82, died November 25, 2008 in 
Concord. A diploma graduate of 
Mary Hitchcock Hospital School 
of Nursing her nursing career 
was spent in psychiatric nursing 
at the New Hampshire Hospital.

NHNA Member
Sylvia (Veroneau) Whitcomb, 76 died November 30, 
2008 in Concord. A graduate of the Sacred Heart School 
of Nursing, Manchester, in 1952 she practiced at the 
Memorial Hospital and the Concord Clinic for 35 years. 
In lieu of flowers, the family requested that donations be 
made in Sylvia’s memory to the N.H. Nurses Association 
Student Nurse Excellence Award. 

Red Cross Director
Adeline “Scottie” (Nealand) Vaughn, 86, died December 
4, 2008 at the New Hampshire Veterans Home in Tilton. 
A New Hampshire native, she graduated with her nursing 
diploma from the Lakes Region General Hospital School 
of Nursing. After graduating she served in the Army 
Nurse Corps. Upon returning she was a clinical instructor 
at Concord Hospital School of Nursing and the director of 
the American Red Cross, Concord Chapter. Before retiring 
in 1983, she practiced psychiatric nursing as the assistant 
director of nursing at New Hampshire Hospital.

VNA Advocate
Joan D. (Peitz) Gross, 83 died December 12, 2008 in 
Concord. Born in New Jersey she received her bachelor’s 
degree in nursing from New Jersey City University. After 
relocating to New Hampshire she obtained a Masters in 
health education from Plymouth State College. Employed 
by the State of New Hampshire as a RN, she helped 
organize and establish many Visiting Nurse Associations 
throughout the state.

Army Nurse 2nd Lt.
Elizabeth “Betty” (Gunn) Stevens, 91, of Lyndeborough, 
died peacefully on January 3, 2009, in Milford after a 
period of failing health. A New York native she received a 
nursing diploma in 1939 from Millard Fillmore Hospital in 
Buffalo, N.Y. She entered the U.S. Women’s Army Corps 
and served as a second lieutenant during World War II. 
After completing her service she and her husband relocated 
to the Nashua area and Betty worked as an operating room 
nurse at Memorial Hospital (now SNHMC). After raising 
her family she re-entered the workforce as a school nurse 
for the Wilton public school system.

Home Care Leader
Maryellen (Maguire) LaRoche, 56, died of ovarian 
cancer at her Conway home on January 3, 2009. Growing 
up in Massachusetts she received a Bachelor of Science 
degree in nursing from the University of Massachusetts 
in 1974, and a master’s degree in nursing from Boston 
College in 1982 as an ARNP. During the years that 
followed, she held management, clinical and consultant 
positions in acute care, primary care and ambulatory care 
settings in the Boston area, and served as adjunct faculty 
at the University of Massachusetts School of Nursing and, 
later, at Boston College Graduate School of Nursing. In 
1985 she was appointed the Executive Director of Carroll 

Alice Sampson

IN MEMORIAM
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Marie T. Sullivan RN, MSN, CRRN

It all started with a lump in my throat. This lump took a 
life of its own, making it difficult to swallow anything with 
a rough texture. It felt as if the food was trapped. What an 
odd sensation for any one to have. A month later, this lump 
had a name: Thyroid Cancer. In my endeavor to understand 
the disease and to review standards of care as they related 
to evidence based practice I found a number of studies. 
The studies referred to the Chernobyl Disaster of 1986 
and the many lessons learned regarding thyroid cancers. 
Reading about the devastation in this area of Europe and 
the frequency of thyroid cancer, I was compelled to expend 
my efforts working with people from these contaminated 
zones. It was at this point in time that I realized I needed 
to see something good come out of a bad situation. I began 
to search the web for agencies and or associations dealing 
with thyroid cancers–agencies in which I could make an 
impact. In my search I came upon the Chernobyl Children 
Project. As a nurse, a mother of three and a woman with 
thyroid cancer, it was here that I wanted to give of my time 
and energies.

In order to understand the mission and scope of the project 
it is important to go back to the night of April 26, 1986. 
That night, in the city of Chernobyl, there was an explosion 
at the nuclear power station. The Chernobyl disaster 
triggered the release of substantial amounts of radiation 
into the atmosphere in the form of particles and gaseous 
radioisotopes. The greatest disaster in the history of 
mankind released one hundred times more radiation than 
the atom bombs dropped over Hiroshima and Nagasaki! 
Approximately 17 million people in Belarus, Russia and 
Ukraine, including 2.5 million children under the age of 
five were affected. Because of variable weather conditions 
in the days following the accident, radiation spread over 
large areas of Scandinavia, Poland, and the Baltic States 
as well as the southern part of Germany, Switzerland, 
northern France and England. About 5.5 million people, 
including more than a million children, continue to live in 
the contaminated zones.

The immediate and long term health concerns involve 
radioactive iodine with a half life of eight days and 
contamination of soil with strontium-90 and cesium-137 
with half lives of about 30 years. The highest levels of 
Cesium are found in the soil where they are absorbed 
by plants, insects and mushrooms. When entering the 
local food supply Cesium-137 behaves like potassium 
and becomes incorporated into rapidly growing cells 
throughout the body. It leads to gastrointestinal and 
blood disorders. Strontium-90 is similar to calcium 
and is deposited in the bones. This can lead to bone and 
marrow cancers. Today, restriction orders remain in place 
in the production, transportation and consumption of food 
contaminated by the Chernobyl fallout.

One may ask, how does this effect children today more 
than 20 years later? The answer is found in the 1,500 
children who have come to Boston from Belarus, Western 
Russia and Northern Ukraine for medical care. The 
children continue to absorb radiation from the soil, milk 
and food. Doctors in the Boston areas and in southern 
NH have treated Chernobyl children with more than 50 
medical conditions. 

The thyroid uses iodine to produce thyroid hormone 
which regulates energy metabolism, physical and mental 
development and the growth of embryos, children and 
adolescents. Children from the area continue to have high 
rates of thyroid cancer. The nuclear fallout resulted in the 
thyroid taking up large quantities of radioactive iodine-131. 
The problem is exacerbated by the fact that these areas 
have an endemic iodine deficiency. As a result, radioactive 

iodine was avidly absorbed by residents in these countries. 
Between 1992-2000 in Belarus, Russia and Ukraine, 
approximately 4,000 children were diagnosed with thyroid 
cancer. The surgery leaves a scar at the base of the neck 
which has come to be known as the “Chernobyl necklace”. 

The children of Chernobyl have little access to quality 
medical care from both physicians and nurses. Medical 
facilities are poor compared to Western standards and there 
is little access to modern technology to guide the medical 
team in the diagnosis and treatment of disease states. For 
some, there is a 3 year wait for diagnostic testing due to the 
lack of medical equipment and qualified personnel. Nurses 
in this area of the world lack both technical and assessment 
skills and simply act following physician orders. With a 
focus on education, and support from their government, 
change will be inevitable.

As nurses, there is much we can do to help these children. 
Becoming involved with the Chernobyl Children Project 
is just one avenue but one that takes us to the roads less 
traveled. The mission of the Project is to provide respite 
and relief to children living in the contaminated areas 
surrounding Chernobyl. Upon arrival in the US, the 
children are placed with host families who provide 
essential elements including a loving home filled with 
laughter, good food, clean air and water and an atmosphere 
of hope. In addition these children receive medical 
care from over 100 doctors and 16 hospitals. Hundreds 
of medical, nursing and dental personnel donate their 
time and services for the benefit of these children. As a 
nurse, our knowledge and expertise is invaluable to the 

Project and to the children. Many of these children will 
undergo numerous testing, surgeries, and require multiple 
medications. 

To date, the Chernobyl Children’s’ Project has provided 
care and treatment to over 1,500 children. Supplies and 
equipment sent to the region total over $5million. In 
addition, New England based hospitals have donated 
surgical procedures totaling more than $6million. 
Annually, $450,000 of donated medical services has been 
supplied by 16 New England hospitals. Most importantly, 
training and professional development have been provided 
to the Chernobyl medical personnel. 

As of today, the cancer is gone but the lump in my throat 
remains as I realize the magnitude of the scars these 
children have received and will continue to endure. It is 
through all of our efforts that we can bring quality care to 
those innocent victims born in the Chernobyl area. There 
is a child waiting for the opportunity to be treated in the 
US and to experience the love and joy of an American 
family. Good can win out.

Marie T Sullivan RN is currently the Vice President of 
Patient care Services at Northeast Rehabilitation Hospital 
in Salem, New Hampshire. 

Ed Note: The children from Chernobyl will be arriving 
on Tuesday June 23, 2009. If you are interested in 
hosting children this summer, attend one of the 
upcoming informational meetings on March 2, March 
4 or March 12. More information on the Chernobyl 
Children Project can be found at www.ccpusa.org or 
email at ccpusainc@aol.com.

My Chernobyl Children

A Ukraine hospital.
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Humor and 
Laughter: Nurses’ 
Tool Kit Essentials

Patty Wooten, RN

Have you ever noticed how 
sharing a simple laugh seems 
to melt away barriers between 
yourself and your patients? Victor 
Borge was so right when he said, 
“Laughter is the shortest distance 
between two people.” As nurses, 
we need to include our sense of 
humor and the laughter we share 
with our patients as important 
parts of our patient care plans, 
for the ways these two human 
communication tools connect 
people’s hearts. Once we are 
connected, we–the nurses– can do a better job of caring 
for patients’ needs because they and their families will be 
sharing with us more of what they are feeling and needing.

