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Please be sure to notify us with address changes/corrections. 
We have a very large list to keep updated. 

If the nurse listed no longer lives at this address–
please notify us to discontinue delivery. Thank You!

Please call (603) 225-3783 or email to office@nhnurses.org 
with Nursing News in the subject line.

Unleash the Power 
of Nursing

Most of you reading this are not members of NHNA.

The NH Nurses’ Association represents the interests of all 
registered nurses in the state and works with the American 
Nurses Association to advocate for you and your patients. 
NH Nursing News is mailed to NH nurses (for whom we 
have addresses) as a courtesy. Yet only a small fraction 
of RNs are paying members and support the work we do 
at the state and national levels. NHNA has made a bold 
move to dramatically lower the membership dues 
to belong to ANA and NHNA, with the intention of 
allowing every nurse the opportunity to be part of a 
united voice to support nursing.

Why Does That Matter?
Registered Nurses are the largest group of health care 
professionals in this country numbering more than 3 million. 
We are the most trusted profession. However, our knowledge, 
skills and expertise are largely underutilized. Nurses are 
crucial to achieving the critical goals of expanding health 
care coverage while improving quality and controlling costs. 
Now is our time to seize the opportunity to take on new 
roles, participate in improving the quality of patient care and 
gaining greater appreciation for nurses’ contributions.

Unleash the Power continued on page 3

on page 19.
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VISION STATEMENT
Cultivate the transformative power of nursing. 
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and well being of NH nurses through education, 
empowerment and healthcare advocacy.
Adopted 10-20-2010.

Letter from the President

Judith Joy, PhD, RN
NHNA President

As I write this message we are 
approaching the 50th anniversary 
of Dr. Martin Luther King’s “I 
have a dream” speech made at 
the 1963 Civil Rights March 
on Washington. In many ways, 
as a nurse, I can relate – we’ve 
have gained a lot of ground and 
are trusted professionals. We are 
continuing the hard work that 
brought us this far. But we are 
not yet ‘free’ to be full partners 
in the health care system or on the health care team. There 
is little about our current position as professionals that we 
can take for granted. In that context it seems appropriate 
to share some of my dreams for the community of nursing 
and direction of health care in New Hampshire with you. 
I also owe it to you to let you know whether and how well 
NHNA is pursuing the dreams we have. It is my most 
sincere dream that this inspires you to contribute to the 
power of nursing in NH by becoming a member. 

At this writing we are struggling with the Medicaid 
expansion option as a component of health care 
transformation. The NHNA has taken a position in 
support and as a result of our visibility in the recent past 
have been invited to join the inner circle of advocacy 
organizations. My dream is a large network of nurses 
engaged with us for legislative and policy work. The 
network would be organized so expertise can be easily 
identified and we can reach out to specific people when 
their skills and knowledge are needed. Each nurse would 
do their (perhaps small) part, with enormous impact 
because of power in numbers. We would know who is 
good at speaking and those who can write eloquently to 
represent us. There are many nurses who are passionate 
about their issue and need a channel to have impact. We 
would know who you are and would work with you to 
create positive outcomes for nurses and those we care 
for. That’s the dream. What we actually have is a small 
group of committed regulars that we call upon for every 
duty. We routinely have to consider whether or not we will 
ask one of these ‘regulars’ to do just one more thing. We 
are developing relationships with specialty organizations 
that will be the foundation of an expertise network. But 
those organizations are also struggling with limited 
memberships and a core of active workers. My dream is 
that nurses in NH resolve to make the old saying “many 
hands make light work,” a reality. 

We know that nurses need mentors and we have initiated 
a program in response. (See our website for the link 

to that online platform.) My dream is for an expanded 
program that could support all phases and transitions of 
the nurse career – from novice to expert, transitions from 
med-surg to pediatrics, into critical care, home care, care 
coordination or nurse management, advancing education 
in clinical practice or research. Growing abilities in others 
is what we do and our Association – which represents 
nurses across all specialties - is uniquely positioned to 
create that structure. We are able to connect nurses with 
others outside of the political environment of their work 
setting. Mentors would have an educational program that 
would prepare them for mentoring work and help them 
develop skill in it. We would evaluate our program in 
terms of nurse satisfaction and health care outcomes. That 
is my dream. What we have done thus far has taken us a 
year. The first cohort has been primarily new nurses with 
more experienced nurse mentors. Volunteer mentors have 
been given simple tools to help them in their important 
work. A plan for growing the program, evaluating it and 
training mentors is taking shape. We have discussed 
pursuing a grant that would support faster and more 
substantial development of the program. You have made 
your own way, perhaps with your own mentor. Help us 
help you give back. Join. 

For several years now the NHNA has noted a continuing 
increase in complaint calls about nurses that, on 
investigation, are often determined not to be nurses. This 
reflects a broader issue: proliferation of new titles in 
the health care market place such as the fastest growing 
‘professional,’ the medical assistant. In addition, we have 
anecdotal reports about nurses called before the Board 
of Nursing for practices that are well within the nurses’ 
scope. Most recently, we received a message from a 
practicing nurse about mandatory overtime in her facility 
(which is not permitted in NH). My dream is that nurses 
would have enough collective power to take action when 
new titles are discussed or when legal or legislative issues 
arise. Our membership network would be structured to tell 
us when there are practice, legal or legislative concerns. 
We would be able, for any practice issue, to identify 
expertise and, if needed, a mentor or supporter to stand 
with a nurse. We have an excellent legislative lobbyist 
who works for us part-time. My dream would be to have 
enough monetary support from our members to be able to 
increase that role as needed. 

Thus far the steps NHNA has taken to address this broad 
concern include a delegation toolkit (on the NHNA 
web site) that is explicit about how nurses can protect 
themselves and their clients when relating to new roles. 
We have been unable, however, to advance licensure of 
medical assistants in NH. (There is no current definition 
of practice, no required preparation, and no clear 
accountability for supervision). Looming large nationally 
is a role that is fairly new in NH, the community 
paramedic. Full discussion of the community paramedic 
is beyond my purpose, however, the position appears to 
be remarkably similar to nursing practice – assessment 
and teaching. Although this cannot be a turf war, we must 
protect our practice and the public we serve. We must take 
care to shape our concerns collaboratively and in terms of 
health care outcomes. When you are ready to transition 
to a care coordination position, will it be there? If your 
life requires a day position or one that is more flexible, 
will you be able to find such a role? It is no mistake that 
these new roles require less education and have limited 
national ethical and practice standards for accountability. 
It is no mistake that these workers make less money. It is 
no mistake that, by-and-large, control of these workers is 
organizational – NOT independent professional practice. 
My dream is that we can increase our effectiveness here 
with your support. 

While I am dreaming, you will notice throughout this 
issue that NHNA – in conjunction with the American 
Nurses Association (ANA) – has taken a leap of faith in 
you and reduced dues to encourage new memberships. 
(While increasing benefits for existing full-rate members.) 
For the price of a “latte a week” you can help us become 
an exceptionally powerful professional nursing association. 

King’s dream was made a reality by those who dared to 
see it through. The dream for NHNA dares you to be a 
part of a new reality for NH nurses. 

Dreams for Nurses in NH

~ True Care Professionals ~
The agency of choice in your neighborhood.

We are recruiting
 RNs, LPNs, LNAs 

PCSP, HHA, HM & Companion
For Homecare, Nursing Home, Assisted Living 
and Hospitals Facilities. We offer competitive 
Salary, Flexible Hours. Contact us at:

(603) 537-9975   •   (617) 276-9658
(800) 398-7708

Fax # (877) 249-9194
truecare@truecareprofessionals.com

www.truecareprofessionals.com
Equal Opportunity 

Employer

No Campus Visits
    Liberal Credit Transfers
        Competitive Tuition
            Classes That Fit Your Schedule
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You Take Care of Your Patients – ANA Takes Care of 
You

ANA provides vital professional development resources to 
its members. Consider how some of our top benefits, whose 
value could more than pay for your membership, will help 
you…

•	 Advance your knowledge through ANA’s extensive 
online Continuing Education library which includes 
more than 35 modules free or discounted for ANA 
members

•	 Save on ANCC specialty certification exams through 
exclusive member discounts – save $85 on the initial 
exam and $95 on recertification

•	 Stay up-to-date on nursing news with a free 
subscription to ANA’s peer-reviewed, award-winning 
journal The American Nurse and many other resources 
that are free to ANA members: American Nurse Today, 
Online Journal of Issues in Nursing and SmartBrief – a 
value of over $50

•	 Explore job openings that are right for you through the 
ANA Career Center

•	 Protect yourself with significant savings on Professional 
Liability insurance for ANA members?

Make a Difference - Please Join Us

We have lowered our membership dues – now for the 
remarkably low rate of just $13 a month or $150 a year, 
you receive all the benefits of membership in both ANA 
and NHNA! 

Nurses need to work together. Every nurse who becomes a 
member of ANA and NHNA adds to the power and influence 
of all nurses and strengthens the profession. Join today. See 
the membership application on page 19 or visit our website: 
www.nhnurses.org to enroll online..

