
Even if you fall on your face, you’re still moving forward. 
~Victor Kiam

In April, DNA co-sponsored the Katherine L. Esterly 
Childhood Education conference with the Delaware 
Academy of Medicine, the American Academy of Family 
Physicians, the American Academy of Pediatrics-Delaware 
Chapter and the Medical Society of Delaware. This 
interdisciplinary event was very informative and very well 
received with approximately 115 in attendance. In addition 
to this event, I had the pleasure of attending the annual 
meeting of the Delaware Academy of Medicine. It was a 
beautiful evening held at the Hotel duPont and honoring 
Dr. Esterly for all her work and advancements in pediatric 
care. The K.L. Esterly Childhood Education conference will be an annual event 
with our partners and next year’s event is scheduled for April 5, 2014.

Our collaboration continues with our partners for a fall October 28, 2013 
training symposium on ‘trauma informed approach’ to care. We are still in 
the beginning planning stages for this event so please check the website for 
information as it develops. It is these types of co-provided events that answers 
the call of interdisciplinary collaboration, networking and enhances the quality 
of continuing education. DNA looks forward to continue learning from and 
working with our education partners.

It has been a Professional Development Committee goal to move to a 
more efficient and environmentally friendly conference experience for our 
participants. DNA has moved forward with using electronic conference 
evaluations eliminating the use of paper versions and collecting data in a more 
useful format. As we continue this forward momentum of efficiencies, DNA will 
also move away from providing handouts to providing a link for registrants to 
download and print speaker handouts.

The nursing community had a fun-filled evening at the Delaware Today 
Gala honoring the ‘Top Nurses’ and the nursing profession. Attendees heard 
from Leslie Verucci, DNA President, Dr. Maria Hess, Delaware Today editor 
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Elaine M. Greggo attended Wilmington University 
for her BSN, the University of Maryland to study 
geriatric-psychiatry and graduated with her MSN 
from the University of Delaware. She is nationally 
board certified as a psychiatric mental health 
clinical nurse specialist with a focus on family 
and geriatric-psychiatry. Elaine has more than 
thirty years of service in the psychiatric mental 
health community to include the development 
and implementation of the Evergreen Centers for 
Alzheimer Day Treatment when employed by the 
Visiting Nurse Association of Delaware and served 
as the Director for seven years. She also developed 
and implemented special services for a private 
psychiatric hospital The Charter Mandela Center in Winston Salem, North 
Carolina, which housed mental health and substance use and abuse 
units for children, adolescents and adult patients. She was also the nurse 
manager and program director for these units. While in North Carolina, 
she developed and implemented an Electro-Convulsive Therapy (ECT) Unit 
and Program with a leading psychiatrist Dr. Weaver from the area. Elaine 
has served as the nurse liaison for impaired nurses in Delaware in the past 
and was Nurse of the Year in 2001. Elaine is currently a Clinical Nursing 
Instructor for the University of Delaware. She is a member of the American 
Nurses Association, the Delaware Nurses Association and the American 
Psychiatric Nurses Association. She can be reached at egreggo@udel.edu.

Abuse and Neglect Addiction
Elaine M. Greggo PMHCNS, BC

Elaine M. Greggo, 
PMHCNS,BC
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 Reporter
vision: The Delaware Nurses Association is dedicated to serving its 
membership by defining, developing, promoting and advancing the 
profession of nursing as an art and science.

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

Goals: The Delaware Nurses Association will work to:
1. Promote high standards of nursing practice, nursing education, and nursing research.
2. Strengthen the voice of nursing through membership and affiliate organizations.
3. Promote educational opportunities for nurses.
4. Establish collaborative relationships with consumers, health professionals and other advocacy 

organizations.
5. Safeguard the interests of health care consumers and nurses in the legislative, regulatory, and 

political arena.
6. Increase consumer understanding of the nursing profession.
7. Serves as an ambassador for the nursing profession.
8. Represent the voice of Delaware nurses in the national arena.

Executive Director’s Column continued from page 1

and Robert Martinelli, publisher of Delaware Today 
magazine. It was a memorable evening and indeed 
an honor to celebrate the nursing profession and 
those nurses who everyday exemplify excellence 
in nursing as recognized by their peers. DNA looks 
forward to working with Delaware Today magazine 
to honor nurses in 2014.

So what ahead? DNA will be moving forward with 
a redesign of the website. The new website will have 
a look that more clearly identifies the connection 
with the American Nurses Association. In addition, 
the pages will be laid out in a cleaner format and 
new pages will be added to address violence in the 
workplace and how to help an impaired nurse.

DNA will also be working to address the IOM 
Future of Nursing Report key message of data 
collection. As DNA moves forward on building 
a database of information, your support and 
participation is needed to make this ongoing project 
a success. A comprehensive survey will kick start 
this project going out to all members in August 
and addressing topics such as education, DNA 
programs and membership. Again, your support and 
participation is greatly appreciated!

Lastly, thank you to all of our members for your 
support throughout the year. For all those who 
are not a member of your state association, please 
consider joining the DNA. Without membership 
participation and support all of the work that 
DNA does to advance and protect the profession 
of nursing in our state would not be possible. 
I look forward to seeing all of you at the DNA Fall 
Conference and General Membership meeting on 
October 25, 2013 at the Sheraton in Dover!

Abuse, neglect, and addiction are separate 
conditions yet somehow intrinsically connected; 
therefore making a discussion on the sole topic 
of “abuse” is somewhat complicated and complex. 
In this issue of the Delaware Nurses Association 
Reporter, experts in the nursing field, including 
psychiatric, mental health, and other areas where 
abuse, neglect, and addiction appear will provide 
insights. We encounter issues in intensive care 
units, emergency departments, maternity, labor and 
delivery, medical/surgical units and other outpatient 
and inpatient units of all types. Nurses are often the 
first point of contact for the abused; therefore, our 
responsibility is to recognize the common signs of 
abuse and treat appropriately. 

Substance abuse, as well, will be addressed 
in this issue to raise awareness of the signs and 
symptoms we as nurses can recognize during our 
routine assessment and evaluation of patients. 

Mary Francis Cullen, RN, MSN, PMHCNS, BC 
addresses the importance of safety outcomes for 
children who witness Intimate Partner Violence.

Holly Wright, MSN, RN, PNP, BC talks about 
impaired nurses and how to recognize the signs of 
abuse among our colleagues and offer appropriate 
help. 

Rose Brownstein, PMHCNS, BC explores 
Prescription drug use and explains the Principle of 
Balance.

Anita Symonds, RN, MS, BSN, SANE-A, SANE-P 
shares information about violence and abuse and 
how the Forensic Nurse is a vital advocate in these 
events. 

Beverly Mahon RN, MS discusses the abuse of 
and addiction to “Bath Salts” in our society today.

Judy Cain, RN addresses important facts around 
abuse of women and the Brandywine Counseling 
Programs that support these women. 

I personally thank each of our writers/
contributors for their expertise in these areas and 
their willingness to share this with our readers.

Abuse – definition of Abuse in the Medical 
Dictionary retrieved from http://medicaldictionary.
thefreedictionary.com/p/Abuse

Definition of Abuse-retrieved from www.mincava.
umn.edu

Targeting Abuse Lippincott’s Nursing Center.Com 
retrieved from http://www.nursingcenter.com/Inc

Guest Editor continued from page 1
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What a busy time the 
nurses in Delaware have had 
the Spring of 2013. Delaware 
Today had the Excellence 
in Nursing Program which 
included an article in the May 
Issue of Delaware Today and 
a wonderful fun gala for the 
winners and their families. 
The turnout was great and 
everyone had a great time. 
We are so looking forward 
to next year’s event. Also the 
Delaware Nurses Association 
and the Delaware Organization of Nurse Leaders 
have been working on our own Nursing Excellence. 
The nominees are in and sent out to surrounding 
state nursing associations to be reviewed. The 
event will be held on July 25th at the Modern 
Maturity Center in Dover. This is always a great 
event honoring our own who consistently promote, 
excel, and bring a positive approach to their area 
of practice. For information go the Delaware Nurses 
Association website. Come and cheer our great 
colleagues as they accept their awards.

The Delaware Board of Nursing and the Delaware 
Nurses Association continue to work on the language 
and changes in the rules and regulations to add the 
Consensus Model. Members of this committee had 
a lobby day on May 14th to visit and discuss the 
Consensus Model with the States Representatives 
and Senators. We are hoping to see some movement 
when they legislatures return to session in the Fall. 

The Delaware Nurses Association continues 
to follow and support other bills that are on the 
horizon. One of them is the Violence Against 
Healthcare Workers Bill which we hope will include 
all health care providers not just those performing 
emergency care.