Seeing the humor in a situation and creating laughter help 
nurses connect with their patients in very human and humane 
ways. These communication techniques enhance the care we 
can provide at any given moment. The humor that is shared 
creates a common perspective from which we both can 
view–and address–the reality. By daring to be “silly” to get a 
laugh is really a sign of courage and confidence by the nurse 
and this courage is transferred to the patient in the form of 
hope.

Think about it. When people are frightened or focused solely 
on a life-threatening task, they often turn all attention to the 
concern at hand, but forget what that focus implies to the 
viewer. As the person taking signals from their “leader” (in 
this case, us–their nurses), the message is, “Be afraid because 
my nurse is.” 

Of course nurses must focus on improving our patients’ 
health or comfort, but we also need our patients to help 
us, emotionally, even if they can’t, physically. Allowing 
ourselves to take advantage of playful moments helps send 
the message to our patients that it’s not so bad but what we 
can get through this thing if we work together. 

As I get to work each day, I make it my goal to ensure that all 
my patients smile and perhaps laugh at least once during my 
shift. Here are some of the things I do:

•	 When	a	family	member’s	cell	phone	rings–usually	with	
lively music–I stop what I’m doing and dance around 
a little. Often they delay in answering just to see me 
dance.

•	 When	I	 introduce	myself	at	 the	beginning	of	 the	shift	
and update the whiteboard in the room with the diet/
doctor/date, etc., I tell them “I’m going to write my 
name up here, too, so we don’t forget about each other.”

•	 After	 a	 slow	 and	 tedious	 walk	 with	 a	 patient,	 I	 tell	
them–“Tomorrow we go dancing, OK?” After getting 
a weak person back to bed, I might say, “Looks like the 
iron in your blood has turned to lead in your butt.”

•	 Humor	also	helps	with	 the	staff	 relationships.	When	I	
need to get my insulin “double signed,” I always ask for 
their autograph, and then state, “OK, now I owe you a 
help with a bed change.” 

•	 If	someone	is	waiting	for	me	to	finish	my	nursing	notes,	
I’ll say, “I’m just getting to the part where I say, “I had a 
great time, thanks for inviting me, Love Patty.”

After more than 20 years at the bedside, making patients 
and families laugh to improve the quality of care, enhance 
rapport and build trust have become integral to my nursing 
practice. Giving patients and their families the lift they need 
to stay courageous, stay “with me” so we can face their 
current need as a team, and so we all can keep this moment 
in perspective are some of the reasons why I take my sense 
of humor to work with me every day. I also feel it is every 
nurse’s responsibility to help co-workers and staff enjoy 
their experience, no matter how tough the assignment. This 
way every one of us is able to shorten the distance between 
ourselves and our patients. 

What powerful tools humor and laughter are to the care 
environment. Remember to carry yours with you each day.

Patty Wooten

Charges Dropped 
Against Filippino 

Nurses for 
Endangerment

Criminal charges filed against 10 registered nurses from 
the Philippines in March 2007 for patient endangerment 
have been dismissed. The nurses had been recruited by the 
Sentosa Recruitment Agency to work at specific nursing 
home facilities on Long Island. When they arrived in the 
U.S., they discovered they actually were working for a 
staffing agency, Prompt Nurses Employment Agency. Over 
a period of months, the nurses said, the agency refused to 
pay them according to the terms of their contracts. The 
Sentosa nurses believed they were brought to New York 
under false pretenses and denied the rights guaranteed by 
their employment contract. They also said they were not 
properly trained for their new jobs and were required to 
care for more patients than they believed were safe. After 
exhausting all possibilities to resolve their concerns with 
the facility and the agency, nurses left without providing 
two weeks notice.

When the nurses resigned, their employer accused them 
of professional misconduct before the state Office of 
Professional Discipline, which dismissed the charges. The 
Agency then brought criminal charges against the nurses. 
In April of 2008, American Nurses Association (ANA) 
and its constituent member association, New York State 
Nurses Association (NYSNA) filed an amicus brief with 
the Second Department of the Appellate Division, Supreme 
Court of New York supporting a motion to drop criminal 
charges against the Sentosa nurses. Charges were dropped 
January 16, 2009  as the court rule its 13-page decision that 
the charges “constitute an impermissible infringement upon 
the constitutional rights of these nurses”

ANA President Rebecca M. Patton, MSN, RN, CNOR 
remarked “This is a victory for all registered nurses, 
because the judge recognized that withdrawal from a 
deplorable work environment, when done responsibly, as in 
this case, reflects ethical nursing practice. ANA believes the 
real patient endangerment lies in the untenable conditions 
that led the nurses to leave. The court’s decision reaffirms 
what ANA has always known: These brave nurses have 
deserved the nursing community’s full support because 
they refused to remain in a situation where patients were 
being denied the kind of care and staffing they deserved.” 

AVH Employee 
Achieves 

Certification 
Renewal Status

The National Certification Board 
for Diabetes Educators (NCBDE) 
announced that Cynthia King, 
RN, BSN, Diabetes Education 
Coordinator at Androscoggin 
Valley Hospital has renewed 
her Certified Diabetes Educator 
(CDE®) status by successfully 
completing the continuing 
education renewal option 
process.  Candidates must meet 
rigorous eligibility requirements 
to be eligible for certification.  
Achieving the CDE credential 
demonstrates to people with diabetes and employers 
that the health care professional possesses distinct and 
specialized knowledge, thereby promoting quality of care 
for people with diabetes.

Currently, there are approximately 16,000 diabetes 
educators who hold NCBDE designation. AVH applauds 
Cindy for her initiative in pursuing this Certification. 

Cynthia King

Nurse Authors 
Website for 
Refugees

Anne Marie Durant, RN, BSN practices psychiatric 
nursing at New Hampshire Hospital. But when asked to 
think up a project for a class assignment her classmates 
and instructor thought she needed the help! Yet passion 
for a subject has always stirred health care providers to 
greatness, just look at what Florence Nightingale did with 
only 38 untrained nurses. Durant’s passion was health care 
for the growing number of refugees being resettled in the 
Concord area. She saw a need for nursing. Combining 
her knowledge of culture care, newly learned skills in 
computer systems, and a desire to improve refugee help 
Durant met with staff and refugees at Lutheran Social 
Services. By completing a community assessment she 
determined that a source of health care information, in the 
native language, was a top priority for resettled refugees. 
The result of her experience is a “Resettlement Resources” 
Web Page:
http://www.geocities.com/resettlementadvocate/index.html

The Page provides direct links to translated health 
information in 6 languages.  Another set of links provides 
cue cards for common health issues in 60 languages. This 
resource alone can be valuable for any nurse who cares for 
culturally diverse non-English speaking patients. Durant, 
quite humble about her achievement, calls it a work in 
progress. 

NHNA Members in 
the News

Margaret Franckhauser, RN, 
MSN of Meredith was recently 
elected to the Board of Directors 
of the Endowment for Health. 
The Endowment was established 
in 1999 as a result of the sale 
of Blue Cross Blue Shield New 
Hampshire to Anthem Insurance. 
Its mission as a statewide, 
private nonprofit foundation, is 
to improve the health of New 
Hampshire’s people, especially 
those who are vulnerable and 
underserved. Franckhauser, 
a past recipient of the NHNA 
Nurse of the Year Award, is the Executive Director for 
Community Health Care and Hospice of Laconia.

Elizabeth Hale-Campoli, RN, 
MS, OCN was recently appointed 
Chief Nurse Executive of the 
Elliot Hospital. Hale-Campoli 
received her BS and MSN in 
Nursing from the University 
of New Hampshire. Prior to 
moving to New Hampshire she 
practiced nursing in Albany, 
New York. She has held staff 
positions in medical-surgical, 
oncology and ambulatory 
nursing. Most recently she was 
the Administrative Director of 
Nursing Systems and Support at 
Catholic Medical Center in Manchester.

Elizabeth Hale-
Campoli

Margaret 
Franckhauser
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You have just finished your shift and have taped your 
report on the 6 patients you cared for in the past 8 hours. 
You have a sick child at home, and need to be there before 
your husband leaves for his job. The charge nurse comes 
to you and says there has been a call-out and tells you 
that you can’t leave until a replacement comes to relieve 
you. You remind her that you have finished your scheduled 
shift, you have given report, and you must leave. The 
charge nurse says you will be charged with patient 
abandonment if you leave and reported to the Board of 
Nursing. You decide to leave after notifying the next shift 
supervisor. The next day you report for your regularly 
scheduled shift. The nurse manager informs you that you 
are fired and a report has been filed with the Board of 
Nursing.  

While this story is fictional, many nurses have felt the 
strain of ethical decisions that require tough choices. A too 
common threat, being reported to the Board of Nursing, is 
being used by employers to coerce behavior. Few nurses 
realize what “being reported” means to them or what 
actions they should take.

First, employers have an obligation to report any 
professional misconduct to the Board of Nursing within 
30 days. In fact, all nurses have such an obligation. 
“Being reported” means that a Complaint Form has 
been completed and sent to the Board. To see a copy 
of the form go to http://www.nh.gov/nursing/general/
documents/complaint.doc. In addition to a description of 
the complaint, the person or agency filing the complaint 
must provide the language in the Nurse Practice Act 
or Administrative Rules that they believe the nurse has 
violated. In other words, a violation of a specific law or 
rule must have occurred. 