Unleash the Power continued from page 1

NH Nursing News (NHNN) is the official publication of 
the NH Nurses’ Association (NHNA), published quarterly 
– and available in PDF format at our website: www.
nhnurses.org Views expressed are solely those of the guest 
authors or persons quoted and do not necessarily reflect 
NHNA views or those of the publisher, Arthur L. Davis 
Publishing Agency, Inc. NHNA welcomes submission of 
nursing and health related news items, original articles, 
research abstracts, and other pertinent contributions. We 
encourage short summaries and brief abstracts as well 
as lengthier reports and original works. An “article for 
reprint” may be considered if accompanied by written 
permission from the author or publisher. Authors do not 
need to be NHNA members.*

Manuscript Format and Submission:
Articles should be submitted as double spaced WORD 
documents (.doc format vs. .docx, please) in 12 pt. font 
without embedded photos. Photos should be attached 
separately in JPG format and include captions. 

Submissions should include the article’s title plus author’s 
name, credentials, organization / employer represented, 
and contact information. Authors should state any 
potential conflict of interest and identify any applicable 
commercial affiliation. Email as attachments to avery@
nhnurses.org with NN Submission in the subject line.

Publication Selection and 
Rights:
Articles will be selected for 
publication based on the topic 
of interest, adherence to 
publication deadlines, quality 
of writing and peer review. 
*When there is space for 
one article and two of 
equal interest are under 
review, preference will be 
given to NHNA members. 
NHNA reserves the right 
to edit articles to meet 
style and space limitations. Publication 
and reprint rights are also reserved by NHNA. Feel free 
to call us any additional questions at 603-225-3783.

Advertising:
Product, program, promotional or service announcements 
are usually considered advertisements vs. news. To place 
an ad, contact: Arthur L. Davis Publishing Agency, Inc. 
Email sales@aldpub.com or call 800-626-4081. Ad sales 
fund publication and mailing of NH Nursing News and 
are not paid to NHNA.

Guidelines for Submissions to NH Nursing News

Accreditation 
Announcement

River Valley Community College Department of Nursing 
announced recently that they had been denied continuing 
accreditation by the National League for Nursing 
(NLNAC). NLNAC accreditation is voluntary in New 
Hampshire. The Department continues to be approved 
by the New Hampshire Board of Nursing. Reasons for 
the loss of accreditation were not provided. However, the 
NLN website indicates the requirement to meet 6 criteria, 
including sufficient full time faculty, student resources, 
and NCLEX pass rate outcomes.

CONTINUING NURSING 
EDUCATION

100 Saint Anselm Drive
Manchester, NH  03102

(603) 641-7086
www.anselm.edu/cne

Committed to Promoting Excellence
in the Practice of Nursing 

NEW!  Online programs now available.

Visit our website for an updated list of 
programs or call for a brochure
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Amanda Callahan, RN, BSN, MBA 

New Hampshire Nursing Association Delegates, President 
Judith Joy, PhD, RN and Nursing Practice Commission 
member Amanda Callahan, RN, BSN, MBA, attended the 
historic inaugural ANA Membership Assembly on Friday, 
June 28 through Saturday, June 29 in Crystal City, VA just 
outside of Washington, DC. In a strategic move to improve 
ANA governance, the ANA House of Delegates was 
retired in June 2012 to create a more nimble organization. 
With fewer delegates, [who will meet annually vs. every 
other year] an intimate and collaborative atmosphere 
existed. 

The program opened with an energizing drumming 
activity to launch delegates into two days of exploring 
the challenges that will influence nursing in ten years. 
Using the theme, “A Look into the Future: Advancing the 
Association; Advancing the Profession,” delegates had the 
opportunity to discuss and ponder critical nursing issues. 
ANA leaders wanted to know the dilemmas facing nursing 
today through a method of environmental scanning. 
Nurses across states shared their experiences and concerns 
for the future of nursing through break-out sessions. It was 
a humbling experience to see nurses sharing their thoughts 
in a judgment free arena. Consensus of the delegates 
emerged probable challenges in nursing, for example, care 
coordination, technology, access to care, and licensure 
issues. Licensure issues were the signal proposal that came 
to the floor for debate and vote.

The Reference Proposal, Licensure Jurisdiction for 
Cross-Border Nursing Practice, submitted by five State 
Nursing Associations, proposed that the ANA should 
pursue legislative efforts making the nurse in a cross-
border practice accountable to the practice act at his or 
her physical location. Although the NHNA Board of 
Directors was very sympathetic to this issue they raised 
several concerns that the NH Delegation subsequently 
presented to the Assembly (including the possibility of 

licensed nurses practicing from call centers out of the 
country, the difficulty for nurses defending themselves 
against complaints from out of state).along with a 
proposed solution.   As a result the Assembly referred the 
licensure jurisdiction proposal back to the ANA Board 
of Directions. According to ANA, “The [ANA] Board 
will further review licensure implications for nurses who 
provide technology-enabled care, including follow-up 
phone calls after patient discharge, across state lines.” 

Cross-border practice and telehealth are relevant topics 
today and will continue to affect how nurses practice in 
the future. As we increase our appropriate use of relevant 
technologies allowing us to connect with, assess and 
treat our clientele in ways other than face-to-face the 
laws surrounding practice will also need to change. The 
NH delegation is proud to have influenced this national 
process and will report to members as this situation 
progresses. 

Delegates also voted on amendments to 19 bylaws. Most 
of the amendments passed unanimously, which approved 
a timeline for transitioning to a nimble ANA Board of 
Directors. As implied by the overwhelming support for 
these amendments the changes were an outgrowth of the 
major modifications made in the last House of Delegates 
(HOD). They were intended to clarify the wording and 
intent of those changes. In one major change membership 
to the ANA, for all members, is now direct and not 
through state associations. This protects our national 
organization from large scale membership raiding as has 
occurred in the recent past.

Overall it was an especially uplifting and forward thinking 
inaugural Membership Assembly. As Karen Daley, ANA 
President stated, “In ways big and small we are delivering 
transformation that manifest itself in the form of 
accelerated responsiveness. We are changing the way we 
do business and how we interact. I hope you’ll agree that 
it is important to have faith in the possibility of something 
better, and believe that together we can create our future.”

Sounding Out Nursing’s Future

Amanda Callahan 

E.D.Avery Morgan & Pres. Judy Joy 

ANA Pres Karen Daley & CEO Marla Weston

NE Multi State Division delegates 2013

Simplify your nursing 
research...

Read 
New Hampshire Nursing News 

Online!

nursingALD.com
Access New Hampshire Nursing News as well 
as over 5 years of 39 State Nurses Association 

and Board of Nursing Publications.

Contact us at (800) 626-4081
for advertising information.
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Wanted! 
Nurses Age 20-46 

The Nurses Health Study 3 is now open to nurses age 
20-46 in the US and Canada. The Nurses’ Health 
Studies are the largest, longest running investigations 
of women’s health. Started in 1976 and expanded in 
1989, the information provided by the 238,000 dedicated 
nurse-participants has produce key advances in literally 
hundreds of important topics–altering medical practice 
and changing national dietary guidelines. The study is 
conducted by researchers at Harvard School of Public 
Health and Brigham and Women’s Hospital in Boston, 
Massachusetts.

In the early 1970s, Dr. Frank Speizer began the Nurses’ 
Health Study with the hope of learning more about 
the potential long-term risk factors for cancer and 
cardiovascular disease on women. Nurses’ Health Study 2 
began in 1989 by Dr. Walter Willett and colleagues. The 
study was once again funded by the National Institutes 
of Health. The purpose of NHS2 was to study diet, and 
lifestyle risk factors in women who were younger than 
the NHS1 participants. In 2010, Drs. Walter Willett, Janet 
Rich-Edwards, Stacey Missmer, and Jorge Chavarro 
started Nurses’ Health Study 3 in collaboration with 
investigators at the Channing Laboratory and the Harvard 
School of Public Health. For the first time ever, the study 
is entirely web-based. Participants include female LPN/
LVNs and RNs, and it’s also open to nurses in Canada. 
NHS3 aims to be more representative of nurses’ diverse 
backgrounds. It will closely look at health issues related 
to lifestyle, fertility/pregnancy, environment, and nursing 
exposures. Interested? Go to http://www.nhs3.org/

UNH Closes RN 
Completion Track

Susan Fetzer RN PhD CNL
Professor

Department of Nursing
University of New Hampshire

 
The University of New Hampshire Department of Nursing 
has announced that no further applications will be 
accepted to their RN to BSN completion track. The RN-
BSN track was started in 1975 to promote the continuing 
professional education of diploma and associate degree 
nurses. Over 500 RNs have graduated with a UNH BSN 
and many have continued on for Master’s and Doctoral 
degrees. According to Sue Fetzer, Interim Chair, “There 
are many more options for nurses in the state to obtain 
a professional degree. Our program was part of the 
University’s outreach mission to serve the needs of the 
state. The needs are clearly met, and we will focus our 
efforts and resources on our newly established Doctor of 
Nursing Practice degree.” While admissions have been 
closed, the currently enrolled students will be provided 
with the required courses to complete the UNH degree. 
The undergraduate pre-licensure program continues to 
admit 64 students per year.