Bus trips are being planned and remember these 
create a great format to network with your peers and 
to see and learn what is happening in and around 
us. A group is going on June 27th to Washington DC! 
The plans are to go to Capitol Hill to meet with the 
American Nurses Association Government Affairs 
staff and our national legislators. Along the way, 
network with friends and colleagues and gain some 
knowledge about legislation, how it affects your 
nursing practice and what ANA does for you. If you 
have not gone on one, consider doing so. We have 
such a great time. 

Applications are presently being taken for the 
Mayday Pain & Society Fellowship. The Fellowship 
seeks those applicants who have the capacity, 
time and passion to become active advocates in 
the field, and foresee significant impact from their 
efforts to improve the lives of people in pain. The 

Did you know the 
DNA Reporter goes 

to all registered 
nurses in Delaware 

for free?

Arthur L. Davis Publishing does a great 
job of contacting advertisers, who support the 
publication of our newsletter. Without Arthur L. 
Davis Publishing and advertising support, DNA 
would not be able to provide the newsletter to all 
the nurses in Delaware. 

Now that you know that, did you 
know receiving the DNA Reporter 
does not automatically provide 

membership to the 
Delaware Nurses Association?

DNA needs you! The Delaware Nurses 
Association works for the nursing profession as 
a whole in Delaware. Without the financial and 
volunteer support of our members, our work would 
not be possible. Even if you cannot give your time, 
your membership dollars work for you and your 
profession both at the state and national levels. 
The DNA works hard to bring the voice of nursing 
to Legislative Hall, advocate for the profession 
on regulatory committees, protect the nurse 
practice act, and provide educational programs 
that support your required continuing nursing 
education.

At the national level, the American Nurses 
Association lobbies, advocates and educates about 
the nursing profession to national legislators/
regulators, supports continuing education and 
provides a unified nationwide network for the voice 
of nurses.

Now is the time! 
Now is the time to join your 

state nurses association! 
Visit www.denurses.org to join or 

call (302) 733-5880.

President’s Message

Leslie Verucci

deadline for applying to the 2013 program is 
July 1. The Mayday Fund, a New York City-based 
foundation dedicated to alleviating the incidence, 
degree, and consequence of human physical pain, 
is interested in providing new leaders in the pain 
field with tools that will enable them to reach the 
broader public. This is a fellowship program to train 
physicians, nurses, pharmacists, social workers, 
basic, translational and clinical scientists, policy 
experts and legal scholars in the pain management 
community to go beyond their own professional 
pursuits to become leaders and advocates for change 
in the pain field in the United States and Canada. 
The Fellowship seeks those applicants who have 
the capacity, time and passion to become active 
advocates in the field, and foresee significant impact 
from their efforts to improve the lives of people in 
pain. If you are interested please see the Delaware 
Nurses Association website. 

We will soon be looking for members to consider 
assuming board positions. If you are interested in 
becoming more involved please see our website and 
join today. 

Election Time!
DNA is seeking nominations for DNA Board 

positions. This election cycle is for DNA Secretary 
and DNA President-Elect. To be considered for these 
positions, full DNA/ANA membership is required 
and one year membership.

The Secretary is responsible for a recording 
the minutes of the Board of Directors, Executive 
Committee and General Membership meetings. This 
is a two year time commitment.

A brief description of the responsibilities of the 
President-Elect is to attend all Board and General 
Membership meetings in addition to the ANA 
Membership Assembly. As the President-Elect, it 
is highly recommended that the candidate has 
served on a DNA committee and has a general 
understanding of the DNA operations. The President-
Elect assumes the presidency after one year for a 
two year commitment. Thereafter, there is the one 
year commitment of Past President.

There are positions open on the DNA Nominating 
Committee. This elected Committee must have 
representatives from each county and serves 
to recruit members and to develop a slate of 
candidates.

For additional information on these positions and 
voting, visit the membership only section of the DNA 
website. 

Attention 
members!

Please be on the lookout for the 
DNA survey that will be sent 

to all members in August. The 
comprehensive survey will kick start 

data collection project for DNA. 

Thank you for your participation!

DNA Fall Conference and General 
Membership Meeting 2013
Where: Sheraton-Dover
Date: October 25, 2013
Topic: Resiliency in Nursing

Fall Bus Trip 2013
Where: TBA
Date: September or November 2013

‘Trauma Informed Approach’ 
Training Symposium
Where: John H. Ammon Medical 
Education Center
Date: October 28, 2013
This conference is a co-sponsored 
interdisciplinary conference with the 
American Academy of Family Physicians, 
American Academy of Pediatrics-
Delaware Chapter, Delaware Academy 
of Medicine and the Medical Society of 
Delaware.

Upcoming Events

• 24 Hour Skilled Nursing Care
• medicare/medicaid Certified
• Registered Dietician Services
• Diabetic management
• Short Term Rehabilitation
• Daily Activities
• Hospice and Respite Care
• Physical Therapy
• Occupational Therapy
• Speech Therapy

For employment opportunities,
contact Human Resources today!

Phone: (302) 654-8400
Fax: (302) 652-8811

801 N. BROOM STREET
WILMINGTON, DE 19806

www.regencyhcr.com
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Beverly Mahon RN, MSN/Ed

Beverly Mahon earned 
her RN from Delaware 
Technical Community 
College - Terry Campus 
a n d  h e r  M S N / E d 
from the University of 
Phoenix. Beverly also 
has a BA in Psychology 
from Wesley College in 
Dover, Delaware. She is 
a member of Sigma Theta 
Tau. Beverly is currently 
employed as a mental 
health nurse at Universal 
Health Services/
Dover Behavior Health. She is an adjunct 
mental health clinical instructor for Delaware 
Technical Community College - Terry Campus 
and Wesley College. Beverly can be reached at 
beverlymahon@comcast.net

Dickie Saunders, a 21 year old with a bright 
future was found dead on November 21, 2010 in 
his bedroom. Saunders used a .22 caliber rifle and 
shot himself in the head. Five days previous to the 
shooting Saunders slit his throat with a butcher 
knife during a delusional episode in his family’s 
kitchen. The autopsy revealed a substance in his 
blood known as Methylenedioxpyrovalerone (MDPV) 
bath salts.1 Bath Salts are a synthetic drug that is 
considered to be a neurotoxin to the brain and are 
manufactured chemicals known as Mephedrone and 
Methylenedioxpyrovalerone (MDPV). The chemical 
compounds are a simulated cathinone. A cathinone 
is an amphetamine-like stimulant found naturally in 
the Khat plant. 

Bath salts took Delaware healthcare providers 
off guard during 2011 and 2012. For the first time, 
emergency rooms and behavioral health facilities 
were seeing the effects of this designer drug that can 
be deadly. After gaining National attention, related 
to self-mutilations, death and murder, the designer 
drug was made illegal to buy or sell.

The use of bath salts can be recognized as the 
abuser presents with disorganized thought patterns, 
false beliefs, and auditory/visual hallucinations.2 

Individuals may also present with panic attacks, 
chest pains, seizures, irregular heart rate, nausea, 
vomiting, and violent behaviors that may require 
the use of restraints. Often individuals under 
the influence of bath salts become a danger to 
themselves and others2 since mental health/illness 
issues appear while under the influence of bath 
salts. Psychosis may occur causing a loss of contact 

Beverly Mahon, 
RN, MSN

Bath Salts Designer Drug
with reality creating delusional behaviors and 
rendering the user a danger to self and others.

Research on bath salts first began in London and 
the results revealed that the higher the dose taken, 
the harder the withdrawal effects were. Higher doses 
created panic attacks, impaired cognitive functions 
while lower doses created mild central nervous 
system stimulation. The drugs increase in tolerance 
levels with continuous use.3

Mephedrone, a chemical compound, was first 
synthesized in 1929 and rediscovered in 2003.3 By 
2007, the chemical compounds were available for 
purchase on the Internet. First appearing in Europe, 
the chemical compounds were made illegal to buy or 
sell in Australia, New Zealand, France, Denmark, 
Finland, Netherland, and Britain. By 2010 parts of 
the United States also began to ban the chemicals.3 

On September 30, 2011, Governor Jack Markell 
banned “Bath Salts” in Delaware making it illegal to 
sell or purchase this dangerous stimulant.