Being Reported to the 
Board of Nursing

Once a complaint is received at the Board of Nursing, it is 
investigated by the Executive Director and the Attorney of 
the Board. At this point, you will be contacted and asked to 
submit a response to the complaint. You should ALWAYS 
respond to a Board of Nursing request for information. 
You may respond yourself, or seek the services of 
an attorney to respond on your behalf. After this 
preliminary investigation, if, in the opinion of these Board 
representatives, the complaint has no reasonable basis to 
conduct disciplinary proceedings, you will be notified that 
the complaint has been dismissed. The process, however, 
takes time, and may take up to 6 months. During this 
time you are no doubt distressed and worried about your 
license. Seek the advice and support of colleagues, they 
will be your best advocates through the process. 

What action would the Board take in the complaint filed? 
According to the Administrative Rules of the Nurse 
Practice Act, professional misconduct includes “Leaving 
an assignment without notifying the appropriate authority, 
whereby such departure endangers the health, safety, and 
welfare of those individuals entrusted to the licensee’s 
care”. As you notified the appropriate authority, reported 
off, and did not assume responsibility for the patients over 
the next shift, there are no grounds for abandonment.  
However, as New Hampshire is an “employment at will” 
state, the Board cannot require your former employer to 
reinstate your position. After these actions, there is little 
doubt that you would want the position back! However, 
you can take your complaint to the New Hampshire 
Department of Labor for review as a violation of the 
mandatory overtime law and you may be eligible for 
unemployment compensation. 

Hawaii Nurses 
Association 

Expelled for Dues 
Non-Payment

The American Nurses Association Board of Directors 
voted to expel the Hawaii Nurses Association (HNA) as a 
full and constituent member (CMA) of the ANA effective 
January 15, 2009. The action comes after a disciplinary 
hearing regarding the willful failure of the HNA leadership 
to pay ANA dues money collected from members.  HNA 
owes ANA over $200,000 in dues collected since May of 
2008. 

The HNA dues delinquency is in violation of ANA 
Bylaws and the House of Delegates national dues policy. 
BY expelling HNA from the ANA, ANA is fulfilling 
its responsibility to hold all CMAs equally accountable 
to implement the ANA bylaws. The bylaws serve as a 
contract with the CMAs. ANA offered those nurses in 
Hawaii who wish to retain their association membership 
benefits several new options–individual direct member, 
membership in another CMA, or individual affiliate 
membership. 

The Hawaii Nurses Association was the state’s largest 
union representing nurses in the private sector. It is 
affiliated with the United American Nurses and AFL-CIO. 
During the House of Delegates meeting in June, 2008, 
visibly walked out of the meeting after the other CMAs 
affirmed the ANA bylaws changes related to collective 
bargaining. Of the 10,000 nurses in Hawaii, one third 
belong to the HNA.

BJ. Bockenhauer RN MSN APRN BC

The original title for this article didn’t have dollar signs, 
but it is hard to resist a compelling bottom line message in 
the current economic crisis. The “cost” of the transition 
from nursing student to employed RN includes recruiting 
expenses, orientation and training expenses, and replacement 
expenses incurred until a position is filled with the “prepared 
to practice” nurse. Four years ago, Beeman estimated the 
transition cost at an average $40,000 per new graduate. And, 
at a time when health care costs are at an all-time high, the 
literature still projects that that 35-65% of new graduate 
nurses leaves their first job within the first nine months of 
employment.

In 2004, the National Institute of Mental Health noted that 
an estimated 44.3 million people will suffer from some 
type of mental health disorder in their lifetime. In 2002, 
the Center for Disease Control and Prevention suggested 
that, of those individuals diagnosed with mental illness, 2.4 
million will require inpatient services averaging 7.4 days of 
hospitalization. New Hampshire Hospital admits over 2,000 
patients each year. Each patient needs professional nursing 
care.

New Hampshire Hospital is a fully accredited teaching 
facility and the only state-owned psychiatric hospital. The 
Department of Nursing is fully integrated into decision-
making at the highest level of administration. The nurses are 
all nationally certified or in the process of achieving national 
certification in their specialty. The care delivery model is 
grounded in Orlando’s Nursing Theory and relationship-based 
nursing. And, because it is a psychiatric specialty hospital, 
New Hampshire Hospital can only hope to recruit from a pool 
of 1-2% of new graduates. Each recruited new graduate nurse 
is, as a result, a precious commodity–one the State cannot 
afford to lose.

With this philosophy, the Nursing Educational Resource 
Service (NERS) took on the millennium challenge of 
redesigning an excellent orientation program into a state-
of–the-art residency program for the new graduate nurse. 
The national attrition rate for new graduate nurses in their 
first jobs translates into a very clear financial impact. What 
is not so easily measurable is the effect of the relationship 
loss with the new colleague. Though not well-publicized, 
the emotional distress experienced by the remaining staff 

New Hampshire Hospital 
Saving $40,000–One Nurse at a Time

is real. The concept of “burnout” and the phenomenon of 
“eating our young” are ubiquitous in nursing literature and 
reflect a different, but no less expensive cost.  The NERS 
was committed to developing an orientation program that 
recognized the importance of investing in a relationship 
between the nurse partner and the nurse resident, as well as 
the support of the nurse resident’s skills training. 

Simply, the residency program is described as an individually 
scheduled, partnered work/learning program for the new 
graduate nurse. The program is designed to provide flexibility 
within a general framework of classes, and working with 
partner in order to meet clinical competencies and practice 
basic leadership skills. While there is no one answer for “How 
long is residency?” most nurses complete the basic program 
and are “prepared-to-practice” independently within four to 
six months. During that time the nurse resident is partnered 
with a specific unit nurse, sharing that nurse’s schedule and 
work assignment over the course of the nurse resident’s time 
on that unit. This “shared” work assignment is key to the 
success of the program as it permits the nurse partner to 
model and teach skills within one fixed workload of which 
the nurse resident gradually assumes a manageable portion. 

The nurse partner and nurse resident receive support from the 
NERS. The focus of this support is broad and individualized 
and models the genuine and open relationships that are 

New Hampshire Hospital continued on page 8

Tracey Parks, RN, BC (Residency class of ‘03); 
Kelly Cummings, RN, BC, ‘nurse partner’; and 

Karrie Welch, RN (Residency class of ‘08).
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the hallmark of excellent nurse-patient relationships. The 
nurse resident is oriented to each of the clinical specialties–
admissions, continuing care, medically frail adult and child 
and to both day and evening shifts. When ready, the nurse 
resident applies for a position on a unit that has an opening.

New Hampshire Hospital recruited two new graduate nurses 
to the first class, both are still working in the field. One 
continues occasional work at NHH, while pursuing her full-
time career as a psychiatric ARNP. The other resigned after 
8 months, but took a job in psychiatric nursing at the local 
community hospital and will be presenting a Nursing Rounds 
at New Hampshire Hospital this spring. While a 50% new 
grad retention rate is the current industry standard it was 
exponentially better than NHH’s previous rate of near zero. 
Still not satisfied the NERS, with the enthusiastic support of 
hospital administration and generous partnering by skilled 
and caring “partners”, NHH has achieved a new graduate 
nurse retention rate of 87.5%!! Graduates of NHH’s Nurse 
Residency program fill twenty-eight (28) full-time Registered 
Nurse positions and one LPN position, more than one quarter 
of the full-time NHH nurse workforce.

Tracey Parks RN-BC is an RN III at New Hampshire 
Hospital. Her undergraduate degree in psychology prepared 
her for a rewarding position managing a residential facility. 

Her associate degree in nursing led her to New Hampshire 
Hospital’s Nurse Residency Program. Tracey’s recruitment 
started when she had a clinical rotation at New Hampshire 
Hospital as a student nurse. Because the Hospital provides 
a clinical site for over 400 RN students each year, nursing 
staff assume responsibility to engage students in learning. 
Nurses demonstrate a role that is a respected part of a 
vibrant interdisciplinary team. Students consistently note the 
welcoming and helpful attitude of our staff and are impressed 
with the team process. In addition to a general orientation to 
the unit, Nurse Managers discuss psychiatric nursing career 
opportunities. 

Tracey was already interested in psychology and working 
with individuals with mental illness when she started her 
clinical rotation. She was surprised to find that “a state 
hospital” was nothing she had expected. “I expected a 
dreary, institutionalized environment. Though patients were 
extremely ill, they were so well-cared for that they were able 
to enjoy a tremendous amount of freedom.”

Tracey’s application process involved the usual transcripts 
and faculty references. Her interview process was slightly 
different, as colleagues from both the practice area and 
the education area participated. Tracy noted, “I found the 
interview process to be more relaxed. I recognized faces from 
my student rotation and felt welcome.” The interview process 
has now been expanded to include former nurse residents.

Residency follows a schedule that is deceptive as very few 
elements are rigid. Classes may be “cut” and rescheduled 
if what’s happening on the unit is not to be interrupted. 
NERS partners can be called at the last minute for some 
clarification or assistance. Accommodations for special needs 
are negotiated frequently. The Residency itself is a reflection 
of the reality of nursing practice–dynamic, flexible, exciting, 
and challenging. 

In response, seasoned nurses, acting as partners, were 
impressed but slightly resentful of the residency orientation–
the “I didn’t get as much” syndrome. However, the resentment 
was short-lived. Nurse partners recognized that they were 
being validated for what they knew and could teach the nurse 
resident. During weekly performance reviews, nurse residents 
and nurse educators gave feedback about performance that 
clearly demonstrated the value of the nurse partner. And, not 
surprisingly, the dramatic increase in retention was another 
message of validation. Double-digit vacancy rates evaporated 
and strategies to strengthen the care delivery model were now 
achievable. While very few nurses choose psychiatric nursing 
as their specialty and first job, 87.5% of those who choose to 
do so at New Hampshire Hospital are satisfied in their choice.  