In-Patient Psychiatric Care: An Analysis of 
New Hampshire Policy

Joan Catherine Widmer, ASN, BA, MS, RN, CEN

The mental health epidemic has evolved into a significant 
public health problem that recently captured the national 
spotlight. In New Hampshire, it is estimated that 26% of 
the state’s adults (253,300) suffer from a mental illness 
(Timmins, 2013). A 2011 review of New Hampshire’s 
state mental health services cited at 10% growth in the NH 
mentally ill population in 2008 and an 11% rise in 2010 
(Buck, D’Amato, Lumbert, & Wang, 2011). The number 
of yearly admissions for in-patient psychiatric care has 
climbed, from 1,358 in 2002 to 2,305 in 2012 (Timmins, 
2013). This same report noted an increase in wait times 
for access to programs at the state’s ten community 
mental health centers. Concurrently, while the number of 
admissions has been increasing, the number of beds has 
been decreasing. 

Effective statewide mental health policies are required 
to help provide needed oversight for the care of patients 
with mental health problems. The purpose of a mental 
health policy is two-fold; first, to provide for the care and 
treatment of individuals suffering from mental illness, 
especially those in a mental health crisis; and secondly, to 
protect the citizens of the state from harm that might be 
perpetrated by individuals suffering from mental illness. 
The establishment and enforcement of the involuntary 
emergency admission (IEA) process is the state’s method 
of fulfilling these purposes. By placing individuals that 
might harm themselves or others in a secure facility until 
such time as their mental health crisis is resolved, both 
the patient and the community are safe-guarded from 
imminent harm. The availability of in-patient treatment 
beds is a necessary adjunct to this process. Without 
sufficient in-patient treatment beds, individuals awaiting 
IEA placement must wait in emergency department (ED) 
beds or within the correctional system (Buck et. al, 2011). 
Neither venue provides adequate treatment for a mental 
health crisis (Buck et al., 2011) 

The State of New Hampshire’s policy relative to mental 
health is defined by the Bureau of Behavioral Health 
(BBH), a sub-division of the New Hampshire Department 
of Health and Human Services. The BBH states it 
“seeks to promote respect, recovery, and full community 
inclusion for adults, including older adults, who experience 
a mental illness and children with emotional disturbance,” 
(“DHHS-BBH,” n.d.). The BBH operates through ten 
regional Community Mental Health Centers (CMHCs) 
and several Peer Support Agencies (PSAs). The CMHCs 
are privately run agencies offering therapeutic mental 
health services such as individual and group therapy, 
medications, and symptom management. These centers, by 
state mandate, operate 24 hours a day, 7 days a week. In 
addition to routine services, they provide intensive services 
to qualified individuals with severe mental illness or 
emotional disability. The PSAs are private, not-for-profit 
agencies that contract with the BBH to provide care for 
adults with mental illness.

The State of New Hampshire’s mental health policy 
also contains provisions for the involuntary emergency 
admission to designated in-patient facilities for individuals 
experiencing a mental health crisis. By statute these 
patients must have been “determined to be an imminent 
danger to themselves or others,” (The New Hampshire 
Chapter of the National Alliance on Mental Illness [NAMI 
NH], 2013, p. 1). The BBH website details the process 
through which an IEA is initiated. 

In-patient beds are provided at New Hampshire Hospital 
(NHH) in Concord, New Hampshire. The availability of 
in-patient psychiatric beds has fallen significantly from 
just under 200 beds in 2007 to 164 today (NAMI NH, 
2013). A similar decrease also occurred in the community 
based in-patient and residential treatment beds, with 
the closure of three community based facilities (NH 
Department of Health & Human Services [DHHS], 2008). 
Currently, Elliot Hospital1 is the only other facility in NH 
that accepts IEA patients (Timmins, 2013). This reduction 
in in-patient beds has led to a lengthening of wait time for 
patients in ED’s across the state. Between August 2012 and 
November 2012, anywhere between 1 and 26 adults were 
waiting in New Hampshire EDs for an IEA in-patient bed 

(NAMI NH, 2013, p. 4). 

Mental health policies aim to help patients, families, 
healthcare workers, and the public. The patients with 
mental health problems are the primary beneficiaries 
of the state’s mental health policies and therefore a key 
stakeholder. They represent a group that cannot effectively 
self-advocate, and consequently require state protection. 
Best care practices involve regular counseling in a safe and 
convenient environment, and medication oversight (Buck 
et al., 2011; NH Department of Health & Human Services 
[DHHS], 2008). In NH, care is provided by the state’s ten 
CMHC’s, PSA’s and semi-independent living programs 
such as the Riverbend Community Mental Health Center. 
In the event of a mental health crisis, the individual is 
admitted to a secured bed at NHH. Problems arise when 
no beds are available, and the patient must wait in an ED 
bed, sometimes for several days. Child psychologist, Dr. 
Diana Weiner of Riverbend Community Mental Health 
Center, notes that the longer a patient must wait to receive 
mental health treatment, the more their condition will 
deteriorate (Buck et al., 2011). One of nursing’s primary 
roles is to advocate for best care for their patients and as 
such, nurses should seek best care practices on behalf of 
patients suffering from mental nurses. 

The families of the mentally ill are also important 
stakeholders in the state’s mental health policies. Families 
have a vested interest in having their loved ones with 
mental illness cared for using best practice, and need to 
know they have someone to turn to when their loved one is 
in a mental health crisis. According to results from a 2010 
survey conducted by the University of New Hampshire, 
patients and families receiving treatments report that 
CMHC’s programs provide strong support and help to 
decrease police encounters and school absences (Buck et 
al., 2011).

New Hampshire’s mental health workers, including 
nurses that specialize in the care of patients with mental 
illnesses, are also key stakeholders in the state’s mental 
health policies. Some are direct employees of the state, 
while others are employees of the ten CMHC’s and the 
PSA’s. These mental health workers are frustrated due to 
shrinking budgets and reduced program offerings. In the 
past few years, the Riverbend Community Mental Health 
Center reduced its staff by 10% resulting in a rise in 
caseloads from an average of 32 to 35 for the remaining 
workers (Buck et al., 2011). Salary freezes were imposed 
on employees at the Greater Nashua Mental Health Center 
and benefits eroded for most of the mental health workers 
across the state (Buck et al., 2011). Employee turnover 
is up to 20%, which may be indicative of the frustration 
many mental health workers feel regarding a grossly 
underfunded system (Buck et al., 2011).

Finally, employees of the EDs across the State of New 
Hampshire have become a principal stakeholder in the 
state’s mental health policy by virtue of the fact that they 
have become a repository for individuals in a mental 
health crisis for whom no in-patient bed is available at 
NHH. ED workers, especially ED nurses, must care for 
a wide range of patients, from those experiencing minor 
injuries to those experiencing a life or death crises. While 
many ED workers, techs, nurses and providers, have 
some training in managing patient aggression, they may 
lack specific training in caring for patients in a mental 
health crisis. While patients boarding in ED’s may receive 
medications, they do not routinely receive the essential 
treatments which might help to stabilize their conditions, 
such as individual and group therapy, psychological 
testing, occupational therapy and other effective treatment 
modalities (NAMI NH, 2013) 

As an unlocked, public area, the ED environment is not 
conducive to caring for patients with flight risks, or for 
patients staying beyond a few hours. It is an inherently 
dangerous place, with proximity to sharp instruments, 
glass and other potential hazards, for patients that have 
impaired judgment and may have high impulsivity (NAMI 
NH, 2013). The July 8th attack on emergency department 
staff members at Elliot Hospital, in Manchester, New 
Hampshire, by a patient waiting for an in-patient IEA bed 
underscores the need to analyze the state’s policy with 
respect to ED placement as a stopgap. 

1 Cypress Center in Manchester, NH is also a designated 
receiving facility for patients under IEA petitions, but they only 
accept patients meeting certain criterion. In-Patient Psychiatric Care continued on page 6
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Sullivan County 
Health Care

“All day, every day, we make life better.”

Positions available
RNs & LPNs

Full Time 3-11, 11-7 or Per Diem

IV certification and experience is preferred for 
nurses, but we will train.  This is an opportunity

you do not want to pass up.

For more information, or to set up an interview, 
please contact Human Resources

(603) 542-9511 ext. 286 or
humanresources@

sullivancountynh.gov
5 Nursing Home Drive

Unity, NH 03743
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Additionally, the failure of the state to adequately fund 
in-patient beds at NHH puts it at risk of violating its 
own stipulated provisions. IEA provisions stipulate that 
a probable cause hearing must be held within three days 
of the execution of an IEA petition and that the patient 
must be immediately transported to a designated facility 
(NAMI NH, 2013). When patients remain in ED’s for 
days, these provisions are violated and expose the state 
to violation of the patient’s civil liberties. The financial 
implications of New Hampshire’s failure to adequately 
fund its mental health policy are multifaceted, and the 
result is less than adequate care. The cost of maintaining a 
patient in an ED bed is more costly than in a community-
based support program and semi-independent living 
program. The cost of maintaining a patient at NHH or 
within the correctional facilities costs between $600 
and $2000 per day (Buck et al., 2011). Discharging these 
patients to community-based, residential treatment 
programs would cost around $200 per day (Buck et al., 
2011), a considerable savings.