The chemical Mephedrone mimics a substance 
that is found in the Khat plant, a flowering 
evergreen in Eastern Africa. When the leaves (Qat) 
are chewed as a stimulant, the effects produce 
euphoria. As an ancient tradition of Eastern Africa, 
the twigs were also chewed to produce energy and 
endurance. Khat has adverse affects on the body 
and is prohibited in the United States, France, 
Switzerland and Sweden.3 Adverse reactions of Khat 
include cardiovascular disorders, gastric disorders, 
and anorexia as it decreases appetite.2 

The chemical Methylenedioxypyrovalerone 
(MDPV) was a psychoactive drug used as a 
stimulant or weight loss aid. MDPV, a potent 
stimulant, functions as a dopamine-norepinephrine 
reuptake inhibitor. This drug can affect the 
central nervous system and cardiovascular system 
creating tachycardia. MDPV is compared to 
methamphetamine, cocaine, and ecstasy. MDPV, 
during the bath salt episodes throughout Delaware, 
could not be detected via a standard drug test. 
Healthcare providers witnessed bizarre behaviors in 
users that lasted 3-8 hours and in some situations 
self-mutilations and death. By 2010, MDPV was 
classified as a Class B drug under the Misuse of 
Drug Act 1971 making it illegal to sell or buy.4 

There are approximately 200 varieties of bath 
salt designer drugs. The most common sold are 
Lunar Wave, Blue Silk, Ivory Wave, White Lightning, 
Scooby Snax Herbal Crush, Bliss, Cloud 9, Purple 
Wave, and Miami Heat. The bath salt products are 
colorfully packaged and labeled “not for human 
consumption.” However, these products are 
snorted, injected and smoked. The cost of these 
designer drugs range from $18.50–$30.00 for 200 
milligrams.5

Substance abuse and addiction to bath salts can 
be difficult to treat. Most abused drugs are addictive 

and release dopamine into the brain. MDPV blocks 
the neurotransmitter chemical dopamine from 
being reabsorbed into the brain. Within 60 minutes 
after taking MDPV the brain is overwhelmed with 
dopamine. When synthetic drugs are consumed over 
a period of time the brain stops making dopamine 
and this will affect the individual’s ability to feel 
pleasure. Individuals are then left to feel paranoia, 
anxiety, and depression.2

Mephedrone and MDPV attack the Hypothalamus 
creating decreased appetite, change in body 
temperatures, insomnia, and severe mood swings 
that include fear, rage and violence. The cerebrum 
that includes the frontal lobe, parietal lobe, occipital 
lobe and temporal lobe can also be affected. The 
individual under the influence of bath salts has 
slurred speech and emotions and problem solving 
abilities being hindered. A person’s movements, 
orientation, and recognition become impaired. The 
abusers auditory, memory and speech, along with 
sensory and motor functions are compromised. The 
brain stem that regulates vital life support functions 
such as breathing, heartbeat, and blood pressure 
can also be compromised.2,3

In 2011, poison centers across the country 
reported 6,136 calls from January to June related to 
bath salt exposure. By 2012, the number decreased 
to 2,655. As of March 2013, there were 254 bath salt 
exposures.2 

Despite the fact that bath salts “high” can be 
unpleasant, creating homicidal/suicidal thoughts 
and self-mutilation, it creates an intense craving 
once put into the persons system. Users will 
binge for three to four days on bath salts prior to 
admission to healthcare facilities.2 Physicians and 
nurses are challenged to treat individuals who snort, 
inject, or orally consume this man made poison. 
Providers need to maintain circulation, airways, 
and breathing while controlling the agitation. The 
toxicity is considered a sympathomimetic toxicity 
because there is no antidote. Urine testing is now 
available to identify bath salts within 24-48 hours of 
use.2

Designer drugs are a multibillion-dollar business 
marketed as “legal highs.” The synthetic drugs 
mimic the experiences of LDS, cocaine, ecstasy, 
amphetamines, and marijuana. They can still be 
purchased on the Internet, select head shops, and 
smoke shops across the country. Designer drugs are 
packaged for a legal sale as plant food and bath salts 
for bathing to confuse the controlling authorities. 
Since 2008, over 1,000 compounds have entered 
the drug market making designer drugs one of the 
fastest growing markets. There is an effort to unite 
countries to create an international list of dangerous 
chemicals. The hope is to develop an early warning 
alert system. There are 55 countries currently 
sharing information. Chinese manufacturers are 
known to be the main supplier of the chemical 
compounds. United States after four years of 
negotiations is strongly attempting to stop China 
from producing the compounds.6 

A public health threat is present. Bath salts 
not only affect the user it also can have potential 
deadly consequences to those who surround the 
user. History demonstrates that we may never be 
able to control or eliminate this threat. However, by 
the pooling knowledge among physicians, nurses, 
specialty labs, health insurers, drug counselors, and 
increasing legal and regulatory processes we can, as 
healthcare providers, share this information with 
the public in hopes of reducing the use of designer 
drugs, increase public safety, and sustain life of 
addicts all over the world.
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Correct Care Solutions (CCS) is the fastest growing correctional 
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Judy Cain RN

J u d y  C a i n  i s 
employed by Brandywine 
C o u n s e l i n g  a n d 
Community Services as 
a Community Wellness 
Advocate and Nurse Case 
Manager in Wilmington, 
Delaware. Ms. Ca in 
works in the Women 
in Transition (WIT) 
Program, and the 
Women in Support 
of Health (WISH) 
Program. Ms. Cain has 
worked in the healthcare field for over 15 years 
and has specialized training in Addictions, 
Women’s Issues, Crisis Management, Infectious 
Disease and Disease Prevention. Ms. Cain 
graduated as a member of the Phi Theta Kappa 
Honor Society. Ms. Cain can be contacted 
at Brandywine Counseling and Community 
Services at 302.504.5966 or via email jcain@
brandywinecounseling.org.

With an increasing number of comorbid 
individuals seeking treatment towards their 
recoveries, clinical nurses working in the addictions-
recovery field are in an excellent position to expand 
their roles to treat this vulnerable population. 
Innovative and emerging treatment models offer new 
approaches for nurses to utilize in order to increase 
their skills, knowledge, life experience, and current 
nursing and addictions theories.1 Many of these 
models offer structure, tasks, and an anecdotal 
approach. 

Recent research has shown that women are at 
a significantly greater risk for complications of 
substance abuse due to higher rates of trauma and 
abuse.1 Nearly six percent of females 12 years and 
older have a substance abuse problem, and less 
than one percent receives treatment.1 Because of 
the challenges and barriers regarding access to 
treatment, women often make up a small percentage 
of the actively engaged treatment population. 
Along those lines, women are disproportionately 
susceptible to adverse physical, social and emotional 
consequences of substance use.2 While recognizing 
these differences it is important for community 
health workers to be sensitive and educated in the 
area of trauma informed care. 

The majority of women in treatment or with 
substance abuse issues have experienced 
interpersonal, generational, and even historical 
trauma.1 Women in prison account for one third 
of all drug offenses, and nearly six in ten women 
in state prisons have physical or sexual abuse 
histories.3 The empirical evidence leads us to believe 
that substance abuse and other addictions often 
leads to legal issues, child custody challenges, low 
employment rates, termination of parental rights, 
poor socio-economic status, and homelessness.2 

Because of past trauma and abuse, often women 
who are engaged in addictions or have a history 
of substance use are more likely to enter into, and 
remain in relationships with partners who are 
abusive. This continues to hinder this population 
from performing basic life skills such as managing 
money, caring for their children or themselves, and 
engaging in treatment. 

The relationship between interpersonal violence, 
trauma, and substance abuse disorders is 
significant and complex. The prevalence of physical 
and sexual abuse among women in substance 
abuse treatment programs is estimated to range 
from thirty percent to more than ninety percent, 
depending on the definition of abuse and the specific 
target population.1 In addition, substance abuse 
disorders have been shown to increase a woman’s 
vulnerability to violence through exposure to unsafe 
situations.2 

Brandywine Counseling and Community Services 
has implemented two evidence based practices 
in order to best serve this population. The first is 
called Strengths Based Case Management (SBCM). 
SBCM is a time limited, individual intervention 
designed to help individuals navigate systems 
of care, by reducing client-identified barriers to 

Judy Cain, RN

Abuse and Addiction in Females:
Programs offered with Brandywine Counseling Center

behavioral health treatment services including 
substance abuse. SBCM has also been proven 
effective in identifying and reducing barriers to 
primary health care. Referrals to this program come 
from outreach efforts and other partnering agencies 
and organizations, such as law enforcement, 
courts, probation, medical care and behavioral 
health treatment providers. This intervention 
provides an increased level of support, planning, 
monitoring, assessment and advocacy to improve the 
participant’s overall functioning. Strengths based 
case management is based on the philosophy that 
clients have the inner strength to develop necessary 
resources to cope with life circumstances.4 Research 
shows significant value from this strengths-focused 
helping relationship. We have changed the title 
“Case Manager” to “Community Wellness Advocate” 
and/or “Care Advocate” in order to implement non-
exploitative, gender-appropriate programming. We 
resist the implication that our participants are 
“cases” that need to be “managed.” The Community 
Wellness Advocate and/or Care Advocate helps 
the client identify personal skills, abilities, and 
assets and will develop a strong alliance with the 
participants to set realistic client driven goals. 
Each participant receiving service under this model 
will have access to at least three months of intense 
services, including connection to needed services 
which include medical and behavioral health 
treatment, as well as supportive services and linkage 
such as housing, and life skills. The Community 
Wellness Advocates and/or Care Advocates will 
accompany clients to appointments, court dates, 
and other relevant commitments. During the 
orientation phase of the program, the Community 
Wellness Advocates and/or Care Advocates meet 
with the client at least weekly for a comprehensive 
assessment, as well as to develop and implement 
an individualized client directed care plan. During 
the next few months, and with viable decrease in 
symptomology, sessions are reduced to bi-weekly. 
As the women continue to make marked progress, 
sessions are decreased as appropriate and the 
Community Wellness Advocate and/or Care Advocate 
will maintain at least monthly contact with the 
participant.