Tracey started her residency on an admission unit, transferring 
to a continuing care unit for several weeks before spending 
time on the medically frail adult unit and the children’s unit. 
Initially Tracey found the transfers from unit to unit unsettling 
“Just when you thought you knew a lot, you’re starting all 
over”. However, she quickly recognized the similarities in 
unit procedures and realized how much she actually knew. 
She points out the importance of that first partner relationship 
to her sense of well-being and success.

As happens commonly as a result of the partner relationship, 
Tracey was recruited to and accepted a position on the unit 
on which she started her residency. In a wonderful turnabout, 
she now acts as a nurse partner to nurse residents. She is also 
a member of the Nurse Resident Task Force. Tracey’s own 
nurse partner, Kelly Cummings RN BC, and her recent nurse 
resident Karrie Welch RN are pictured. Tracey commented 
“Being a nurse partner has highlighted how important that 
relationship is. I’m a better nurse partner from having been a 
resident because I remember what was important to me when 
I was learning”.

New Hampshire Hospital’s Nurse Residency Program is 
saving the state $40,000, one nurse at a time. However, the 
fullness of that savings is more accurately reflected in the 
excellence in each nurse-patient interaction that Tracey, and 
her colleagues in the Department of Nursing, brings to their 
work. For the former nurse residents, their unit and NERS 
partners, the Department of Nursing in the Hospital that 
supports this program, the true cost is “priceless”.  

BJ. Bockenhauer is the Assistant Director of Nursing 
at New Hampshire Hospital and a member of the 
Government Affairs Commission of NHNA.

New Hampshire Hospital continued from page 7
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BJ. Bockenhauer RN MSN APRN BC

It may not be common knowledge that New Hampshire 
Hospital, the state psychiatric facility located in Concord, 
plays a vital role in the state’s emergency response plan. In 
fact, the staff of New Hampshire Hospital has been active 
participants in several statewide emergency drills. New 
Hampshire Hospital is prepared to provide and maintain 
essential services, as needed and without interruption, in 
the event of a state-wide emergency. This level of readiness 
is a reflection of the effective integration of services in 
pursuit of a single goal–to recognize and meet certain 
health needs of the state in a fiscally responsible manner. 
It is certainly the case that this “emergency-ready status” 
can not interfere with the day-to-day reality of providing 
care to individuals whose psychiatric condition makes 
hospitalization necessary. Emergency-ready status is 
simply an additional layer of responsibility that the staff 
assumes. 

The winter holidays–Christmas, Hanukah, Kwanza, and 
the Solstice–often inspire friends and family members 
to offer each other a token gift in celebration of the 

Holiday Infection Triggers Disaster Plan
relationship that has been shared over the past year. Not 
infrequently, the workplace also becomes an environment 
in which valued relationships are celebrated with parties 
and gifts. Some celebrations and even token gifts and 
are sponsored by employers. The sponsorship model is 
not part of New Hampshire Hospital’s holiday tradition.  
Over the years the Department of Nursing has worked to 
celebrate nursing in ways that are cost-neutral, meaningful 
and, particularly during the holiday season, fun. With that 
goal, Nurse Administrators asked the question: When is 
a disaster NOT a disaster?” 
The answer, of course, is when 
it is a planned holiday event 
that incorporates holiday cheer 
into an emergency response 
procedure.  

On a snowy day this past 
December, which just happened 
to be the birthday of the CEO, 
the Nurse Managers were invited 
to coffee and home-made cake 
to share a few moments of 
holiday joy before embarking on 
their holiday event. The Managers anticipated something, 
suspected it was a learning activity, but had no idea what 
was planned. Imagine their surprise when Diane Viger 
RN, the Manager of Infection Prevention and Control and 
Emergency Preparedness, interrupted the coffee drinking. 
Diane explained that our ready status had been increased 
from a Level Green to a Level Yellow. With a straight face, 
clipped staccato phrases and an intensity of tone that only 
Diane possesses, she said 

 I have been contacted by the CDC who report that 
a highly contagious virus is being spread. They 
have identified the possible carrier–a person 
named Ebenezer Scrooge. The disease is spread 
from person-to-person and appears to be airborne 
transmission. Psychiatric hospitalization with 
assignment of a primary nurse and contact MHW 
appears to reduce the likelihood of infection. 
Symptoms have an insidious onset. Initially, the 
infected will present with increased sarcasm and 
black humor, coupled with anxious laughter and 
averted eyes in response to warm holiday greetings.  
The condition rapidly progresses. The infected will 
start ruminating on doom and gloom, acting in a 
miserly manner and displaying a hopeless attitude. 
Uncontrollable explosive comments, such as “Bah 
humbug!” and “Nothing but coal for you!” start to 
be heard, as well as a cough-like “harrumph” or 
“hah!”. General lassitude and unresponsiveness to 
cookies, candies and treats, coupled with a generally 
hopeless attitude predominate. Ultimately horrible 
death is caused from hardening of the heart. New 
Hampshire Hospital will implement Level Orange 

proceedings and shall PLAN activation of the 
negative pressure isolation rooms on Unit C and Unit 
J.  Without immediate and effective interventions, 
Level Red status is imminent. 

As the group looked at each other and struggled to 
appreciate the meaning of this situation, Diane’s pager 
sounded. She glanced at it briefly, her eyes got even wider 
and she turned back to the group, saying dramatically 
“This is it–Level Red. The Incident Command Center 
is being activated. The phone lines may be a source of 
transmission so we’ll be using e-mail blasts and two-way 
radio communication only”. And she left the room. The 
CEO explained that the first priority would be to establish 
communication lines. She also shared the additional 
agenda and learning objectives for the activity (see Box). 
As soon as the group had established work teams and a 
communication process, they were to retire to an area that 
would be accessible to e-mail. The first “blast” arrived, as 
scheduled, at 8:45 AM. The Incident Command Center had 
identified three work priorities and strategies to achieve 
them:

 1—Protect all individuals “at risk” by interfering with 
the spread of the illness. Please make verbal, direct 
contact with as many NHH staff as possible, offering 
a holiday greeting. If symptoms are limited to the 
initial or secondary symptoms, “mark” the individual 
with a holiday sticker on their name tag and log them 
in as having been checked by having them sign a 
Christmas/Birthday card for the CEO. Absence of 
smile is a risk factor; please note and report.

 2—Provide for those who will be caring for the 
infected and imminently dying due to hardened 
hearts. PLAN for accommodation of all staff that are 
able to stay as well as those who report to work.  

 3—Contain and care for the infected and imminently 
at risk for death due to hardened hearts. PLAN 
activation of the negative pressure isolation rooms on 
Unit C and Unit J.  

Reference to the Hospital Emergency Preparedness 
Plan and Department of Nursing’s Continuity of 
Operations Plan (COOP) as well as the federal emergency 
preparedness training manuals was essential to achieving 
the work priorities and completing the work log. The 
work groups generated the information necessary to make 
resource decisions from technology as well as human 
information sources. The ridiculous names of the work 
groups (ex. The Ho Ho Ho’s) added a layer of levity to 
the exercise, as did the continuing challenge of two-way 
radio technology. Getting staff “stickered”, signed and 
“inoculated” proceeded without incident, as did plans to 
activate the negative pressure isolation rooms. Significant 
giggling and occasional guffaws were noted. There was 
ABSOLUTELY no evidence of hardening of hearts, 
though constant vigilance was needed. Most importantly, 
the teams recognized the value of those critical people 
skills in a work activity. The relationships we share with 
each other, respectful and sensitive and always encouraging 
were the true gift. At the completion of the exercise, all 
infected individuals were cared for without fatalities; all 
at risk staff were inoculated and a record of the good will 
from those staff was presented, in birthday card form, to 
our CEO. The Nurse Managers earned contact hours… but 
the real gift was the time to learn together—all in all, a 
fine disaster.  

BJ. Bockenhauer is the Assistant Director of Nursing 
at New Hampshire Hospital and a member of the 
Government Affairs Commission of NHNA.

At the completion of this workshop, the Nurse Manager 
shall be able to 

1. Identify and incorporate the four elements of an 
incident action plan into the emergency response 
(What do we want to do? Who is responsible for 
doing it? How do we communicate with each other? 
What is the procedure if someone is injured?)

2. Identify, act/delegate action to assure that, in 
an emergency, all actions taken are within the 
guidelines of accountability (Check-In, Incident 
Action Plan, Unity of Command, Span of Control, 
Resource Tracking)

3. Recognize and apply the Epidemic Respiratory 
Infection (ERI) Guidelines in acting to prevent the 
spread of an infectious disease process

4. Integrate principles of emotional intelligence within 
the framework of a collegial work exercise

Diane Viger, MS, RN



April, May, June 2009 New Hampshire Nursing News • Page 13 

NHONL News
Clare M. Vallee, RN, MS, 
JD, NEA-BC, Vice President 
of Nursing Services at 
Androscoggin Valley Hospital, 
Berlin assumed the role 
of president for the New 
Hampshire Organization of 
Nurse Leaders (NHONL) in 
January, 2009. Other officers 
of the organization are: Beth 
Hale-Campoli (Catholic Medical 
Center), President-elect, Roberta 
Vitale-Nolen (New Hampshire 
Hospital), Past President, Donna 
Brown (Dartmouth-Hitchcock Medical Center), Treasurer 
and Ruth Henderson (Frisbie Memorial Hospital), 
Secretary. 