While it is understandable that financial resources to 
support mental health programs in New Hampshire are 
limited to the state’s ability to generate revenue through 
various forms of fees and taxation, failure to maintain 
these programs merely shifts costs back on society 
through other mechanisms. Currently, the state receives 
some reimbursement from Medicare and Medicaid, and 
some reimbursement from private insurance for the care 
of patients with mental illness. Emergency departments 
receive similar forms of reimbursement for the care they 
provide that represent a fraction of the billed charges. 
The 2010 national reimbursement rate for Medicare was 
approximately 92%, and the Medicaid rate was about 93% 
(“American Hospital Association,” 2012). NHH, however, 
receives only 50% of its billed daily rate from Medicaid. 
Furthermore, the reimbursement rate for physicians is 
also substantially less, averaging 54% in New Hampshire 
(Turner, 2012). The shortfall is then shifted to other 
patients, in the form of higher routine charges; a necessary 
practice used by health care institutions to keep their doors 
open.

One of Governor Maggie Hassan’s budget priorities calls 
“for a $28 million investment in mental health services,” 
for community-based services, in-patient psychiatric 
beds and ten new crisis response teams (Rogers, Corwin, 
Evans-Brown, & Bookman, 2013). But with the failure of 

the casino gambling initiative, and its anticipated licensing 
fee of $80 million, the Hassan administration is now 
struggling to balance the state’s biennial budget, including 
funding its mental health initiatives. In June, the state took 
steps to mitigate the lack of in-patient psychiatric beds by 
opening an additional 12 beds at NHH, but it is unclear 
at this time if these beds will solve the problem of ED 
boarding.

The State of New Hampshire should heed the 
recommendations issued in the 2011 report issued by 
The Nelson A. Rockefeller Center at Dartmouth (Buck 
et al., 2011) and the 2008 task force (DHHS, 2008). Key 
among the recommendations in these reports are 1) Create 
a mental health taskforce to assess the mental health 
situation in the state, 2) Create and fund transitional 
housing, (a similar program in New York was shown to 
reduce costs by 75%), 3) increase the number of facilities 
in the state to accept in-patients, and 4) develop new 
intensive outpatient services. These recommendations 
coincide with Governor Hassen’s budget priorities for the 
state’s mental health services.

The State of New Hampshire’s policy to provide mental 
health services for residents of the state with mental 
illness is lacking in its ability to provide for the state’s 
residents suffering from mental illness, as well as to 
safe-guard the community. Budget constraints over the 
past ten years have necessitated reduction in many of 
the CMHC programs and the closure of many in-patient 
beds, resulting in the current problem of psychiatric 
patient boarding in emergency departments throughout 
the state. The boarding of patients under IEA petitions in 
emergency departments is inherently dangerous, for both 
the patients and the ED nurses and providers caring for 
these patients. The state legislature should act immediately 
by creating a mental health task force to develop and make 
recommendations to ameliorate this growing problem. 
The legislature should them promptly act to implement 
recommended programs with the requisite funding, 
recognizing that the costs of caring for the state’s residents 
with mental illness are already actively being incurred 
in other areas. Nurses and other health care providers 
throughout the state should recognize that they can 
facilitate this process, and help enhance the safety of New 
Hampshire’s health care workforce, by contacting their 
local representatives and urging attention to this issue. 
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In-Patient Psychiatric Care continued from page 5

Sue Fetzer, NH Nursing News Editor

In chaos theory it is known 
as the butterfly effect. The 
butterfly that flaps its wings in 
one part of the world can create 
a change in the environment 
to cause or prevent a tornado 
in another part of the world. 
It also has been called the 
avalanche effect. One additional 
snowflake, a small change on 
the top of the mountain results 
in a considerable change at the 
bottom of the mountain. Or perhaps you know it as the 
domino theory. Two such events have the potential of 
drastically changing nursing in New Hampshire. 

About 14,000 school-age children in California have 
diabetes and require insulin. But California schools have 
only one nurse for every 2,200 students. Only 5% of 
schools have full-time nurses, 69% have part-time nurses 
and 26% have no nurse at all. As a result, some schools 
have permitted non-licensed personnel to administer 
insulin; but some schools refused. In 2005, four parents of 
diabetic students filed a federal law suit against the state 
alleging that schools were violating the law by refusing 
to provide students with insulin. In these cases, parents 
left their jobs to administer the insulin to their child. 
California settled the suit by agreeing that unlicensed 
school employees could inject insulin. In response, the 
California Nurses Association sued, won in the lower 
court, and the American Diabetes Association appealed. 
In August, 2013, the butterfly flapped its wings, the 
snowflake dropped and the domino tipped. The Supreme 
Court of California overturned the lower court, again 
allowing non-licensed personnel to administer routine and 
prn insulin to school children.

In 2011 the Governor of Minnesota signed into law 
the “Community Paramedic” bill. In the same month, 
a technical college offered a 120 hour training course 
for EMTs and paramedics interested in the new role. 
The program seeks to improve public health services 
particularly in underserved areas. Specific community 
paramedic role objectives have been reported as: to help 
individuals overcome barriers to accessing and benefiting 
from health services; serve as advocates, facilitators, 
liaisons and resource coordinators; mentor and empower 
residents, communities and health care systems to 
achieve positive outcomes and reach optimal wellness. 
The curriculum includes training in health screening 
assessment, dispensing of immunizations, mental 
health assistance, suturing and wound care, and disease 
management. There is an intent to eventually obtain 
third party reimbursement. Similar programs have been 
proposed in Wisconsin and North Dakota. In Honolulu 
when the top 10 callers to 911 had taken an average of 52 
ambulance rides per year a similar program was launched. 
The plan was for two community paramedics to visit the 
top 50 callers to determine the underlying causes of their 
problems and steer them to more appropriate care. The 
program recently lost its funding. “It wasn’t our area of 
expertise, nor did we have the resources,” said a paramedic 
for 25 years. Two butterflies flapping; two snowflakes 
falling.

Nurses in New Hampshire have been comfortably 
protected from many major threats to nursing practice 
integrity. School nurses have consistently worked to 
maintain student health and welfare, and to demonstrate 
their value to school boards. Advanced practice nurses 
have successfully defended threats to their capabilities. 
Will the California school nursing decision move across 
the country? Will community paramedics be welcomed in 
rural New Hampshire? While these butterfly events seem 
unrelated they point to a delicate balance of forces. What 
will New Hampshire nurses do to flap their own wings 
or make their own snowflakes before the dominoes fall? 
Awareness is only a first step. It remains to be seen if the 
voice will be heard.
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PERDIEM STAFF WANTED
FOR SNF, LTC & ASSISTED LIVING -

All Shifts
Previous experience and flexible schedule a must!

Send resume and cover letter to:
Webster at Rye Human Resources

795 Washington Road
Rye, NH 03870

Or email to
info@websteratrye.com
Please no calls/walk-ins.

Opening for Full Time 
Nursing Faculty Position

The Department of Nursing at Saint Anselm College 
seeks applications for a full time tenure track position. 
Candidates should have a Doctoral degree in Nursing and experience in medical 
surgical nursing. Candidates enrolled in a Doctoral program will also be 
considered. A minimum of two years teaching experience is also required.

• Excellent compensation for qualified nursing faculty
• Low faculty-student ratio in clinical settings
• Clinical agencies with proven nursing excellence
• Over 50 years of program success

Review of applications will continue until the position is filled. Salary based on 
experience and qualifications. Please visit www.anselm.edu/hr  
to submit application. Saint Anselm College is a Catholic, Liberal Arts College 
in the Benedictine tradition dedicated to educating students for a diverse world. 
Successful candidates will be able to assist the college to further its strategic 
goals for institution-wide diversity and inclusiveness. 

Saint Anselm College is an equal opportunity employer.
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Jane Leonard, MBA, BSN, RN 

Ah-h, summer camp! What a novel, fun-filled change 
from the academics of teaching RN-BSN courses, guiding 
third year students through the rigors of acute medical-
surgical nursing, and facilitating synthesis seminar for 
graduating seniors. Summer camp! The phrase alone 
conjures up idyllic visions of laid back leisure and a pace 
so inconsistent with high acuity hospital nursing that one 
might actually forget the two arenas are, in some ways, 
more similar than different. 

Reflecting over those past eight weeks and reviewing 
my third summer as a residential camp nurse, I found 
myself recalling the pleasure and excitement of a full 
time staff position after the first two years being per-
diem and part time. Initially, I was intimidated given my 
limited experience in pediatrics. This year, however, I 
was up for the challenge and enthusiastic about being 
lead nurse. Little did I anticipate or even imagine what 
was to come. An eight hour shift once or twice a week, 
or even an occasional overnight, was no comparison to the 
exhaustive experience of working 24/7 for ten and twelve 
days straight every two weeks. Three meals a day and 
having my own cabin was great, but forget weekends off! 
That only happened on the off weeks when one session 
closed and preparations made for the next wave of camper 
“admissions” the following Monday.