The second evidence based practice model that 
BCCS has implemented is the Community Health 
Worker Model. We believe this will align us for future 
funding as well as enable us to provide a higher level 
of wellness and advocacy services for our clients. We 
selected our Women in Transition (WIT) program 
and our Women in Support of Health (WISH) 
program as this will benefit the woman at highest 
risk for complications due to substance abuse and 
mental health disorders. The idea of Community 
Health workers has been around for a long time 
but has become a priority in recent years due to 
healthcare reform, strained health care systems and 
many other barriers to adequate care. In response, 
policymakers in most states are examining how 
community health workers (CHWs) can connect 
underserved populations with health and human 
service providers. This idea is encouraging states 
and other health care providers to work in a 
collaborative manner and create partnerships; 
however there is often a gap between services.

A CHWs role is to help individuals navigate 
a complex health care system, receive primary 

and preventive care, maintain healthy behaviors, 
and manage chronic conditions in culturally and 
linguistically relevant ways. CHWs do not provide 
clinical care or replace other health care providers. 
Instead, they complement services delivered through 
the more formal health care network. This includes 
behavioral health services.

It has been beneficial for BCCS to incorporate 
Nurse Case Managers into these positions for 
multiple reasons. Due to the severity of the 
comorbidity for this population, a nursing 
assessment tends to include more detailed and 
medically specific information. The nursing 
assessment includes assessing understanding of and 
adherence to medications, assessing the individual’s 
support system, assessing emotional and cognitive 
status, and follow-up on all the above. In addition to 
that our WIT nurse case managers also provide post-
partum visits to our clients to assess their status 
and identify any risk that the client may display. 
Nurse case managers assist with life planning such 
as goal setting, decision-making, and coordination 
with other healthcare professionals. Nurse case 
managers are available to provide emotional support 
to the client and their identified support system, 
provide social support, communicating client 
concerns and questions to physicians, and provide 
referral to additional resources. 

The expectation, as well as the goal, is that 
through the use of these evidence based practices, 
and a new model of treatment, nurse case managers 
will have a greater beneficial effect on women who 
have had a history of low success rates in traditional 
outpatient treatment. By reducing the barriers to 
access and engagement, as well as address the 
socio-economic disparities in a pro-active manner, 
we increase the probability of successful outcomes. 
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Anita Symonds, MS, BSN, SANE-A, SANE-P

A n i t a  S y m o n d s 
earned her BSN from 
Immaculata University 
and a masters in 
Forensic Medicine from 
Philadelphia College of 
Osteopathic Medicine. 
She has worked in 
critical care for 21 years 
and as a forensic nurse 
for 15 years. Since 
2002, she has been 
the coordinator of the 
Forensic Nurse Examiner 
program, located in 
the Emergency Department of Christiana 
Care Health System in Newark, Delaware. She 
presents on multiple forensic subjects locally as 
well as nationally. She also provides training for 
her local law enforcement and first responders. 
She can be reached by email at asymonds@
christianacare.org.

The Forensic Nurse Examiner (FNE) Team at 
Christiana Care Health System consists of 19 nurses 
who have had specialized training and are available 
to respond 24/7. Forensic services were provided to 
over 2000 patients in the year 2012. These services 
include victims of sexual assault of all ages, elder/
dependent adults and or children who are victims 
of maltreatment (abuse or neglect), Intimate Partner 
Violence (IPV), patients injured in structural fires, 
pedestrians struck by vehicles, and victims of crime 
who sustain severe or life threatening injuries, 
such as gunshot wounds, stabbings, and major 
assaults. Training for each FNE covered more than 
100 hours of education related to recognizing, 
documenting, and properly photographing inflicted 
injuries. Evidence detection and collection, including 
potential DNA collection techniques, are also part 
of the nurses’ forensic education and practice. This 
comprehensive forensic education teaches the FNE 
to recognize the signs and symptoms of child, elder, 
and adult maltreatment, the dynamics of IPV, and 
correlating the mechanism of injury with the types 
of injuries predicted in patients who have been 
injured. Mandatory reporting and testifying in court 
are essential skills in the FNEs’ routine practice – 
testifying to findings and evidence collected often 
enables the FNE to assist the patient with a form of 
closure from a violent event and a safer future for the 
victim, as well as society. 

To meet the needs of an increasing population of 
victims of gun violence, the Christiana Care FNE 

Anita Symonds, 
MS, BSN, 
SANE-A-P

Forensic Nurses are on the Front Lines for victims
team received specialized education in gunshot 
wound identification provided by a nationally 
renowned physician. As a result, the Christiana 
Care FNE has the ability to identify characteristics 
of the gunshot wounds including range of fire, 
direction of fire, entrance and exit. Prior to this 
training the only victims that would have these 
injury characteristics properly identified were the 
ones who died, resulting in an examination by a 
medical examiner.

Having the FNE in the trauma bays during 
resuscitation gives them the opportunity to see 
injuries prior to any alteration that occurs due 
to medical treatment. Resuscitation is always 
the priority. The FNE does not interfere with life- 
saving efforts or treatment, but instead works 
around the trauma team. Only a few years ago 
in Delaware this evidence would have been lost 
or contaminated, deeming it useless at trial later. 
Most recently, the FNE team expanded their 
expertise through specialized training for the 
treatment of strangulation injuries, which are 
a serious life threatening event that can leave 
minimal external injuries and even result in 
delayed death. Strangulation has been seen in 
cases of child maltreatment, sexual assault and 
IPV, thus resulting in the State of Delaware enacting 
legislation making strangulation a felony as of 2010. 

Victims of maltreatment may present to your 
healthcare organization at any time. Although 
they may not self-identify as the victim of a crime, 
as nurses we must recognize victims and respond 
appropriately. Nurses working in any field might 
encounter patients who are victims of maltreatment, 
whether they work in the emergency department, 
at the bedside in hospitals, in schools, physician 
offices, performing case reviews, or in long-term 
care or outpatient settings. A nurse reviewing charts 
for an insurance company, for instance, may notice 
a skin assessment form for an elder admission 
containing documentation of bruises in various 
stages of healing. A nurse in an outpatient surgery 
center may be caring for a child undergoing a minor 
procedure and notice multiple bruises on the child’s 
back while obtaining health history and performing 
physical assessment. 

It has been estimated that 1 in 5 children living 
in the United States will experience some form of 
child maltreatment during their lifetime.1 All nurses 
are mandatory reporters in the State of Delaware for 
child maltreatment. It is important to perform a full 
head-to-toe assessment of any child you are treating. 
Red flags in child maltreatment include bruises that 
are not age appropriate, or in anatomical locations 
that are generally protected and not susceptible to 
injury. Examples include bruising on the ears, inside 
the mouth, on the back, buttocks, or backs of the 
legs. These areas are not common places to have 
injuries. An injury in these locations should have 
a clear, viable explanation of how they happened. 
On the contrary, a child might be expected to 
sustain bruises over bony prominences from normal 
activities and play. A delay in seeking medical care 
of a painful injury or a non-mobile child who present 
with bruises should increase the index of suspicion 
for abuse during the nurse’s assessment. Any red 
flags of danger for child abuse should cause the 
nurse to inquire more about the history of events 
and/or report to the Division of Family Services. 
Information on recognizing child maltreatment, 
mandatory reporting contact information, reporting 
forms and mandatory training can be found in 
the State of Delaware Domestic Violence Resource 
Manual for Healthcare Professionals. 