The NHONL is a statewide not-for-profit professional 
association committed to the advancement of professional 
nursing, promoting the delivery of quality patient care and 
influencing the development of health policy. NHONL is 
committed to fostering the development of nurse leaders 
through mentorship, collaboration and education and 
supports research, education, and professional development 
among its members.

NHONL consists of nurse leaders from various healthcare 
practice and academic settings.

NHONL is an affiliate of the American Organization of 
Nurse Executives (AONE) and has a long-standing tradition 
of support and collaboration with the New Hampshire 
Hospital Association as well as the New Hampshire Nurses 
Association and the NH Board of Nursing.

NHONL meets monthly in Concord (1st Tuesday of the 
month) at the NHHA building at 10am. Most meetings 
offer an educational program with nursing contact hours 
($10 for members/ $25 for nonmembers including lunch.) 
Annual dues for the organization are $150/year and 
there are also “institutional” memberships which allow 
attendance of rotating staff. The May educational program 
will be a poster presentation of various topics on patient 
safety. Please join us for leadership topics and network 
with your colleagues.

NH Nurse 
Practitioner 

Advocate of the Year
The American Academy of 
Nurse Practitioners is very proud 
to announce the 2009 NH Nurse 
Practitioner Advocate of the 
Year: The Honorable Laurie A. 
Harding, Nurse Legislator.

Representative Harding is a 
Registered Nurse, with over 35 
years of experience, and has 
been a member of the NH House 
for four years, currently serving 
her third term. Prior to public 
service, she was a lobbyist for 
the NH Nurses Association and the NH Nurse Practitioner 
Association. In 1991, she shepherded the initiative through 
the NH state legislature that granted plenary authority to 
nurse practitioners. 

Since that time, Rep. Harding has been a dedicated 
supporter of independent practice authority for NH’s 
ARNPs. In 1995, when a logjam in her committee 
threatened to restrict ARNP scope of practice in a 
comprehensive update of the Nurse Practice Act, she 
worked tirelessly to build consensus around an ARNP 
scope of practice provision that would enable ARNP 
practice to continue to evolve and remain on the forefront. 
Recently, the language has been used as a model in other 
states. 

In 1997, Rep. Harding sponsored a bill that was passed, 
which granted authority to ARNPs to determine walking 
disabilities pursuant to the DMV statutory scheme, and 
she co-sponsored a separate bill through which ARNPs 
acquired the authority to certify the death record. Rep. 
Harding is among the leading advocates of health care 
reform in NH today, and she vigorously supports ARNP 
independent practice as a means toward furthering the 
States goals of improving access and quality of care.

Note: Rep. Harding is also long time member of the 
NHNA Govt. Affairs Commission and is invaluable to our 
legislative efforts.

Nurse Volunteers 
Sought for Strafford 

County
The Southern Strafford County Health Coalition, a nonprofit 
public health organization located in Dover, has issued a 
call for nurses and other licensed health care providers. As 
part of a grant to establish a Medical Reserve Corps serving 
Southern Strafford County, volunteers will assist community 
emergency medical response teams. 

The Medical Reserve Corp (MRC) is a component of the 
Citizen Corps, a national organizing sponsored by FEMA 
that brings local health professionals together to help the 
local community deal with pressing public health needs 
and improvements. The Strafford County Corps is being 
developed, according to coordinator Katie Bennett to help 
deal with “surge capacity in a local disaster, including 
assisting mass prophylaxis/vaccination clinics or other major 
public health needs.” Although the MRC volunteers are ready 
to respond to disasters or emergencies, part of the MRC 
program’s mission is to foster disaster preparedness. MRC 
volunteers also are called to help during non-emergency 
times. Volunteers are provided with an educational program 
based on established core competencies. Disaster exercises 
allow volunteers to practice team work and apply skills.

The Southern Stratford County Health Coalition is funded 
through the Department of Health and Human Services and 
the Center for Disease Control. According to the web site, 
there are 19 towns and communities in New Hampshire with 
Community Emergency Response Teams (www.citizencorps.
gov/cc/CertIndex.do?reportsForState&cert=&state=NH). 
Seacoast nurses interested in volunteering can register at 
www.StraffordCounty CitizenCorps.org.

Clare Vallee

Laurie Harding
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to an emergency department. The clinic has a fully staffed 
pharmacy, outpatient lab, and radiology services. To improve 
access to care a telemedicine machine is on site and allows 
providers to connect clients with specialists participating in 
The Alaska Federal Healthcare Access Network. Without 
this service clients would be forced to travel long distances to 
access specialty care.

Clients are treated by a healthcare team that includes 
physicians, physician’s assistants, certified health aides, and 
nurses. The clinic employs two registered nurses and several 
L.P.N’s. The RN in this environment fills several roles; 
therefore it is necessary to have a wide variety of skills and, in 
essence, be a “jack of all trades”. It is not unusual that within 
a day’s work the nurse will be called upon to fulfill several 
nursing roles. Administrative duties are interrupted by the 
need for extra hands in the emergency department. Later, a 
home visit for a dressing change is scheduled to be followed 
by a community planning session for a pediatric wellness 
program. 

Sound confusing? In reality the nurses in the clinic are united 
in their desire to provide competent and compassionate 
care and perform their roles effortlessly. Although none of 
the nurses are of Native Alaskan ancestry they are deeply 
enmeshed in this small community. They are respected for 
the skill and knowledge they bring to the clinic.  

In this place where everybody knows their neighbors I never 
felt like an outsider. Shortly after arriving I was welcomed 
and embraced by the people of Metlakatla. Throughout my 
visit many people came forth eager to share their island and 
culture with me. My experience ranged from an explanation 
of the native artwork, to a traditional Native American meal, 
and a private sightseeing tour of the island. Never before have 
had I felt like a part of a community so quickly. Rural nursing 
may not appeal to everybody. But for this nurse, my short 

Kerin Lariviere RN, BSN

Metlakatla is a small village located on the otherwise 
uninhabited Annette Island. The island is located in the 
southeastern portion of the Alaska, just fifteen miles 
south of the popular tourist destination of Ketchikan. 
Annette Island has the distinction of being the only Native 
American reservation in the state of Alaska and is home to 
the Metlakatla Indian Community whose members belong 
to the Tsimshian tribe. The Tsimshian people arrived in 
Metlaktla from Canada in 1887 after surviving a smallpox 
epidemic in 1862 that took the lives of nearly eighty percent 
of the population. They were lead by William Duncan, an 
Anglican missionary, who created a thriving and productive 
community. Duncan required that the Tsimshians give 
up their native culture in exchange for a place within his 
community. Current day Tsimshians  have shed their 
Anglican image and are proud of their Native Alaskan 
Heritage and are working hard toward reviving their cultural 
heritage and language. 

I traveled to Metlakatla in late September to experience 
nursing within this culturally diverse rural community. Never 
having experienced this type of health care environment I 
expected to find a rundown clinic in dire need of staff and 
supplies. I anticipated that the nurses would be over worked, 
would have to fight hard, and be creative in providing care 
for the residents of the island. As an outsider, I predicted the 
residents of the island to be suspicious and resentful of my 
presence in their clinic. 

However, what I expected was not what I found. The 
Annette Island Service Unit is a state of the art outpatient 
clinic providing comprehensive care to all of Metlakatla’s 
residents. The facility is beautifully decorated with native art. 
Within this clinic clients receive primary care, dental care, 
mental health services, physical therapy, and have access 

Nursing from New Hampshire to Alaska
time in Metlakatla opened my eyes to a world of possibilities 
that exist outside of the hospital environment.

Kerin Lariviere RN BSN is a staff nurse in outpatient surgery 
at Wentworth Douglas Hospital in Dover. Her experience in 
Alaska was part of her coursework toward her BSN at UNH.

February 3, 2008 
Susan Fetzer, RN

Past President, New Hampshire Nurses Association

Good morning. My name is Susan Fetzer, I am a registered 
nurse, and am here today representing the New Hampshire 
Nurses Association in support of HB 383, seat belts for all.

My testimony will reflect the impact of this bill on the 40,000 
registered nurses, licensed practical nurses and nursing 
assistants of New Hampshire. All nursing specialties and all 
areas of practice are impacted when a citizen does not wear a 
seatbelt. 

It starts when an ambulance brings a patient into the 
emergency room as a result of a motor vehicle accident. The 
first two questions that the ER nurse will ask: Do you have any 
allergies? Because maintaining drug safety is an important 
action for nurses. The second question is: Were you wearing 
a seatbelt? Why? Because any emergency room nurse knows 
that a patient without a seat belt will require more diagnostic 
time, more diagnostic tests and have the potential to turn into 
a critical care patient at any moment. Even if the patient has 
a broken leg, without a seatbelt, there is likely to be a chest 
X-ray, abdominal X-ray, electrocardiogram, Head CAT Scan . 
Additional lab work and acute skills of assessment and rapid 
intervention

Testimony In Support of HB 383 (Seat Belts for All)
When the patient with the broken leg goes to the operating 
room for surgery, the first questions that the operating room 
nurse will ask: Do you have any allergies? And were you 
wearing a seatbelt? OR nurses are aware of the numerous 
“silent” injuries that occur during motor vehicle accidents 
that are suddenly revealed when anesthesia is started or the 
positioning of the patient for the surgical procedure.