Camp had four two week sessions. Of the 260+ campers, 
most were from low to moderate income families, the 
cost being adjusted to family income with a sliding fee 
schedule, and roughly 94% of the children were insured 
by NH Medicaid Healthy Kids program. For some the 
experience was a family event with siblings and cousins 
attending at the same time. For others it was a family 
tradition with parents having been a camper, years ago. 

Aside from the usual childhood and seasonal conditions of 
exercise induced asthma, bee sting allergies with Epi-pens 
and food intolerances, the list of presenting symptoms 
and conditions was staggering. At one point, 57% of one 
session’s children were on one or more psychotropic, 
antidepressant, anti-anxiety, or neuroleptic medication. 
It was not unusual to have an eight or ten year old on 
sertraline HCL (Zoloft) or bupropion (Wellbutrin), and 
then be taking 6-9mg of Melatonin every night for sleep. 
That did not include the extensive medications used to 
treat their ADD, ADHD, ODD, PDD, PTSD and other 
mood disorders. The list seemed endless. Countless 
cases were prescribed to receive atomoxetine (Strattera), 

From Med-Surg to Summer Camp – Reflections 
from the Woodlands

Meticulously assessing 
hair and scalp of every 
camper on opening day for 
Peticulosis capitis (head lice) 
is not taken lightly. Campers 
are denied access on opening d a y 
if evidence is present at the time of c h e c k 
in. But as we entered the final stretch of the season, I 
was reminded of those hospital shifts where things occur 
on a Friday afternoon just before or shortly after the 
ancillary departments have gone home. As fate would 
have it, on that Friday a case manifested itself forcing an 
entire female cabin to have head re-checks and, to be on 
the safe side, every female on site – campers and staff – 
were double checked and cleared for the remainder of the 
session. Fortunately, it was an isolated case, the individual 
sent home, and cabin decontamination completed.

To the children whose home life throughout the year may 
be disrupted by means far outside their control, camp is a 
haven. It is two weeks of fun and games, friendships and 
caring. No amount of bug bites or band aids, rainy days or 
sweltering heat, will ever diminish the joy and confidence 
they receive being at summer camp. As the inscription on 
the large granite boulder near the entrance to the ropes 
course says, “Every Kid Deserves Camp” and I couldn’t 
agree more. And every nurse should have the same 
experience. 

guanficine (Intuniv), methylphenidate (Ritalin) and 
clonidine (Catapress), to name just a few. These were 
children between the ages of 8 and 14, boys and girls alike. 
In fact, one young camper received a daily combination 
of lisdexamfetamine dimesylate (Vyvanse), ziprasidone 
HCL (Geodon), and minipress (Prazosin), targeting three 
of the five conditions abbreviated above. Needless to say, 
the desk copy of Nursing Drug Handbook was well used 
as most of these meds are not first line drugs of choice on 
the cardiac telemetry unit I’m most familiar with during 
clinical rotations. I felt as though I’d had a refresher course 
in pediatric nursing and psychiatric pharmacology.

Medication administration four times a day, seven days 
a week, and PRN inhalers were not the only interesting 
challenge. Potential trauma nursing was another area 
of concern. By that I don’t mean the occasional cuts, 
scrapes, bruises, sprains and bleeding bug bites routinely 
obtained from those fiercely competitive games of 
Capture the Flag, kickball or Jello® wars. No, I mean 
distress radio calls announcing, “Injured camper on the 
high ropes course,” or “Counselor down at the basketball 
court. He can’t move.” In haste, I drove the golf cart, 
first aid backpack secured, down the trail to investigate 
the incident. Mentally rehearsing the ABC’s of first 
response, I anticipated finding a semi-conscious cabin 
counselor lying face down after a missed layup shot. 
To my great relief, that was hardly the case. However, 
he was in excruciating pain and unable to stand. After a 
quick assessment, leg bones in alignment, ice pack and 
ace wrap to his right thigh, and assisted transport to the 
main building, he was brought to urgent care for further 
assessment and diagnostics. The result – a torn right 
quadricep muscle rendering him helpless at camp, but 
earning him a ticket home for the weekend and three days 
off-duty rest, an orthopedic consultation, and a pair of 
crutches better suited for his 6 foot 4 inch frame. 

Rashes seemed to occur on a daily basis. Not the usual 
poison ivy or typical mosquito bites requiring thin 
coatings of calamine lotion, or ample dose of Benadryl® 
spray. Most were vibrant red papules some with distinct 
patterns of various sizes, some with sever itching, others 
with no symptoms at all. Ironically, most appeared on 
male campers exclusively, raising suspicion over possible 
hygiene practices and the accumulation of wet, soiled 
clothing, sneakers, and sleeping bags. One unique case 
was diagnosed as a rare, benign viral infection called 
Gianatti-Crosti syndrome. According to the dermatologist, 
it wasn’t contagious, was self-limiting and may even last 
months to years.

Talk to a recruiter today to learn more.

A pArt-time cAreer thAt reminds you

why you becAme
A heAlth professionAl.
Serving part-time in the Air National Guard, you’ll have the opportunity to help 
others. You’ll receive comprehensive benefits, a flexible work schedule and 
experience the satisfaction that comes from serving your community and country. 
Talk to a recruiter.

UNIVERSITY of  NEW HAMPSHIRE
DEPARTMENT of  NURSING 
“Preparing skilled, knowledgeable, reflective leaders in health care.”

Doctor of Nursing 
Practice (DNP) Program 

•	 Are	you	a	busy	ARNP?	CRNA?	Midwife?	CNL?	Nurse	Executive?

•	 Have	you	thought	about	a	doctoral	degree?

•	 Have	you	heard	about	the	DNP?

The purpose of Doctor of Nursing Practice education is to prepare clinically 
focused advanced practice nurses with the competencies needed for increasingly 
complex practice and leadership roles.

DNP prepared nurses address challenges in the current health care system as 
experts in clinical scholarship and practice improvement.

To learn more about excellence in nursing as a 
Doctor of Nursing Practice through UNH contact 

Dr Donna Pelletier at 603-862-2271 or visit 
http://chhs.unh.edu/doctor-nursing-practice-dnp
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Bertha A. Bradbury, 93, of Hinsdale, 
NH, passed away Saturday, July 6th, 2013. 
Graduating from nursing school in 1941, 
in 1945, she joined the U.S. Army and soon after began 
a south pacific tour of duty. She was stationed in the 
Philippines and Nagasaki, Japan. She served many 
generations of Hinsdale children as their school nurse 
for nearly 30 years until eventually retiring in 1982. For 
several years she was also known as the “town nurse.” 
She also worked at the Brattleboro Memorial Hospital for 
several years.

Pauline Ouellette Montroy, 
91, formerly of Somersworth 
passed away July 11, 2013 
Educated in Maine, she practiced 
as a school nurse in Somersworth 
before entering the Navy, where she 
served her country during WWII as a 
lieutenant Navy Nurse. 

Gail Ann (Tillotson) McQuiggan, 74, a resident of 
Nashua, died July 12, 2013. She was a long time employee 
of St. Joseph Hospital in Nashua after graduating from the 
St. Joseph’s School of Nursing.

Karen S. (Hilliard) Parker, 55, 
died July 25, 2013 after battling 
ovarian cancer. She earned a LPN 
certificate from Saint Joseph Hospital 
School of Nursing in 1980 and an 
associate degree in nursing from New 
Hampshire Technical Institute in 1990. 
Early in her career, she practiced at 
Hampstead Hospital for several years.

Dorothea “Dora” M. (Goodwin) 
Young, 104 died August 7, 2013. Born 
in London, England she immigrated 
to New Hampshire as a young teen. 
She earned her RN from Memorial 
Hospital School of Nursing in 1930 and 
then moved to Warner as a private duty 
nurse in 1931. She retired from nursing 
in 1983 after a long career caring for 
elders. 

Vivian Christina Cote, 81, of Nashua, died June 7, 2013. 
Educated in Utah, she began her career as a registered 
nurse at St. Joseph Hospital in Nashua where she practiced 
for twenty five years.

Maureen Christina (Foley) Canny, 73, a resident of 
Nashua died June 14, 2013. Educated in Rhode Island 
she continued her nursing education at Boston University. 
Most of her career was practicing at Greenbriar Terrace 
Healthcare, and she also served as a school nurse for the 
City of Nashua for many years.

Olive Millicent Cappuchi, born in 
Australia, passed away June 15, 2013. 
She practiced for many years in the 
operating room at Catholic Medical 
Center.

Mary L. (Charter) Johnson, 77, of 
Auburn, died June 17, 2013. Until her 
retirement, she was a surgical nurse at 
the Elliot Hospital for 25 years. 