Elder maltreatment can involve any of the 
following forms: physical, emotional, sexual, neglect, 
abandonment and financial. “One study estimated 
that only 1 in 14 cases of elder abuse even come 

to the attention of authorities.”2 This study also 
reported that the majority of the abusers are family 
members.2 This may explain why elders are less 
likely to report abuse. These patients can have 
the same physical signs as described for children 
above, as well as reports of frequent falls, skin 
breakdown, being over- or under-medicated, or 
being isolated from family or friends. Abuse of an 
adult with mental or physical disabilities requires 
mandatory reporting. Nurses who suspect abuse 
of elder patients living in the community should 
report to the Delaware Division of Aging and Adults 
with Physical Disabilities. Suspicion of abuse or 
neglect of elders living in a long-term care setting 
should report to the Division of Long Term Care 
Resident Protection (DLTCRP). Information on 
recognizing elder and dependent adult maltreatment 
and mandatory reporting, including contact 
information, can be found in the State of Delaware 
Domestic Violence Resource Manual for Healthcare 
Professionals. 

Intimate partner violence (IPV) is usually defined 
as physical or sexual violence, threats, or emotional 
abuse between two people in a current or former 
relationship (dating or spouses, straight or gay). 
According to the Centers for Disease Control and 
Prevention, “on average, 24 people per minute are 
victims of rape, physical violence, or stalking by an 
intimate partner in the United States”.3 The state of 
Delaware does not require mandatory reporting of 
IPV, except in specific circumstances: stab wounds, 
non-accidental poisonings, gunshot wounds, or any 
injuries received from the discharge of a firearm 
must be reported. Unless there are circumstances 
that require mandatory reporting, it is a breach of 
confidentiality to call law enforcement without the 
victim’s consent. These victims may not present 
as a victim of abuse but with other, sometimes 
vague, physical or emotional complaints. Nurses 
must increase their comfort level with asking 
crucial questions such as: ’I see you have some 
bruises, is someone hurting you?’ ‘Are you in a safe 
relationship?’ ‘I see you have been here for falling in 
the past, I am concerned for your safety – is someone 
hurting you?’ If the patient answers “yes,” the nurse 
must be prepared to respond appropriately. Exposure 
to IPV can result in mental health symptoms such 
as depression, suicidal and or post-traumatic stress. 
Explain and offer to put them on the phone with 
professionals who can assist with developing a safety 
plan and provide them with available local resources. 
Documentation of the events as described by the 
patient should be in direct quotes. Children who live 
in homes with IPV also have an increased risk for 
being abused. According to American Academy of 
Pediatrics “Identifying and intervening on behalf of 
a caregiver who is experiencing IPV, therefore, may 
be an effective means of preventing child abuse and 
neglect”.4

The dedicated FNE team at Christiana Care is a 
premier program in the United States, and one of 
very few that offers an FNE onsite 24 hours a day. 
Although the FNE team is the on the front line 
assessing injuries and documenting/collecting 
evidence, we all are on the front line to recognize, 
intervene, and possibly prevent a member of our 
community from receiving a life-threatening or life-
ending injury. Every one of us can make a difference 
for victims of maltreatment if we take the time to ask 
the questions. 

Further information on IPV, child and elder 
maltreatment, strangulation, and sexual assault can 
be found in the State of Delaware Domestic Violence 
Resource Manual for Healthcare Professionals,” 
in a downloadable PDF format at: http://dvcc.
delaware.gov/documents/D808563Manual_Proof_
Final_01172012.pdf 

For information on Delaware mandatory reporting 
of injures go to: Delaware code, Title 24, chapter 17 
subchapter, subchapter V, § 1762.

References
1. National Center for Injury Prevention and Control. 

“Child Maltreatment Facts at a Glance. 2012. Retrieved 
on 28 April 2013.

2. National Center on Elder Abuse, Administration on 
Aging. “ Stats and Data”. 2012. Retrieved on 28 April 
2013.

3. National Center for Disease Control “CDC fact sheet - 
Understanding Intimate partner violence control and 
prevention.” Retrieved on 28 April 2013.

4. Thackeray, Jonathan D and Hibbard, Roberta and 
Dowd, M. Denise and The Committee on Child Abuse 
and Neglect, and the Committee on Injury, Violence, 
and Poison Prevention. “Intimate Partner Violence: The 
Role of the Pediatrician.” Pediatrics (2010): 1094-1100.

Westminster Village
1175 McKee Rd

Dover, DE  19904
(302) 744-3600

Nurses…seeking Employment?

Best place in Town to Work!

Always Caring. Always Here.

Nanticoke Health Services has a history of offering a 
progressive and professionally rewarding workplace 

for its employees. We’re committed to exceeding 
patients’ expectations and ensuring that our values of 

excellence and teamwork are shared by all.

With a growing medical staff, innovative programs and 
technology, in addition to excellent compensation and 
benefits packages, Nanticoke continuously strives to 

be an employer of choice.

For current nursing opportunities, visit us at:

www.nanticoke.org



August, September, October 2013 DNA Reporter    •    Page 7

Holly Wright, MSN, RN, FNP-BC

Holly Wright received 
her diploma from the 
Jewish Hospital of St. 
Louis, her BSN from 
Loyola University, New 
Orleans, and her MSN 
from the University of 
Delaware. She is taking 
a sabbatical from work 
at this time, but recently 
worked as a Family 
Nurse Practitioner with 
Christiana Care, working 
in family medicine in a 
primary care home visit program, serving frail 
elderly with chronic illnesses. In New Orleans 
she worked for the Veterans Administration in 
substance abuse treatment, and volunteered for 
the Louisiana Nurses with Impaired Practice 
as a monitor for nurses in the program. She 
is the DNA’s representative to the governor’s 
Adult Correction Healthcare Review Committee, 
meeting monthly in Dover to provide oversight 
to the medical care in the prison system. She 
mentors nurse practitioner students from the 
University of Delaware each semester. Holly can 
be reached at homeplate@wrightathome.org, or 
302-229-1777.

Nurses are required to report behavior that 
suggests addiction, yet Beckstead suggests that four 
out of five times a nurse will fail to report another 
nurse suspected of substance abuse.1 Often, that 
nurse may be known to be a “partier” who shows 
up late for work smelling of alcohol; calls in on the 
weekend or Monday morning; the co-worker who 
signs out unusually large quantities of narcotics or 
who inexplicably seem to “waste” narcotics. Many 
factors contribute to the increased risk of substance 
abuse (SA) among nurses such as the easy 
availability of narcotics and the perceived knowledge 
of how to safely self-administer, high workplace 
stress, circadian rhythm disorders resulting from 
rotating and long shifts, chronic pain resulting 
from muscular-skeletal work injuries, and lack of 
education about chemical dependency in nursing 
staff. The American Nurses Association defines 
impairment as a nurse who is unable to meet the 
requirements of the professional Code of Ethics as 
a result of interpersonal, cognitive, or psychomotor 
skill dysfunction from excessive use of alcohol or 
drugs.2 The public consistently ranks nurses as the 
most trusted professionals. Yet, addiction among 
nurses is similar to or slightly higher than that of 
the general population: 14-20%. It is believed that SA 
among nurses is underreported due to the stigma of 
addiction.

Holly Wright, MSN, 
RN, FNP-BC

Worth the Second Chance: The Impaired Nurse
An anonymous National Household Survey 

on Drug Abuse in 1997 found that white female 
nurses were more likely to use prescription drugs 
“on their own” (without prescription, in larger 
quantity than prescribed, or for reasons other than 
prescribed), at 6.9% vs. 3.2% in their counterparts 
in the general population. Drug related disciplinary 
actions comprise 24% of all violations to state 
boards. Eighteen percent of nurses disciplined for 
drug violations were men–three times higher than 
women.3 A national survey of 3,600 RNs by Alison 
Trinkoff, professor at the University of Maryland 
School of Nursing, found that 18.8% of nurses 
reported depressive symptoms; 17% heavy alcohol 
use; 6.9% use of prescription drugs “on their own”, 
and 3.8% used illicit drugs.4

The most popular prescription drugs of abuse, in 
order, are opiates, benzodiazepines/barbiturates, 
and stimulants. Emergency room and psychiatry 
nurses and doctors were found to have higher use 
of drugs than other nurses or doctors, with women’s 
health, pediatric, and oncology nurses having the 
lowest rates. An anonymous survey by the Certified 
Registered Nurse Anesthetists in 1999 indicated 
that ten percent of their respondents reported using 
the drugs that they administered in their practice. 
Nurses make up the vast majority of health care 
professionals and are punished more severely than 
physicians for impairment. Ninety one percent of 
nurses are female, and addiction is known to impact 
women more severely than males due to biological 
factors, leading to serious physical and emotional 
symptoms much more quickly in a shorter time 
span.5