When the patient with the broken leg gets admitted after 
surgery to the orthopedic floor, the first two questions that 
the surgical nurse asks: Do you have any allergies? And were 
you wearing a seatbelt? Orthopedic nurses know that patients 
without seatbelts require additional pain assessment and 
management. They know that lacerated spleens often show up 
8-12 hours later and are a life-threatening emergency needing 
immediate intervention.

When the patient with the broken leg is transferred to the 
rehabilitation unit for further recovery, the first two questions 
that the rehabilitation nurses asks: Do you have any allergies? 
And were you wearing a seatbelt? Rehab nurses know that 
silent head injuries are a common occurrence after motor 
vehicle accidents that occur without seat belts, and that head 
injuries can cause difficulty with memory, memory required 
for rehabilitation.  

When the patient with the broken leg is discharged home to 
the care of a visiting nurse, the first two questions that the 
visiting nurse asks: Do you have any allergies? And were you 
wearing a seatbelt? For visiting nurses safety in the home is an 
important assessment. Individuals who do not wear seatbelts 
are not safety conscious and may need some important nursing 
interventions to make the home safe for a complete recovery.

And finally, the school nurse, caring for the child of the patient 
with the broken leg, who comes to the office with a stomach 
ache because Daddy or Mommy is in the hospital. One of 
the first questions the school nurse will ask is: Was your 
parent wearing a seat belt? The school nurses knows how 
impressionable your child is, and how this moment could be a 
teaching moment on the value and protection of seatbelts to a 
future driver.

These nurses, as well as the nurses here today and our Nurse 
Representative who is a sponsor on this bill, know that a patient 
not wearing a seatbelt that is involved in an accident requires 
more nursing care, more nursing resources, more complex 
planning and is at higher risk for unexpected complications. 
The nurses of New Hampshire urge you to support HB 383, 
for the health of the citizens of the state.

L to R standing: Kerin Lariviere, Stephanie Ayan, 
Sandra Fleming, and Rhonda Dandeneau—all 

RNs and UNH students. Seated: preceptor 
Jeanette Cawyer, RN, BSN.
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Cheshire Medical 
Center/Dartmouth-
Hitchcock Keene—

RN Receives 
Leadership Award

Celia Pearson, RN, is the Staff 
Development Educator in the 
Department of Education, 
Training & Development. Ms. 
Pearson manages new nurses, 
nursing assistants and certified 
medical assistants during their 
initial orientation period, and has 
primary responsibility for the 
American Hospital Association 
instructor network. It was said 
of Ms. Pearson that her approach 
embodies the essential qualities 
that allow our nurses to care for 
our patients well.

Celia Pearson has been a strong leader for the Nurse 
Practice Council, a strong contributing member of the 
Patient Care Services Council and the IV Practice Council. 
She has been an advocate for developing procedures using 
evidence-based approaches and collecting and analyzing 
data to address nursing practice issues. 

Celia Pearson

Deborah Beck RN

No two patients have identical health care needs. The 
needs of today’s hospitalized patients vary widely in 
complexity and severity and contemporary managed care 
policies have resulted in a trend toward more acutely ill 
patients requiring more intense care from nursing staff. 
Balancing quality of care with greater levels of patient 
acuity is a continuous challenge and has made the need 
for the regular assessment of patient acuity a relevant and 
pressing issue, especially on hospital medical/surgical units 
where so much of our nation’s inpatient care is delivered.

In an effort to improve care on medical/surgical units the 
Institute for Healthcare Improvement, in partnership with 
the Robert Wood Johnson Foundation, has launched a 
comprehensive initiative called Transforming Care at the 
Bedside (TCAB). The broad goals of TCAB are to improve 
patient outcomes and satisfaction with care, increase staff 
job satisfaction and retention, and promote efficient use of 
healthcare resources (Rutherford, Lee, & Greiner, 2004). 
Evaluating patient acuity is a key factor in achieving these 
goals and greatly impacts the work life of direct care 
nurses. 

Acuity measurement provides the necessary data to make 
safe, equitable, and productive staffing assignments, 
enabling nurses to meet practice standards and provide 
the care they are morally and professionally obligated to 
give. The American Nurses Association (ANA) repeatedly 
acknowledges the importance of acuity assessment in order 
to assure safe nurse staffing levels in its Safe Staffing 
Saves Lives campaign. The ANA (2008) stresses that 
nurse staffing should be tailored to the “specific needs of 
each unit, based on factors including patient acuity, the 
experience of the nursing staff, the skill mix of the staff, 
available technology, and the support services available to 
the nurse” (para. 4). 

Twelve states, including Maine, Vermont and Connecticut, 
have already enacted legislation and/or adopted regulations 
addressing nurse staffing and its relationship to patient 
care needs. In addition, the Registered Nurse Staffing Act 
(S. 73/H.R. 4138) has been reintroduced in the current 
110th Congress. This act holds hospitals accountable for 
the establishment of valid and reliable nurse staffing plans 
developed in coordination with direct care registered 
nurses and based on each unit’s unique characteristics and 
needs. It is clear that the time has come for all healthcare 
organizations, especially acute care facilities, to address 
patient acuity and take action.

Successful Patient Acuity Systems (PAS) are tools 
designed to “ensure that every unit has the appropriate 
number of nurses with the skill sets required to provide 
quality care given the complexity of patients’ conditions 
and the intensity of services they are likely to require” and 
are used to guide staffing and scheduling (Kempson, 2008, 
p. 22). PAS are not based on a predetermined nurse to 
patient ratio (matrix) which ignores or generalizes patient 
acuity. PASs may be manual or computerized and used in 
conjunction with information technology systems already 
in place. 

Computerized PAS are customized, interactive tools that 
enable nurses to document interventions and select patient 
attributes from department-specific lists. Each attribute 
is then automatically assigned a relative workload value. 
The patient’s acuity level is automatically calculated 
and assigned optimal staffing by shift. There are many 
computerized PASs on the market. One such system is 
currently in use at Maricopa Medical Center (MMC) in 
Phoenix, Arizona.  

MMC is 450 bed full-service acute care teaching hospital 
and is the flagship of the publicly-funded Maricopa 
Integrated Health System. MMC’s system has seven 
modules that interface with the main labor resource 
management software. The entire system schedules 1300 
clinical employees and supplemental agency staff; acts as 
a database for employee demographics and credentials; 
documents employee work hours; sends admission, 
discharge, and transfer patient information to the acuity 
module; and tracks in-patient acuity data. The hospital’s 
22 units utilize this automated system to determine patient 
acuity in real time and assign staff based on patient care 
needs. MMC’s chief information officer asserted that 
the automated patient acuity process has moderated both 
under- and over-staffing and improved workload balance 
among nurses. MMC considers their investment in the PAS 
system to be a sound strategy for providing optimal care to 
patients and improving the quality of nurses’ work lives, 

Patient Acuity Systems Promote Care
thus retaining valuable staff (Kempson, 2008). 

An extensively researched, easy-to-use manual method for 
determining nurse staffing requirements based on patient 
acuity has recently been created in the United Kingdom 
(Hurst et al., 2008). This manual method is based on four 
patient acuity categories and allots direct care time per 
patient in minutes per shift to determine mean patient 
acuity and a workload index. Time for staff breaks is 
figured in and the end result determines the number of 
nurses needed per shift based on the number of patients 
and their associated needs. The system emphasizes 
the importance of input from direct care nurses when 
determining acuity levels and patient care time in order to 
create a customized system. Direct care nurse involvement 
also increases staff “buy-in” when implementing a new 
program and increases feelings of empowerment and job 
satisfaction (ANA, 2008).

The first step in implementing a PAS is to determine unit-
based patient characteristics related to care intensity and 
assign a workload value to admissions, discharges, and 
transfers. Again, input from direct care nurses is essential. 
Patient characteristics for a medical/surgical unit may 
include the following: cognition/mental status (presence 
of confusion, delirium, or dementia), ambulatory status/
history of falls, bed mobility, bowel and bladder urgency 
and/or incontinence, pain level (the anticipated frequency 
of administration of prn pain medications), respiratory 
status, number of medication passes, need for dressing 
changes, presence of CIWA evaluations, presence of 
continuous treatments (TPN, CBI, CPM, chest tubes, NG 
tubes, ostomies, drains, etc.), presence of insulin-dependent 
diabetes (requiring multiple insulin administrations), and 
possibly even general overall stability based on nursing 
judgment. Acuity can be determined by awarding points in 
these categories, resulting in a total score which assigns a 
patient to an acuity category. Determining acuity in such 
a detailed way is easily implemented in a computer-based 
system.

A low-tech method to assign patients to an acuity category 
is to rate patients in a generalized way based on nursing 
requirements. The UK model rates patients from one to 
four. An acuity 1 patient is minimally dependent upon 
nursing staff and an acuity 4 patient is dependent on nurses 
for most, if not all, of his or her needs (Hurst et al., 2008). 
In such a system admissions, discharges, and transfers 
can initially be rated as high due to their labor-intensive 
nature.

There are many acuity measurement systems available 
and the vast majority of direct care nurses are supportive 
of instituting some type of system in order to provide 
safe care and improve the quality of the nurse’s work 
environment (Trossman, 2007; ANA, 2008). Successful 
PASs undergo periodic review and refinement in order to 
maximize their effectiveness. Unit practice councils could 
be utilized as “think tanks” for healthcare organizations 
who are considering implementing PASs. 