Frances Julia Traum Mauch, 88, passed away on July 
2, 2013. Educated in New Jersey, she practiced as an OR 
nurse before having a long career as a high-school nurse in 
which she was a staunch advocate for teenagers. Frances 
was nurse for many summers at Camp Hale on Squam 
Lake, and later the school nurse of Inter-Lakes High 
School in Meredith for 30+ years, retiring at the age of 70, 
only to accept a position three months later at the newly 
formed Community School of Tamworth. She practiced 
there until she was 80, saying, when asked why she was 
retiring so young, “It’s better to leave while they still think 
you’re good at your job than be asked to go!”

in memory of our CoLLeagues
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NHNA is pleased to honor deceased nurses who 
graduated from New Hampshire nursing programs and/or 
practiced in New Hampshire during their nursing careers.

Catherine (Colbert) Lozeau, 96, of Nashua died May 
18, 2013. A graduate of the St. Joseph Hospital School of 
Nursing she practiced as a nurse at St. Joseph Hospital 
for forty years. She was a member of the New Hampshire 
Council of Catholic Nurses.

May R. (Burley) Bernier died May 18, 2013, at the age 
of 83. Her career as an LPN included working at Harris 
Hill Nursing Home, Norris Nursing Home and Merrimack 
County Nursing Home of Boscawen. She went on to own 
and operate Huckins Geriatic Home in Boscawen for 18 
years. She retired from Merrimack County Nursing Home 
at the age of 77.

LaTonne “Toni” Ann Atherton, 57, of Gilmanton, 
died, May 21, 2013. She practiced as a registered nurse 
for approximately thirty-seven years before retiring in 
September, 2012. She had been employed at the New 
Hampshire Veterans Home.

Carol E. (Glass) Rust, 65, of Nashua died on May 23rd, 
2013. She practiced at Southern NH Medical Center for 
more than 32 years.

Kathleen “Kathy” (Rogers) Wilson, 63, of Laconia died 
suddenly May 24, 2013. She practiced as a registered nurse 
for the Franklin Visiting Nurse Association and Hospice in 
Franklin.

Cynthia J. “Cindy” Salisbury, 62, died on May 27, 2013. 
A Nashua native she graduated from Concord School of 
Nursing, Concord. She practiced at St. Joseph Hospital for 
more than 10 years.

Carol A. Morrison, 77, died May 29, 2013 in Derry. 
A diploma graduate from Massachusetts she practiced 
throughout southern New Hampshire and retired from 
Birchwood Nursing Home in Derry after 20 years. 

Jacqueline H. (Goudreau) St. Laurent, 81, died June 
5, 2013. Born in Berlin she practiced as an LPN after 
attending the NH Vocational Technical Nursing Program 
in 1971. She was employed at St. Vincent DePaul Nursing 
Home for 28 years and retired in 1994. 

AMHC provides competitive pay and a supportive team environment. 
Our mission is to provide comprehensive mental health, substance 
abuse treatment services to Aroostook, Washington and Hancock 
County communities.

❍ Psychiatric Nurse Practitioners

Recruitment is underway for Master Level Psychiatric Nurses who are 
independently licensed in the State of Maine. Primary responsibilities 
are to provide psychiatric assessments and medications management, 
as well as consultation to multidisciplinary care teams.

This position requires a Masters Degree that represents study in 
advanced clinical practice in a selected area of psychiatric nursing, and 
passing of a national certification examination. This position requires 
the individual to be independently licensed as an Advanced Practice 
Nurse by the Maine State at time of hire. AMHC is also NHSC approved 
employer.

Salary commensurate with experience. Assistance also available for 
interview, relocation and licensure expense reimbursement. 

Please submit a letter of interest, resume to:

Ronald G. Thibodeau
Assistant Director of Personnel Services

AMHC
P.O. Box 1018

Caribou, Maine  04736

Email to: Rthibodeau@amhc.org

AMHC is a non-profit organization and an Equal Opportunity Employer.

Quality Care Coordinator

LPN or RN 
School is back in session and summer is winding down! Do you wish to 
find something else to fill your days? Are you semi-retired, but not yet 
ready to be out of the field? Are looking for those perfect hours that 
aren’t too late or too long or something that supplements your full-time 
income? We might have just the position for you!

Woodcrest Village, having a long tradition of providing quality assisted 
living services, is looking for a positive and team-oriented individual 
to work between 4 and 28 hours a week in The Courtyard, our memory 
care program. Strong supervisory experience and a solid understanding 
of dementia and Alzheimer’s a must. This is a hands-on position 
which includes some assisting of residents with personal care needs, 
medication administration, and meal time oversight. Daily hours are 
4:30 to 8:30 p.m.,three to four times per week unless you wish to work 
more.

Competitive salary offered in a family-owned and operated community. 
Having been in business for over 25-years, we value the difference you 
can make. Please submit resumes to the attention of Jamie McConnell, 
RN. We look forward to meeting you!!

Woodcrest Village
356 Main Street

New London, NH 03257
Phone: 603-526-2300  •  Fax: 603-526-2314

Email: nurse@woodcrestvillage.com

www.woodcrestvillage.com

Kindred Nursing and Rehabilitation – Hanover Terrace,
in Hanover, NH offers short-term rehabilitative as well as
long-term care.  Our emphasis is on service excellence –

providing quality care in a home-like environment to allow
for independence and to enable our patients and residents
to receive the medical care they need, the restorative therapy
they require, and the support they and their families deserve. 

We are currently seeking
Licensed Nurses – LPNs & RNs

Requirements: graduation from an accredited school of
nursing, current NH RN/LPN license and CPR certification. 

As a part of Kindred Healthcare, the largest diversified
provider of post-acute care services in the nation and a

Fortune magazine Most Admired Healthcare Company for
four years running, we offer the stability, quality, and

resources for optimal learning, growth, and advancement.
In addition to a dynamic, supportive work environment,

we offer competitive compensation and benefits.

To review current openings and apply, please visit us 
online at www.hanoverterrace.com/careers/

Drug-free/EOE
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Member Spotlight

The following reflections come from two members of our 
Nursing Practice Commission

Born a Nurse
Nancy (Merlino) Spaulding, BSN

Nursing is a career that many people get into because of 
some type of life event that happened to them. For me, I 
was simply born a nurse. From as young an age as I can 
remember, I always knew I was either going to be a nurse 
or a teacher. The “caring” role was part of me very early 
on. When my little sister was sick, I was always trying to 
take care of her (not because I had to because of course 
my parents were around) but because I wanted to. I was 
always the first one to run and get band-aids for my dad 
when he cut himself doing woodwork. Taking care of 
someone in need gave me a feeling that I couldn’t get from 
anything else. I simply felt that it was in my nature.

 In 8th grade, my class took a tour of the high school 
that we would be attending the next year. Part of the tour 
included going into the vocational wing of the high school. 
I can still remember the moment the doors opened and I 
saw the simulation hospital room set up and the students 
in scrubs practicing taking vital signs on one another. I 
knew from that moment that I was going to take the health 
occupations class in high school and start my nursing 
career as early as I possibly could. We weren’t supposed 
to take the class until junior year but after begging my 
guidance counselor, he allowed me to take the course as 
a sophomore so that I would finish my junior year. At the 
age of 16, I became an LNA and have never turned back.

After high school, I immediately enrolled in St. Anselm 
College to obtain my BSN. My nursing courses were going 
great but during my sophomore year, I began to worry that 
I had jumped into the wrong field too early. I had been 
volunteering at a day care and adored every minute of it. I 
worried that perhaps I was meant to be a teacher all along. 
I got a part time job at a day care while still in college and 
realized that while I did love teaching, I was truly meant 
to be a nurse first and foremost. This minor “mid-college 
crisis” led me to see that I did not have to choose between 
being a nurse and a teacher. I could be both. I am presently 
enrolled in Rivier University’s MSN program for nurse 
educators. I hope to one day become a clinical instructor 
and teach students the hands-on skills of being a nurse. In 
this way, I can combine the love I have for nursing with 
the desire I have always had to teach. Currently, I am just 
finishing up my first year of being a nurse at Catholic 
Medical Center in Manchester, NH and I have never been 
happier. I feel like I am making a difference in the lives of 
my patients each and every day.

It is a great feeling to love your job and know that you 
are working towards a career that will help you grow as 
a person. I can’t give a specific reason of why I became a 
nurse, just simply that it is who I have always been.

My Nursing Journey
MaryEllen King, BSN, RN, CPN

This may sound funny to you but then again there might 
be those of you who recognize the call. I always wanted 
to be a nurse. There was never any question in my mind 
which aggravated my engineer father to no end. My 
godmother was a nurse. She was my mother’s best friend. 
When I asked her what she did she would always reply “I 
take care of people when they are sick and help them t get 
better. I help them to understand what the doctors tell them 
because sometimes they don’t understand and they are 
afraid to ask” She always made it seem like it was the best 
thing in the world to do. She also expounded on the virtues 
of nursing being a profession that allowed you to raise a 
family, since there were always opportunities to work part 
time; you could even leave the profession for awhile if you 
needed to and then ‘get back in’ as long as you upgraded 
your education. Since I was raised at a time when women 
were still expected to raise families, this idea was very 
attractive, and by the time I was 8 or 9 years old, I had 
firmly decided on nursing as a career.