Nurses must be vigilant to the signs and 
symptoms of chemical dependency. While it is 
expected that the person with SA will show obvious 
signs of impairment, often the signs are very subtle 
or may occur in the nurse least expected to be 
addicted—“the best nurse on the unit”. In alcohol 
abuse, look for patterns of missing work on Mondays, 
frequent sick days, the odor of alcohol on the breath, 
and overuse of breath mints. Nurses who obtain 
their drugs from the work place will often sign up 
for extra shifts, volunteer to be the med nurse, come 
in early and leave late, go to the bathroom for long 
periods of time, leave the unit without explanation, 
wear long sleeves to hide needle marks, and have 
unexplained wastage of narcotics. Their patients may 
report ineffective pain relief in spite of documentation 
of pain medication given. Both alcohol and drug use 
may result in sloppy charting, poor performance, 
critical incidents with patient safety, and personality 
changes such as irritability, defensiveness, 
drowsiness, isolation, and absurd explanations for 
their behavior.6

Nurses are required by law to recognize behavior 
that suggests addiction and to report them to 
boards of nursing, but for many reasons, fail to do 
so. For instance, staff may worry that reporting The Impaired Nurse continued on page 8

a nurse will result in the nurse being fired from 
her job, losing her license, and possibly going to 
prison. What if she commits suicide if I report her? 
Will my reporting means that she will never work 
as a nurse again? Or worse, what if I’m wrong? 
Reluctance to report suspicions of abuse stems from 
the punitive approach institutions traditionally 
utilized to manage impaired nurses. Hospitals often 
fired nurses, allowing them to “job hop”, avoiding 
treatment and jeopardizing the safety of patients. 
For liability reasons, hospitals wanted to avoid 
the possible publicity of having an addicted nurse 
on staff. Nurses that were reported to the board of 
nursing usually had their license suspended or 
revoked. This approach to discipline ignores the fact 
that addiction is a medical illness that, while not 
curable, is treatable. The disciplinary method does 
not advocate for the recovery of the nurse or the 
possibility of returning to employment, and it results 
in a report being made to the Attorney General’s 
office. This is monitored by insurance companies 
which can lead to the nurse losing health and 
liability insurance.7

In the early 1980’s, Alterative-to-Discipline (ATD) 
programs were developed and embraced by some 
forward thinking state boards. Their mission is to 
protect the public, and to provide early intervention 
and rehabilitation for the nurse. Their philosophy 
revolves around the concepts that “self-regulation, as 
a hallmark of a profession, is preferable to regulatory 
intervention and professional discipline;” allowing a 
nurse to return to work after treatment is caring and 
the right thing to do; and improves public safety.8 
ATD programs have been proven to remove unsafe 
nurses from the workplace more quickly, while the 
disciplinary model may take years. During the time 
that a nurse is being investigated by the board, he 
or she can continue working without restrictions. A 
Chicago RN who was a known diverter of narcotics 
was placed on probation pending investigation. The 
nurse continued to bounce from hospital to hospital 
for more than four years before her license was 
suspended indefinitely. Enrollment in an ATD may 
have gotten her into treatment earlier and prevented 
potential patient safety violations.9

ATD programs are cheaper to manage than 
an investigation. An estimate from the California 
Board of Nursing showed that participation in 
their four year monitoring program cost one third 
that of a traditional discipline for a single violation. 
The economic impact of a nurse returning to 
work in comparison to unemployment cannot be 
understated. Many nurses are primary breadwinners 
and also provide their family’s health insurance 
through their employment. Employers find it is 
less expensive to retrain or rehire an experienced 
employee rather than to recruit and orient a 
replacement.10
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At least 45 states have ATD programs that assist nurses in returning to 
work after treatment. Seventy percent of nurses who successfully complete 
treatment are able to return to work safely.11 There is great variety in the types 
of programs states offer. Programs are voluntary, although in most cases, the 
only option is suspension/revocation of license. The nurse entering the program 
undergoes an extensive evaluation and signs an agreement, legally binding, of 
specific terms and conditions. Depending on the severity of addiction, the nurse 
must undergo outpatient or inpatient treatment with continuing outpatient 
group meetings for years after treatment. Nurses are prohibited from using 
alcohol or any nonprescribed mood altering drugs. They are expected to attend 
12 Step meetings a minimum of once a week, have a sponsor, submit to urine 
drug screenings, provide reports from employers, and proof of attendance at 
outpatient follow up. Most programs require a 3-5 year commitment. 

Often nurses cannot return to their previous position if they worked in an 
area with frequent administration of narcotics, for example, the operating 
room, intensive care, and post-op. Arrangements can be made where another 
nurse administers narcotics for the impaired nurse. It is thought that the best 
approach be an open and honest one where the staff is aware of the nurses’ 
impairment and restrictions to practice, although for privacy reasons this 
is the choice of the impaired nurse to choose to divulge this information. 
Dialysis units, school based clinics, and women’s health clinics are friendly 
environments for recovering nurses.12

A nurse who has stolen narcotics from the workplace may face criminal 
charges. The ATD program may be considered as an alternative to charges in 
some states, and on successful completion of the ATD program, a permanent 
record as a felon may be avoided. States vary as to the confidentiality of their 
board actions. Most programs try to ensure confidentiality. By enrolling in an 
ATD, the nurse can avoid having a report of her impairment made public in the 
Healthcare Integrity and Protection Data Bank.

Impaired nurses receive federal protection against discrimination through the 
Federal Family and Medical Leave Act which offers twelve work weeks of unpaid 
leave annually, allowing the nurse to return to the same or equivalent job. The 
Americans with Disabilities Act protects nurses with the diagnosis of chemical 
dependency and requires employers to make reasonable accommodations such 
as specific shifts that allow for therapy.13

Delaware’s Board of Nursing statistics indicates that 34% of violations in 
2012 were substance abuse related, according to Kay Warren, the director of 
Delaware’s Voluntary Treatment Option (VTO) (personal communication, March 
2013). The VTO was developed in 1998 for professionals who self-report or who 
are referred in writing by a third party, usually an employer, employee, or family 
member. The identity of the reporter is confidential. After receiving a referral, 
the division coordinator and a designated member of the Board of Nursing meet 
with the nurse to screen for eligibility and to discuss the program specifics. A 
substance abuse evaluation must be completed within a month of the board’s 
notification. The nurse is given a list of suggested providers for treatment. 
After assessment by the treatment team, a plan of care is recommended for the 
nurse. Practice restrictions may be imposed to protect the public. Successful 
completion of the treatment ensures confidentiality.

The VTO program has several weaknesses. The VTO is open to all professions 
who require licensing by the state. This includes real estate appraisers, 
massage therapists, chiropractors, cosmetologists, and accountants. Although 
these professions need the resources offered by the VTO, experts in ATD 
programs highly recommend nurses have their own program specific to their 
needs. The VTO is only an option to a nurse who has not committed any 
offense except being chemically dependent or impaired that would be grounds 
for discipline under board laws. Therefore, a nurse who has diverted drugs 
from the workplace or who has been caught using illicit substances does not 
qualify. Those cases are reported to the Attorney General’s office. Knowing the 
prevalence of drug use among nurses, this eliminates many nurses who would 
benefit from an ATD program.

Sarah Carmody, executive director of the Delaware Nurses Association, 
has researched ATD programs nationally and expressed interest in a program 
specifically for nurses in Delaware (personal communication, March 2013). 
Volunteers are needed to help define the parameters of the program and serve 
as mentors to nurses in recovery. There is also a need for a 12 Step meeting 
specifically for medical personnel, who often feel stifled in open AA/NA meetings 
with the public, in fear that their confidentiality will be compromised. These 
meetings, traditionally called “Caduceus,” are held weekly in many cities 
across the country, attracting nurses, doctors, pharmacists, veterinarians, and 
other medical professionals who benefit from the support of other recovering 
clinicians. There are none in Delaware.

Reporting a nurse that you suspect of substance abuse might save her 
life. To quote a phrase repeated often in Alcoholics Anonymous jargon, the 
consequences of addiction are “jails, institutions, or death.” Ignoring signs 
of abuse puts patients and co-workers at risk, and implies the nurse is either 
hopeless or not worth saving. Anyone who is interested in assisting with the 
formation of an ATD program in Delaware should contact Sarah Carmody or 
me. Recovering nurses who would like to start a Caduceus meeting should 
also contact us, in confidence. It is highly rewarding to assist a fellow nurse in 
maintaining her professional status and overcoming this devastating disease.
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May 13-15, 2013 nurses joined 50 States United for Healthy Air in 
Washington DC and I had the privilege of representing nurses as Delaware’s 
Clean Air Ambassador. The coalition consisted of nurses, doctors, tribal 
leaders, clergy, NAACP, Latino leaders and the Hip Hop Caucus all uniting for 
one common cause, clean air. We spoke with senior members of the EPA and 
our Representatives in Congress urging them to support legislation to improve 
air quality. It was impressive to be with such a diverse group of people from all 
walks of life, sharing our personal stories on why reducing air pollution was 
important to us. One story in particular touched me very deeply; it was of a 
14 year old honor roll student with a bright future ahead of her who died from 
an asthma attack because her mother couldn’t afford her asthma medicine. 
As nurses, we are all too familiar with the complications that are linked to air 
pollution such as heart disease, strokes, cancer, asthma, learning disabilities 
and Alzheimer’s. The diseases attributed to pollution do not discriminate, 
instead cross party lines, race, and income levels, we are all affected. As nurses 
we are in the unique position of educating our Legislators on the health impact 
of air pollution, connecting the dots between pollution and disease, we are the 
voice of our patients. Each year 50-100,000 people die prematurely as a result of 
air pollution, and health care costs from the above mentioned diseases cost the 
United States 325 billion dollars a year. 