Health care in the United States is facing many challenges. 
The current health care trend characterized by more acutely 
ill patients requiring more intense nursing care is expected 
to continue. Initiatives such as TCAB are mandating that 
nursing care meet higher standards and encourage nurses 
to devise creative plans to do so. The nursing shortage 
is projected to continue to increase in severity. These 
combined forces make the need to progressively manage 
nursing resources more imperative than ever before. 
Evaluating patient acuity provides an effective way to 
match patient care needs with the nurses most qualified 
to meet those needs, thus improving both the quality of 
patient care and the work lives of nurses. Legislative trends 
are demanding that patient acuity be taken into account 
in staffing matrices. Staffing based on patient acuity is 
an issue that should no longer be deferred or minimized. 
Health care organizations need not automatically assume 
that utilizing a PAS will increase IT systems costs and 
necessitate hiring more nursing staff. In fact, the opposite 
may prove to be true due to increased efficiency. It is safe 
to assume that utilizing a Patient Acuity System will help 
nurses provide safe and equitable care that meets patients’ 
needs, organizational goals, and industry standards. 
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Sue Fetzer RN PhD

A CDC study estimated one third of adults, and 10% of 
young people in the U.S. try alternative medicine therapies. 
The most popular types of alternative therapy for adults 
and children are herbal remedies and dietary supplements. 
Over 2.8 million in the US use supplements.

 Reflection: Nurses must ask about alternative 
therapies when completing an admission database.

A survey of 4,000 U.S. adults reported that 30% received a 
flu shot, 17% planned to get one and 53% don’t plan to get 
the vaccine.

 Reflection: Half of the people you come in contact 
with every day could be incubating the flu. Got 
handwash?

A study that tracked the health of more than 21,000 U.S. 
male physicians for 20 years found that even gaining small 
amounts of weight raises the risk of developing heart 
failure. Researchers say that for a 5-foot-10-inch man, 
every seven pounds of extra weight raised the risk by 11% 
on average over the next 20 years. 

 Reflection: Your 5 lb weight loss since New Year’s 
has improved your health!

U.S guidelines call for one school nurse for every 750 
students, but the national average is one for every 1,151 
students. South Dakota’s shortage of school nurses is so 
severe that some small schools are not staffed at all. School 
principals call 911 during emergencies. 

 Reflection: How many 911 calls would it take 
to justify tuition reimbursement for one nursing 
student?

A JAMA report finds that about 1 in 25 U.S. seniors living 
at home are at risk for serious drug interactions because 
they mix prescription and OTC medications. Of the 
3,005 adults studied 29% used at least five prescription 
medications, 46% used OTC medications and 52% 
took supplements. Researchers say one-half of potential 
major drug-drug interactions involved a nonprescription 
medication.

 Reflection: Medication reconciliation upon entry to 
a health care system has never been more important.

A survey of more than 3,000 nonfederal U.S. hospitals 
found that between 2 and 12% use a comprehensive 
electronic health record system (EMR). Only 8% of 
hospitals in the U.S. have implemented computerized 
physician order entry systems. A recommendation by 
the Healthcare Information and Management Systems 
Society indicates that 25 million is needed for hospital IT. 
Obama promised $10 billion a year for five years toward 
health care IT during his campaign. The 10th annual Most 
Wired Survey and Benchmarking Study shows hospitals 
that adopt IT have higher patient satisfaction and better 
risk-adjusted mortality rates and other quality measures. 
Although 55% of Americans think it is very important that 
physicians adopt electronic health care records, only 12% 
are confident in the confidentiality of those records. 

 Reflection: Patients seem ready to accept EMRs, 
nurses need to jump on board or be left at the station 
holding a paper ticket!

A Hospital in Washington, D.C., is freeing up hospital beds 
by using a discharge lounge. Patients can relax, wait for 
rides home and are given a meal while waiting. A social 
worker is on hand to help arrange for transportation if 
needed.

 Reflection: Lounge could be used at night for visitors 
who don’t want to go home.

Nurses in California are reducing errors and dispensing 
medications more efficiently since they started wearing 
brightly colored vests and sashes bearing the words: 
“Caution: Medication Administration in Progress.” The 
goal is to let others know not to bother nurses when they 
are giving medications to patients. At first nurses did not 
like the wearing the vests and felt it even attracted more 
attention to them, but in the first year errors were cut by 
47%.  

 Reflection: Nurses may not want to give up the vest 
after they finish the meds!

A California study of 760 nurses shows 75% of their time 
is spent on patient care but just one-third of their workday 
is spent in patients’ rooms. About 2.5 hours of a 10-hour 
shift were spent on documentation, 1 ¼ hours medication, 
1.5 hours coordinating care and less than 1.5 hours in 
direct patient care.

 Reflection: And to think California has a requirement 
for nurse-patient ratios.

 The more you owe the less healthy you become. A survey 
of U.S. adults finds among those who had high debt, 
27% had ulcers or digestive system problems, 44% had 
migraines, and 6% had heart attacks, compared to 8%, 
15% and 3%, respectively, for people with low levels of 
debt stress.

 Reflection: Nurses have known for a long time that 
stress results in illness; wonder who paid for this 
survey?

The Bureau of Labor Statistics estimates that jobs for 
registered nurses will grow by 23 percent, or 587,000 

Research Recap and Reflection
positions, between 2006 and 2016. A new report shows 
U.S. nursing schools turned away more than 40,000 
applicants for baccalaureate and graduate degrees in 2007 
because of a lack of faculty, clinical sites, classrooms and 
money. 71.4% of nursing schools responding to a survey 
cited faculty shortages as a reason qualified applicants 
were rejected. 

 Reflection: If more faculty are not developed, 
admission to nursing education programs will be as 
difficult as medical school. Perhaps then salaries 
will be on par.

Researchers tested a variety of surfaces in the homes of 
people with colds and found germs can survive for two 
days or more on refrigerator door handles, phones, TV 
remotes and other commonly touched areas.

 Reflection: Got handwash?

Researchers have found that women have more types of 
bacteria on their hands than do men, possibly because their 
skin has less acidity.. An analysis of 102 hands found 4,742 
species of bacteria, with the average hand containing about 
150 species of bacteria.

 Reflection: Get a lot of handwash!

“Third-hand smoke” describes the invisible mixture of 
gases and particles that cling to clothing, hair, furniture 
and carpeting. A Massachusetts study found that third-
hand smoke poses a health risk for infants and young 
children but that many adults are unaware of the danger.

Reflection: Smokers beware, removing your clothing 
before entering public places may be proposed next.

The shortage of nurses is so severe in Milwaukee, 
recruiters are offering cash and prizes just for interviews. 
Groups have reported giving out $50 gas cards and running 
contests for flat-screen TVs, GPS devices and shopping 
sprees for nurses who come to interview for a job. 

 Reflection: Wisconsin in the winter? I’d rather stay in 
New Hampshire.

U.S. health data indicates that 44% of Americans had at 
least one chronic medical condition in 2005, an increase of 
3% since 1996. The percentage of those with three or more 
chronic conditions jumped from 13% to 22% for people 
ages 45 to 64 and up to 45% for those 65 to 79, during that 
time period.

 Reflection: Nursing hours per patient day have 
increased to deal with multi-system illnesses of 
patients. 

Recent studies have shown the garments can carry 
dangerous bacteria. An Indiana hospital that washes scrubs 
and bans staff from wearing them outside the hospital has 
a near-zero rate of hospital-acquired infections. 

 Reflection: The cost of one hospital acquired 
infection can buy a lot of scrubs. 

Sleeping fewer than seven hours per night can make people 
almost three times more likely to catch a cold, according 
to a U.S. study. 

 Reflection: Sleep promotes health; what a novel 
idea!

A new study suggested that drinking coffee in midlife can 
reduce the risk for late-onset dementia and Alzheimer’s 
disease. The risk was 65% lower among moderate coffee 
drinkers who consumed three to five cups a day.

 Reflection: Perhaps why you hear about so few 
nurses with dementia.

In Kentucky, Dorothy Turner, 82, still works the hospital 
night shift four days a week. Patients love her, and 
colleagues say she motivates them when they feel burned 
out. Turner has four daughters and five granddaughters 
who have entered the nursing field.

 Reflection: I wonder if Dorothy drinks coffee?

Worth remembering: 
“If you wait for opportunities to occur, you will be one of 
the crowd.”–Edward de Bono

Rivier College 
Expands Nursing 

Program 
Rivier College has announced two new nursing graduate 
programs have been added to their curriculum. For RNs 
with a diploma or associate degree, an accelerated Master’s 
program provides three options: Family Nursing, Nursing 
Education or Adult Psychiatric/ Mental Health Nurse 
Practitioner. In addition, traditional master’s students 
can also opt in to the clinical specialty track for the 
Adult Psychiatric/Mental Health Nurse Practitioner. The 
Psychiatric NP cohort will be starting in Spring 2010. 

For more information contact Sarah Martin, Assistant 
Director of Undergraduate & Graduate Admissions (603) 
897-8519 smartin@rivier.edu 
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Ellen Ceppetelli, MS, RN, CNL

On January 23, 2009, Saint Anselm College was the setting 
for a continued dialogue among 56 NH nurse leaders and 
other stakeholders from practice and education who are 
committed to redesigning nursing education and increasing 
program capacity. 

The momentum for this partnership began in June 2008 
when Maureen Sroczynski, RN, MSN, spoke to a group of 
over 90 NH nurse leaders about three key programs of the 
Massachusetts Initiative Project that had been successfully 
implemented state-wide. 

This time, she returned to review Creativity and 
Connections: Building a Regional Nursing Education 
Framework, a proposal sent to Partners Investing in 
Nursing’s Future (PIN) a collaborative initiative of 
the Robert Wood Johnson Foundation (RWJF) and 
the Northwest Health Foundation (NWHF) to fund an 
innovative approach to addressing the complexity of 
regional nursing workforce challenges in Massachusetts, 
Rhode island and New Hampshire. 