Where I would go to school was never in question either. 
My father was on the faculty at Northeastern University in 
Boston, and later he was a dean. One of his job benefits 
was that all his children could go to NU tuition-free. Dad 
was a very practical man and in our house his word was 
law, so there was no question of applying to other schools. 
I was coached and prodded all the way through junior high 
school and high school to get good grades so I would be 
accepted at NU, which at the time had some fairly high 
admission standards.

I did graduate, in 1978, magna cum laude, after 5 years 
in the ‘co-op program’ which allowed me to get a lot of 
practical experience in addition to my academic training. 
I immediately joined the US Air Force and was granted 
the rank of 2nd Lieutenant based on my college degree. 
I travelled all over the world and gained a wide variety 
of nursing experience. I also got married, which then 
prompted me to resign my commission and start raising a 
family. I experienced lots of moves, lots of different jobs, 
depending on what the kids and the spouse were doing , 
and the wonderful thing was, wherever we went, I could 
always find something.

I finally got the job of my dreams 10 years ago. I work 
as a triage nurse for a pediatrician’s office. I have a good 
personal as well as professional relationship with each 
of my doctors and the way I see it, I take care of them 
as well as my patients. I’m the one who schedules all 
the appointments except for physicals, so I can ‘make or 
break’ their day. I find that I am very good at deciding 
when a patient needs to be seen and I excel at patient 
education which has always been a priority in my career.
It has been a long journey. I have to laugh when I think I 
have been a nurse now for 35 years. If you count my jobs 
in college, I have been in the health care business since 
I was 18 years old. I’ve seen a lot of changes, both good 
and bad. One thing I regret is that I’ve never pursued 
an advanced degree. I wonder what kind of interesting 
opportunities I might have had with a Master’s or even a 
PhD. If any of you are thinking about that next degree, I 
encourage you to go for it! The journey is long but the time 
is short.

Educators Retire 
– New Educators 

Appointed
Three well respected New Hampshire nurse educators and 
program heads announced their retirement at the end of the 
Spring 2013 semester. 

Wendy Wilson retired as head of the Lakes Region 
Community College Nursing program. Replacing Wilson 
is Carol Brody. Brody obtained her ADN from the State 
University of New York, and Bachelor’s and Master’s degrees 
from the University of Phoenix.

Anita Pavlidis retired as head of the nursing department at 
the New Hampshire Technical Institute. Here successor is 
Mary Jean Byer, Professor of Nursing, received her BS in 
Nursing from the University of Connecticut and her MS in 
Parent-Child Nursing from Russell Sage College. She has 
been both adjunct and full time nursing faculty at NHTI 
since 1986. Her focus has been in obstetrical nursing, and she 
maintains membership in the Association of Women’s Health, 
Obstetric and Neonatal Nurses.

John Colbath retired as head of the nursing department at 
the While Mountains Community College in Berlin. Emily 
MacDonald has been appointed as the new department head. 
MacDonald obtained a BSN from Fitchburg State College 
and her MSN from the University of Rhode Island.

Franklin Pierce Announces New Director

Franklin Pierce University 
announced the appointment of 
Lisa J. Hogan, DNP, CRNA, as 
the Director of Nursing Education, 
serving as the nursing administrator 
for both the graduate and 
undergraduate nursing programs. 
Dr. Hogan is an Advance Practice 
Registered Nurse who specializes 
in nurse anesthesia. Dr. Hogan 
holds a BSN, Masters in Nurse 
Anesthesia and a doctorate in 
nursing practice. She is currently completing her dissertation 
as a Ph.D. candidate in Education / Instructional Leadership 
& Management at Robert Morris University. She has taught 
nursing anesthesia at the University of New England in 
Portland Maine, at Northeastern University and served in the 
U.S. Army Nurse Reserve for 14 years. In 2003, she spent 
time on active duty at Walter Reed Army Medical Center, 
Washington, D.C.

Wendy Wilson Carol Brody

Anita Pavlidis Mary Jean Byer

John Colbath Emily MacDonald

Lisa Hogan

St. Francis Rehabilitation and Nursing Center
St. Francis is a 51 bed skilled nursing facility.

Here people work together to make good things 
happen every day. 

ASSISTANT DIRECTOR OF NURSING SERVICES

Position Description: The ADNS functions as a 
member of the nurse management team under the supervision 
of the Director of Nursing Services. Major responsibilities include 
management of the facility’s staff development, infection control and 
quality assurance performance improvement programs. 
Requirements: The successful candidate will be a registered 
nurse (RN) with a minimum of five years current experience and 
licensure in the state of NH or license eligible. Knowledge of federal 
and state regulations pertaining to the provision of long term and 
skilled nursing care and the ability to manage programs to maintain 
compliance are essential.

Please mail or fax resume to:
St. Francis Rehabilitation and Nursing Center

Linda Sanders,RN, Director of Nursing Services
406 Court Street, Laconia, NH 03246

stf.dns@nh-cc.org • Fax: 603-527-0884
No Walk In’s or phone calls, please

Nursing Lab Coordinator (Technical Specialist)

Plymouth State University in Plymouth, New Hampshire, 
committed to academic excellence, invite dynamic applicants 
who are devoted to teaching in a vibrant learning environment 
to apply for a new full-time, Lab Coordinator in our Bachelor of 
Science nursing degree program. This is a year round 100% 

time position and is fully benefited. 

To view a full description of this position and/or to apply please visit:  
https://jobs.usnh.edu/applicants/Central?quickFind=53456

Plymouth State University is an EEO/AA Employer.
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Kudos

Nurses Week Dance-A-Thon

In celebration of nurses’ week 2013 Northeast 
Rehabilitation Hospital held their first annual Dance-A-
Thon. The event was organized by their Nurse of the Year 
Karen Bohnwagner, RN, and Nurse’s Assistant of the 
Year Lisa Robert. Employees, friends, and family danced 
around the clock to raise money for Family Promise of 
Greater Rockingham County, a nonprofit organization 
that aides homeless families with shelter, food, and 
support finding permanent housing. Kathy Gillis, RN, 
and Pauline English, RN, kept people moving with a 
Beginners Belly Dancing lesson as the night went on, 
while Dourriya Jafferji, RN, helped keep spirits up with 
massage therapy. The endeavor proved successful, running 
for 12 hours and raising $4,562.55. for Family Promise. 

PN Program Accreditation

The Practical Nursing Diploma Program at NHTI 
– Concord’s Community College, was granted re-
accreditation by the Accreditation Commission for 
Education in Nursing. The Board of Commissioners 
granted continuing accreditation to the program for eight 
years, scheduling its next evaluation visit for Spring 
2021. The program is one of the five nursing programs 
in the state that prepares licensed practical nurses. It has 
achieved the highest NCLEX pass rates over the past three 
years.

Home Care Nurses Recognized

The Home Care Association of New Hampshire recently 
honored several members at their 2013 Annual Meeting 
for distinguished service. Barbara Duckett, CEO of 
Home Healthcare, Hospice & Community Services (HCS) 
in Keene, was presented the 2013 Home Care Service 
Award for her significant leadership contribution to the 
home health field and to the Association. During her 13-
year tenure at HCS, Duckett has served as a role model 
for other home care leaders by growing an agency that 
provides home care and hospice services, delivers Meals 
on Wheels, hosts an adult day program and manages the 
region’s community transportation network. She has 
served on the Home Care Association’s Board of Directors 
for many years and has been a champion for quality home 
care services for the people of New Hampshire. 

The Maryellen LaRoche Public Policy Award was 
presented to three individuals for their advocacy efforts: 
Margaret Franckhauser, CEO of Central NH VNA in 
Laconia; Richard Petersen, CEO, Interim HealthCare 
in Manchester and Sandra Poleatewich, Administrator, 
Interim HealthCare. They were instrumental in the 
passage of SB 87, which clarified state laws related to 
home care and created consumer and provider protections. 
The award is presented annually to honor the memory of 
Maryellen LaRoche, a home health agency administrator 
from Carroll County who encouraged colleagues to be 
engaged in state and federal legislative issues.

ask fLo...
Ask Flo is designed to answer questions about practice, 
education, administration or employment. Send your 
questions to Ask Flo c/o NHNA Nursing News. All 
questions will be printed anonymously.