I was given more clarity around this issue prior to my arrival in Washington 
DC. A young relative was interviewing me on pollution and asked, which form 
of pollution do you think is the worst? I thought what a great question! Having 
taken many measures to reduce the toxic chemicals that I was exposed to on 
a regular basis such as avoiding BPA in water bottles, buying organic, making 
my own personal care products and cleaning products, I then realized the one 
thing I had very little control over was the air that I breathe. I knew that the 
air quality in Delaware currently does not meet the air quality standards set 
forth by the EPA. I shared the story of a former coworker that had to move out 
of Delaware because her son could not breathe the air in Delaware without a 
rescue inhaler, yet was able to breathe while vacationing in Florida. I voiced my 
concern, where will we go when there is no clean air left to breathe? 

One of the members at the coalition asked, “Isn’t it crazy that we are 
begging for the right to breathe clean air”? Crazy indeed!! Upon our arrival in 
Washington DC we were asked to fill in the blank Clean Air……., my reply, Clean 
Healthy Air Equals Healthy People.

Nurses Unite in Support 
of Clean Air
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Shame and secrecy
Somehow I think it’s my fault-

How can I be safe?

Intimate partner violence (IPV) has been 
recognized as a public health concern of epidemic 
proportions. As far back as 1985 the Surgeon 
General of the United States sponsored a workshop 
on the issue.1 The World Health Organization (WHO) 
cites eradicating violence against women as an 
urgent public health priority essential to achieving 
Millennium Development Goal 3, the promotion of 
gender equality and empowerment of women.2 The 
prevalence totals of IPV vary based on social stigma 
and reporting bias, so that it is more difficult to 
identify in affluent communities and in men. Cruz 
and Bair-Meritt report that up to 15 million children 
in the United States witness IPV in their homes 
annually.3 IPV homicides of pregnant women often 
occur in the first trimester, with pregnant teens (15-
19) being at greater risk.4 

Sundborg cites a working definition of IPV from 
The Essential Concepts of Nursing: Building Blocks 
for Practice: “…physical, psychological or sexual 
mistreatment and/or other controlling behavior’s 
such as economic or spiritual deprivation that 
are intended by the abuser to cause harm or are 
perceived by the victim to cause harm. It is a 
purposeful behavior designed to achieve domination 
and control in the relationship…”.5 Pregnancy 
coercion (sabotaging contraception with the goal 
of forcing an unintentional pregnancy) and cyber-
stalking (use of cell phone technology, the Internet, 
and social media to harass, intimidate, and 
humiliate) have also been identified in the literature 
as forms of IPV. These violations indirectly affect 
children through exposure to an anxious, fearful, 
and depressed parent.3

Caught in the “crossfire” of IPV, children 
display disrupted eating and sleeping cycles, with 
nightmares, night terrors, excessive clinginess, 
separation anxiety, and regression.3 In the military, 
prevalence rates of IPV are up to 3 times higher 
than the general population. Among child witnessed 
behavior problems, poorer academic performance 
and social competence, and increased aggression 
and hostility are reported.6 Carpenter and Stacks 
state that witnessing IPV between caregivers is a 
particular type of trauma for children that may have 
devastating effects on development and can threaten 
their sense of security and wellbeing.7 Preventing 
the toxic stress of this phenomenon for children is 
being attempted in multiple sites via screening for 
IPV. The American Journal of Nursing (AJN) reports 
that the US Preventive Services Task Force’s new 
recommendations (January 2013) state that even 
asymptomatic women of childbearing age should 
be screened and offered referrals when found to be 
positive.8 The American Academy of Pediatrics (AAP), 
in a 2012 policy report quoted by Cruz and Bain-
Merritt, states a commitment to leveraging science to 
yield innovative strategies to reduce the precipitants 
of toxic stress in young children and to mitigate 
their negative effects on the course of development 
and health across the life span.3 

Mary Frances 
Cullen RN, MSN, 

PMHCNSBC

Improving Outcomes for Child Witnesses of 
Intimate Partner violence

Multiple IPV screening tools have been devised 
and tested. RADAR is a mnemonic to increase the 
occurrence of assessing for IPV. Routinely screen, 
Ask. Document, Assess, Refer/Resources.3,4 
HITS (hurt, insult, threaten, scream)3, Partner 
Violence Screen3, and Danger Assessment9 are self-
administered questionnaires that can be used to 
address the issue. “One of the most important things 
nurses can do to address IPV is to ask all women 
about violence. This must be done privately, and can 
occur during any patient encounter including during 
prevention-related visits (e.g. hospital admissions, 
annual exams, prenatal visits, sports physicals, 
and pre-employment exams), trauma-related visits, 
and follow-up visits for chronic problems.”9 (p.5) 
Establishing safety is a critical element of screening 
for IPV.3

With research and tools available, what barriers 
exist to reaching the goal of universal screening? 
Nurses practice in many sites where the opportunity 
exists to assess for IPV. The Centers for Disease 
Control and Prevention summarize some of the 
barriers identified to screening routinely. Time 
constraints, discomfort with the topic, fear of 
offending the patient or partner, and perceived 
powerlessness to change the problem are identified.4 
Many health care providers (HCPs) report that they 
never received training in what and how to ask 
about IPV in their formal education process.2

Cruz and Bair-Merritt examine barriers reported 
in pediatrics offices: did not consider IPV a pediatric 
issue, did not remember to screen, lacking a 
relevant protocol, did not know where to refer if 
screen is positive.3 In a sample of 750 school nurses 
questioned about assisting victims of adolescent 
dating violence (ADV) of administrative support 
and the need for coordinated efforts as opposed to 
disjointed efforts by individual school personnel were 
recommended.10

A study at a clinic in Georgia for Special 
Supplemental Nutrition Program for Women, 
Infants, and Children (WIC) interviewed 150 
clients. 47% screened positive for IPV. Ninety-two 
percent of the women reported being comfortable 
with being approached with counseling and IPV 
screening as part of their visit as a way of making 
productive use of their waiting time.11 Cruz & Bair-
Merritt cited a study by Rhodes and colleagues that 
stressed the importance of the manner of screening. 
A perfunctory style and awkwardness seemed 
to inhibit disclosure, while eliciting open-ended 
answers while taking the time to ask probing follow-
up questions was more successful.3

Dealing with the discomfort level of HCPs 
warrants increased education on IPV in the basic 
educational curricula.4 Familiarity with the 
Transtheoretical model of behavior change could 
serve to help HCPs identify patient readiness to 
disclose IPV and accept assistance.3 The Nursing 
Network on Violence Against Women International 
(NNVAW) website is a readily available resource 
for learning more about the complex interplay of 
IPV and children’s health. Ongoing continuing 
education and volunteering with organizations 
such as Delaware Coalition Against Domestic 
Violence (DCADV), and Big Brothers/Big Sisters 
will promote competency in care for the children 
exposed to IPV. Making cheat sheets for reference 
to the national IPV hotline (1-800-799 SAFE[7233]) 
and the website www.thehotline.org can provide 
prompt access to needed resources. CDC has a 
downloadable manual Primary Prevention of Sexual 
and Intimate Partner Violence: a Planning Guide12 a 
wealth of information for upgrading protocols in any 
setting. Wood and Sommers conducted a literature 
review that did not find any randomized controlled 
trials of developmentally appropriate, culturally 
relevant, and theoretically driven interventions 
to both prevent witnessed IPV and to decrease 
the long-term effects of a violent home.1 Ongoing 
nursing research into effective interventions, such 
as Safe Dates,13 investigative questioning about 
dysfunctional self-views using Peplau’s theory as 
described by Draucker and colleagues14 and the use 
of trauma-informed counseling will help to provide 
positive outcomes to combat the intergenerational 
transmission of IPV. 
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Prescription medications have long been 
appreciated for their therapeutic value for millions 
of Americans. Unfortunately abuse or misuse of 
prescriptions, especially opioids, central nervous 
system depressants, and stimulants, has become 
the nation’s fastest growing drug problem over the 
past decade. This has led to Prescription drug abuse 
(PDA) being classified as an epidemic by the Centers 
for Disease Control and Prevention (CDC), who 
reported that 1 million Emergency Department visits 
were attributed to PDA in 2009.1 Opioids have gained 
the greatest attention by local and federal healthcare 
providers (HCP) and policymakers due to grave 
concerns for individual and public health and safety. 
There have been up to 16,500 deaths in the U.S. due 
to PDA and 179 opioid-related deaths in Delaware 
in 2010, which ranked fifth highest in the country 
for opioid sales in 2010. Fatal drug overdoses now 
outnumber deaths due to motor vehicle accidents.2