The goals of this project are to:
1. increase the numbers and diversity of nursing faculty 

through scholarship support for individuals who will 
commit to teaching;

2. increase nursing school capacity through the 
utilization of a centralized database for the 
coordination of clinical placements designed to 
increase the availability of clinical placements sites; 

3. design nursing education curriculum models 
throughout the New England region that are more 
aligned with the needs of the current health care 
environment and insure a more standardized approach 
to the competencies needed for all future nurses.

If the proposal is approved, The Tufts Health Plan 
Foundation will match the $250,0000 award. The NH 
portion, $90,000, will be used to create a centralized 
clinical placement system and evaluate and redesign  
nursing education curriculum based on the Massachusetts 
Nurse of the Future Nursing Core Competencies© .  

All attendees were encouraged to seek local foundation 
funding as such funds would remain in NH and be 
dedicated to scholarships for nursing  faculty to seek 
advanced degrees and commit to teaching in NH. 

The components of the regional nursing education 
collaborative will include establishment of a Regional 
Collaboration Council and three state steering committees. 
Sharon George, PhD RN, ARNP, Dean of Nursing, St 
Anselm College and Ellen Ceppetelli, MS, RN,CNL, 
Director of Education, Dartmouth-Hitchcock Medical 
Center will co-chair the NH Coordinating Council. 
[NHNA Board President, Louise Smith Cushing, RN, 
MSN will be part of the steering committee.]

Although notification of the award will not be received 
until early summer, 40 attendees, enthusiastic and ready to 
start, signed up for committees. All agreed that the work 
needs to happen, regardless funding approval. 

Please contact Ellen (Ellen.Ceppetelli@Hitchcock.org) 
or Sharon (SGeorge@anselm.edu) if you would like to be 
included in this adventure or if you have funding resources 
that could match these anticipated funds.

Creativity & Connections: 
Building a Regional Nursing 

Education Framework

by: Jim Biernat, RN and Thom Rock

There is a growing body of work outlining the cost of lateral 
violence and disruptive behavior to both patients and nurses. 
As a result, many nursing organizations have adopted a 
“zero tolerance” policy towards such workplace behavior. 
The Center for American Nurses, for example, recently 
recommended “the development of zero tolerance for abuse in 
the workplace (as a) strategy to address disruptive behaviors.”1 
The American Association of Critical-Care Nurses and the 
Institute for Safe Medical Practices, among others, concur. 
In addition, the Joint Commission recently issued a sentinel 
event alert that revised its leadership standards to address 
“disruptive and inappropriate behavior.”2 Lateral violence 
in the workplace is a problem in the field of nursing, with 
far-reaching effects that range from nurse recruitment and 
retention to patient safety.

Disruptive behavior can take any number of forms in the 
workplace, from egregious acts of physical abuse to more 
seemingly benign circumstances of simply “rubbing each 
other the wrong way.” While it might be relatively easy to 
recognize more blatant manifestations of lateral violence, 
there are less obvious incarnations: leaving the copier 
jammed, for example, or remaining inflexible in the face of a 
co-worker’s need.  

Lateral violence can be both verbal, as in the case of 
gossiping or mocking, and non-verbal, as when we exclude, 
intimidate or ignore. Bad behavior often masquerades in 
how we exchange critical information: whether through 
“the silent treatment,” the omission of essential facts or 
intentionally overloading with information, the intent is some 
sort of sabotage. Backstabbing, scapegoating and breaking 
confidences are all forms of bullying in the workplace. 

The ideal of zero tolerance sounds noble and appropriate; of 
course bad behavior should have no home in the workplace. 
But does simply saying the problem will not be tolerated 
extinguish it? What, exactly, does zero tolerance look like? 
The workforce tools of communication, collaboration, and 

conflict management and resolution required to eradicate 
lateral violence are ultimately sound and beneficial. So what 
does zero tolerance leave out?

We and our colleagues alike are human. The fact that we will 
make mistakes, that we will rub each other the wrong way, 
is inevitable. We’re bound to engage in behavior that can 
disappoint or be interpreted as insensitive. Because of our very 
human nature, such transgressions are bound to occur. Just as 
inevitable is the likelihood we will continue to work side by 
side with our transgressors. By focusing on eliminating the 
offending behavior and not on how we process and respond 
to the offense, zero tolerance leaves out our human nature. It 
overemphasizes the significance of the transgression over our 
personal response.

One thing we humans are pretty good at is holding a grudge. 
Resentment is an all too common reaction to workplace rubs. 
It’s easy to slip into that familiar role, and once there, we 
make ourselves comfortable and await the moment when we 
will be vindicated. But, resentment merely keeps the cycle 
of violence spinning. Resentment perpetuates the original 
hurt; it keeps the wound festering. In choosing not to let go 
of resentment we re-victimize ourselves and, paradoxically, 
participate in maintaining the unhealthy work environment 
we so desire to change. No matter how meticulously we have 
refined our skills of rumination, resentments never bring the 
satisfaction we think they will or do anything to improve 
personal or relational health. When we live in resentment 
we’re always looking backward to something that happened 
in the past, a viewpoint that keeps us out of the present. 

Often, when one person offends or betrays another person, 
what is most upsetting is that there has been a breach of trust. 
The offender has squandered a level of trust and, even if 
forgiven his/her transgression, must still earn back that trust. 
This is a process that quite often operates on a different time 
schedule than conflict resolution. It is entirely possible for a 
conflict to be “resolved” in terms of professional standards 
before trust is fully restored in the relationship. Zero tolerance 
leaves out the lag time between betrayal and the restoration 

of trust. The risk of not honoring that timeline is inauthentic 
relationship, a prime breeding ground for more resentment. 

Whether by blessing or by curse humans are creatures of 
emotion. We might be able to modulate our own feelings, but 
it is impossible to mandate someone else’s. There is no zero 
tolerance for resentment, or at the very least, zero tolerance 
for resentment is unenforceable. So how do we not only 
eliminate, but heal workplace hurts?

Nurses understand the ramifications of leaving a wound 
unattended and take steps to bring about healing. Workplace 
resentments are festering wounds. Just as precautions are 
taken to prevent contagion in the physical sense, we need to 
ensure that anger and resentment do not spread throughout our 
work environments. Taking stock of the situation, making an 
assessment, is a critical first step. As the wound is cleansed, 
festering and toxic debris must be swept away. Taking steps to 
ensure further irritation will not occur sets up an environment 
where healing can take place. But, nurses also understand that 
healing takes time. Dressings may need to be changed and re-
applied. The area surrounding the original hurt may remain 
tender for quite a while. It might require a gentle touch or the 
application of some soothing salve. 

Is there such a balm to soothe our workplace wounds? We 
might look to the radical medicine of forgiveness for an 
answer. For, just as professional wound care heals skin, 
muscle and bone, forgiveness restores psychic health. Some 
researchers now say it restores physical health as well, 
lowering blood pressure and reducing stress-related maladies. 
It can cleanse, neutralize irritation and help us to heal. While 
few of us are adept in its application, forgiveness is a skill 
that can be learned by novice and expert alike. As with other 
healthcare skills, we need to continually improve, develop 
and refine its practice. The learned skills of self awareness 
and effective communication are necessary in making 
accurate and helpful assessments. Without the cleansing work 
of conflict resolution there is a risk of re-infection. A policy 
and environment of zero tolerance for any further irritation is 
ideal. But is it possible for any wound to fully heal without the 
soothing salve of forgiveness? 
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See our website for complete details of each.

Through a special arrangement with the NY State Nurses’ 
Association, NHNA is pleased to offer the following 
benefits to all NH members:

ROADSIDE ASSISTANCE–just $29.95/yr!
Coverage for you and other drivers in your household. 
(Comparable plans are $60–75 per individual.)

UNIVERSAL STUDIOS Theme Parks Fan ClubSM

FREE membership program with significant discounts at 
Universal Studios® and Universal’s Islands of Adventure® 
theme parks! (Special admission prices, merchandise, and 
restaurant discounts.)

DISCOUNT TRAVEL
Executive Tour and Travel Services will provide 
discounted vacation packages to destinations including 
Central Florida, the Bahamas and Las Vegas: 4 day/3 night 
discount “Getaway” vacations to NHNA members

HOTEL DISCOUNTS
NHNA members can save 15%–20% off their next stay 
at more than 4,000 locations throughout North America 
including: Ameri-Host Hotels, Days Inn, Howard Johnson, 
Knights Inn, Ramada, Travelodge, Wingate and Villager.

ENTERPRISE RENT-A-CAR   
* 10% rental discount–business or personal use * No 

fee for additional drivers.
* No surcharge for renters between the ages of 21 and 

25.

ACCESS TO SUPPLEMENTAL INSURANCE 
PLANS through Winston Financial
The following products are currently available:
•	 Universal	 Life	 Insurance	 with	 Long	 Term	 Care	

Benefit
•	 Whole	Life	Insurance
•	 Term	Life	Insurance
•	 Disability	Insurance
•	 Critical	Illness	with	Cancer	Coverage
•	 Automobile	Insurance
•	 Homeowners/Renters	Insurance
•	 Discount	Dental
•	 Vision
•	 Travel	Insurance
•	 Pet	Health	Insurance

NEW BENEFITS FOR 
NHNA MEMBERS!

WELCOME NEW 
MEMBERS