The National Institute for Drug Abuse (NIDA) 
describes PDA as occurring when medications are 
taken when they are not prescribed, in dosages 
or frequency other than what is prescribed or for 
the experience elicited, such as opioid-induced 
euphoria. NIDA distinguishes drug dependence, 
a normal adaptation to repeated use of a drug in 
which a person may develop tolerance or displays 
withdrawal symptoms with drop in blood level, 
from addiction, a chronic, relapsing brain disease 
that causes compulsive drug seeking and use 
despite harmful consequences. It is noted by 
NIDA that of those reporting non-medical use of a 
prescription medication, 14% met criteria for abuse 
or dependence.3 

The national adoption of “pain as a fifth vital 
sign” that began at the turn of the 21st century 
was intended to be a quality improvement initiative. 
Although it has uncontested merit for addressing 
the grossly inadequate treatment of pain for many 
patients, it has also been linked to a dramatic rise 
in opioid prescriptions that parallels an equally 
dramatic rise in opioid-related fatalities.4 This 
promotion of pain relief by clinicians and policy 
makers, such as the Joint Commission, and strongly 
advocated by the pharmaceutical companies to 
promote drug sales, led to an increase of 174 million 
prescriptions in 2000 to 257 million in 2009, and 
a 402% increase in opioid prescriptions from 1997 
to 2007.5 Prescription medications have gained 
considerable appeal for those prone to substance 
abuse since they have become extremely accessible, 
often free, and without concern for purity. Opioids 
are as easily as accessible as a friend’s medicine 
cabinet as indicated by reports that 71% of non-
medical users of prescription pain relievers do not 
obtain them from HCP but rather procure them from 
family or friends.6 

The swing of the pendulum back to limiting 
prescriptions of painkillers has been a knee-
jerk response of many HCP in response to a rise 
in PDA, and concern for addiction and fatalities. 
Unfortunately, there is contradictory evidence about 
the efficacy and safety of long-term opioid analgesic 
therapy for those suffering from chronic illnesses. 
Do benefits outweigh adverse consequences of opioid 
use? Nonetheless, there is growing consensus that 
the desired approach for anyone suffering with pain 
is to find a balance between maximizing analgesia 
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Prescription Drug Abuse: 
Appreciation for a Principle of Balance

for pain relief while minimizing adverse effects. 
The federal response to this epidemic encourages 
this “principle of balance” approach, i.e. to ensure 
the judicious use of medications for pain relief 
while limiting abuse, which is evident in its 2011 
Prescription Drug Abuse Prevention Plan.7 This 
plan focuses on four issues: a) patient and clinician 
education, b) prescription drug tracking and 
monitoring, c) proper medication disposal, and d) 
decreasing illegitimate prescription abuse. 

Patient education begins with discussion of 
appropriate use as well as highlighting personal 
responsibility for limiting access to, not sharing, and 
getting rid of their unused prescriptions, such as via 
community “take back” programs.8 Many parents 
do not fully appreciate the potential for lethal harm 
with prescribed medications since they are ordered 
by HCP nor that their children are among those 
who are at highest risk for abuse. Parents need to 
learn that prescription drugs are the most abused 
category of drugs after marijuana use for this 
population, which is highlighted in a 2010 survey 
that 8-10% of high school seniors took Vicodin or 
Hydrocodone for non-medical use in the year prior 
to the survey.9 It is also vital to identify risks for 
developing dependence, addiction, and hyperalgesia 
(increased pain sensitivity) with long-term opioid 
treatment for chronic pain relief with an early 
development of a treatment plan with consideration 
of a contract to identify problems (dependence, 
addiction, hyperalgesia) to address the adverse 
effects.10

HCP are encouraged to make treatment decisions 
with consideration not only for their patient’s need 
for aggressive treatment but also the impact of 
treatment on public health and safety when these 
medications are diverted for illicit use.11 Informed 
prescribing would include making inquiries to 
identify risk for abuse, such as noting rapid 
increases in amounts or frequent, unscheduled refill 
requests, although this may also identify illness 
progression or the development of tolerance for those 
with legitimate chronic and debilitating pain. Choice 
of therapeutic agent(s) is no longer based solely on 
pain severity but also the underlying mechanism of 
pain.12 For example, opioids are considered by some 
to be insensitive to neuropathic pain, which may 
be treated more effectively with antidepressants 
and antiepileptics. Thus, it is vital to be aware 
of and opt for pain management using equally 
efficacious options to opioids when possible, such 
as the following: improvements in sleep, appetite, 
stress reduction, and coping skills, complementary 
therapies (acupuncture and meditation), electrical 
stimulation therapy, physical therapy, etc. 
Medication options include drugs specific to the 
circumstance or drugs with different mechanisms 
of action used in combination, such as a non-
steroidal anti-inflammatory drug with an opioid 
for arthritic pain. Naloxone, used as an antidote 
for opioid overdose, and naltrexone are opioid 
antagonists that have gained attention for their 
unexpected enhancing effects of opioids when used 
in low doses for chronic conditions, such as Crohn’s 
disease, irritable bowel syndrome, fibromyalgia and 
neuropathic pain. Studies have also shown their 
ability to prevent the hyperalgesic effects of opioids.13 
A new drug, (+)-naloxone, is showing promise for 
curbing addiction due to its ability to alleviate 
pain more strongly when paired with opioids, 
while blocking a receptor associated with addiction 
reward features.14 These medications are pending 
FDA approval. It is noted that any enhancement 
intervention to opioid use allows for a decrease in 
dosage of opioids and thus a decrease in risk for 
dependence or addiction.

Although Prescription Drug Monitoring Programs 
(PDMP) have not empirically demonstrated having 
direct impact on opioid-related mortality, they have 
created opportunities for HCP to determine need 
for prescriptions, identify patients at risk for abuse 
who may be doctor-shopping, and reduce drug 
diversion and misuse. In an Ohio prospective study 
of 179 clinical records, HCP had a 41% change 
in prescription practices after real-time access 
to patient records. The recorded 61% decrease, 
reflecting suspicion of abuse, as well as a 39% 
increase in prescriptions, denoting indications of 
legitimate need for pain relief, following these data 
base queries, supports the “principle of balance” 

benefit of PDMP. Additionally, reports of 0-128 filled 
prescriptions by individual patients obtained from 
up to 40 different HCP in a 12-month period revealed 
unsurprising evidence of prescription diversion and 
doctor shopping that would have provided numerous 
opportunities for identifying and intervening with 
patients at risk for addiction. Delaware HCP have 
real-time access to PDMP. Benefits to restricting 
supply of opioids to one doctor and one pharmacy is 
evident in this report.15 

Opioid addiction, unfortunately, is not curbed 
by measures to decrease prescription abuse as 
evidenced by reports of an equal shift upward 
in heroin use for any drop in PDA. Treating 
the addiction is crucial if we are going to offset 
the deleterious consequences of opioid abuse. 
Recent studies have provided strong evidence 
of benefits to youth and adults for a combined 
pharmaceutical and behavioral approach to treat 
addiction. Conclusions of one well-respected 2-phase 
randomized controlled trial revealed that the long 
term use of Buprenorphine-Naloxone plus one of 
several different behavioral approaches resulted 
in a 49.2% success rate at the end of 12 weeks of 
treatment as compared to an 8.6% success rate in 
the 8 week follow-up after 12 weeks of treatment. 
The various behavioral approaches used in the study 
were equally efficacious. The conclusion was that 
sustained treatment with Buprenorphine-Naloxone 
was the prescription for success. Some of the 
benefits of Buprenorphine, a partial opioid agonist 
(agonist and antagonist properties) are that it has 
few side effects and can be dispensed in a primary 
care setting.

Research is ongoing and new strategies 
are actively being developed, such as new 
pharmaceutical interventions for pain management 
that do not create the physical and psychological 
drive of opioids or have such adverse consequences 
for use. It is critical to keep abreast of recent 
developments so that we may optimize patient care.
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