Ask Flo
Dear Flo,
My husband has accepted a new job and we are going to 
relocate. I have not applied for any new positions yet, but 
know I will need to provide references. I have given my 
current nurse manager a 1 month notice. Can I ask her for 
a reference or a letter?
Signed, New Opportunity

Dear Opportunity,
References are an important part of a job application. 
Most potential employers will require at least three 
references. When employers or academic programs 
request references they often have a specific form 
or provide a website link for an electronic reference 
submission. Very few employers will accept “generic 
references provided unsealed by the applicant. Many 
individuals providing a reference prefer to send the 
confidential reference directly to the agency. Your 
reference may also wish to know the position that you are 
applying for so that they can tailor the reference. Do ask 
your manager if you may contact her in the future for a 
reference. Maintain a list of potential references including 
their title, address and contact information. Use the list 
when you complete your applicatixons, providing three 
individuals who can attest to your practice. And don’t 
forget to contact them for their permission to supply their 
name to your potential employer. Good luck!
Flo

Dear Flo,
I work on a surgical unit. I was caring for a patient 
recently that was post op open abdominal surgery. She was 
NPO post op but did not have an NG tube. The provider 
ordered sips of water prn and even allowed her chewing 
gum. I always heard that bowel sounds must be found 
before we started anything orally.
Signed, Post-op Nurse

Dear Post-op,
Recent evidence has suggested that small amounts 
of fluids placed in the stomach after bowel or lower 
abdominal surgery does not promote a paralytic post op 
ileus. In fact, the opposite is true, chewing gum and small 
sips of fluids together with early mobilization promotes 
colon mobility and decreases length of stay. Small 
amounts are readily absorbed by the stomach. Gum may 
improve oral hygiene and promote patient satisfaction. 
Bowel sounds tend to be a late indication of the return of 
bowel function. A better assessment finding is the passage 
of flatus.
Flo

Dear Flo,
Recently we have had some new diabetic patients on our 
visiting nurse caseload that have been placed on U-500 
insulin. This is not an insulin that I am familiar with, are 
there any special nursing considerations?
Sincerely, VNA Nurse

Dear VNA Nurse,
The growing problem of obesity has resulted in more 
diabetic patients suffering from insulin resistance. 
Greater amounts of insulin are required, and when those 
requirements exceed 300 units per day, the volume of the 
U-100 insulin becomes a problem of administration and 
absorption. These patients may do better with U-500 
insulin which is five times a potent as U-100 insulin. 
In addition, while the U-500 insulin peaks similar to 
regular U-100 insulin its length of action is more like 
longer action insulins. When patients are moving from 
one facility or service to another, it is important to 
communicate the type of insulin and the concentration. 
Careful attention is needed to insure that the correct 
number of units of the correct concentration of insulin 
is drawn up for administration. Significant medication 
errors have been made when U-500 insulin is mistaken for 
U-100 insulin, as the patient will have received five times 
the ordered dose. The risk of hypoglycemia is high if used 
inappropriately. Be careful and double check!
Flo
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Toxic Nursing: Managing Bullying, 
Bad Attitudes and Total Turmoil 

Cheryl Dellasega and 
Rebecca Volpe
Sigma Theta Tau International (April 2013)
Paperback, 368 pages

Toxic Nursing is another excellent book in a series of books that has 
been reviewed for the New Hampshire Nurses Association which 
deals with workplace relationships and aggression. It is an unfortunate fact that the 
nursing profession is still struggling with lateral violence and toxic work environments. 
This excellent book addresses conflict from interpersonal relationships at all levels. 
Some of the issues addressed are aggression, covert bullying, cynicism, drama and 
overt antagonism. Peppered with vignettes giving real-life examples, the writing 
flows well making this a dense but very readable book. This book offers numerous 
concrete strategies for common employee challenges that nurse managers and nurse 
administrators at all levels face. Each chapter ends with an activity challenging the reader 
to grow and learn, also allowing for group learning, should you wish. Toxic Nursing is a 
valuable read empowering and helping to improve the profession of nursing.

Certified Nurse Educator (CNE) Review Manual: 
Second Edition

Ruth Wittmann Price, 
Maryann Godshall and 
Linda Wilson
Springer Publishing Company; 2 edition (May, 2013)
Paperback, 440 pages

Certified Nurse Educator (CNE) Review Manual: Second Edition 
is aimed at both novice and expert nurse educators, offering a 
systematic approach to preparing for the CNE Certification Exam. The book is organized 
into fifteen chapters that address the core content of the nurse educator exam topics. 
Each chapter begins with a clear statement on which content area of the CNE exam it 
addresses, the estimated percentage of the exam and number of questions which can be 
expected on the exam. In addition, the expected learning outcomes for the chapter are 
stated up front. The chapters contain tips for test success, teaching gems and critical 
thinking questions, to facilitate learning. A case study and review questions (with 
answer key) complete each chapter. For self-assessment, a comprehensive practice exam 
is also included along with an answer key and rationale for each answer. This book is 
a solid investment for nurse educators preparing themselves to take and pass the CNE 
examination.

On the Bookshelf

Reviewed by Alex Armitage, MS, CNL, APRN-BC, FNP
Alexandra Armitage is a Nurse Practitioner and a certified Clinical 

Nurse Leader, specializing in neurology and neurosurgery; bringing 
evidence-based practice to the bedside to improve patient care, patient 

outcomes and institutional viability.

Man Up! A Practical Guide for Men in Nursing 

Christopher Lance Coleman
Sigma Theta Tau International (May 2013)
Paperback, 256 pages

Man Up! A Practical Guide for Men in Nursing is a pragmatic 
compilation of writing on the subject of men in nursing. This book 
is written by some of the most successful male leaders in nursing 
today. The author and contributors of Man Up! have chosen to 
systematically and openly discuss the reality in pursuing their 
passion for nursing care. Man Up! delivers expert advice, practical information, and a 
formula for success for students and male nurses across all levels of experience. This 
guide will enhance the likelihood of a successful career for male nurses who are both 
clinical practice and academic nursing. I found this an interesting read. Although this 
book is clearly aimed at male nurses, there are a number of sections with sage advice that 
crosses gender boundaries.

 

NHNA has launched our 
Mentoring program.

If you could use a mentor - 

or would like to BE one

visit  http://nhna.moodlehub.com

to review the profiles of our  

current volunteer mentors and 

find out more.  
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Looking for Humor
by Diane Sears, RN, MS, ONC

Reprinted with permission from 
The Oklahoma Nurse, March 2013 issue

I love looking for humor nurses can use to stay healthy. Here 
are some recent places that I’ve found it. 

In old jokes…
“The AMA has weighed in on the new health care package, 
The Allergists were in favor of scratching it but the 
Dermatologists advised not making any rash moves. The 
Gastroenterlogists had sort of a gut feeling about it but the 
Neurologists thought the administration had a lot of nerve. 
Meanwhile Obstetricians felt everyone was laboring under 
a misconception while the Ophthamologists considered the 
idea short-sighted Pathologists yelled “Over my dead body” 
while the Pediatricians said “Oh grow up.” Psychiatrists 
thought the whole idea was madness while the Radiologists 
could see right through it. Surgeons decided to wash their 
hands of the whole thing and the Internists claimed it would 
indeed be a bitter pill to swallow, The Plastic Surgeons 
opined that the proposal would put a whole new face on 
the matter. The Podiatrists thought it would be a step 
forward but the Urologists were pissed off at the whole 
plan. Anesthesiologists thought the whole idea was a gas, 
and those lofty Cardiologists didn’t have the heart to say 
no. In the end the Proctologists won out, leaving the entire 
decision up to the posteriors in Washington.” (e-mail 08/12)

In yoga class…
Laughter yoga is the easiest form of yoga. A blend of yogic 
deep breathing, stretching, and laughter exercises that 
cultivate child-like playfulness, developed 17 years ago 
in Mumbai, India by Dr. Madan Kataria. Its central tenet 
is that the body cannot differentiate between pretend and 
genuine laughter. The exercises are unapologetically silly 
and very short—20 to 40 seconds each to facilitate the shift 
from thinking to feeling. Sebastien Gendry stated, “We fake 
it. We simulate to stimulate. We go through the motions 
of joy to create the chemistry of joy. You may not lose fat, 
but you will lose the idea that you’re fat.” (Reuters, Dorene 
Internicola, July 9, 2012)

In the hospital gift shop line…
“There was a bit of confusion in the gift shop this morning. 
When I was ready to pay for my purchases, the cashier 
said, “Strip down, facing me.” Making a mental note to 
complain to my congressman about Homeland Security 
running amok, I did just as she had instructed. When the 
hysterical shrieking and alarms finally subsided, I found out 
that she was referring to my credit card. I have been asked 
to shop elsewhere in the future. They need to make their 
instructions to us seniors a little clearer!” (e-mail, 06/12)

In clowning around…
“Israeli clowns – who have long partnered with Israeli 
physicians to boost patient healing through laughter therapy 

– now say they deserve global recognition as legitimate 
paramedical practitioners. According to the Associated 
Press, they are used for both pediatric and adult patients 
and incorporated into their medical team, staying with them 
through medical procedures and often entering the OR 
and ICU alongside physicians.” Unlike in the U.S., they do 
not wear dramatic makeup. (The Daily Briefing-Advisory 
Board, August 22, 2012)

In the shower…
“Check your shampoo bottle label. I don’t know WHY I 
didn’t figure this out sooner!!!! It’s the shampoo I use in the 
shower! When I wash my hair, the shampoo runs down my 
whole body and (duh!) printed very clearly on the shampoo 
label is this warning, FOR EXTRA VOLUME AND 
BODY! NO wonder I’ve been gaining weight!!! Well! I’ve 
gotten rid of that shampoo, and I’m going to start using 
Dawn dish soap instead. Their label reads, DISSOLVES 
FAT THAT IS OTHERWISE DIFFICULT TO REMOVE. 
Problem solved!!! If I don’t answer the phone I’ll be in the 
shower!!!” (e-mail, 09/11)

In music…
California’s Paradise Valley Hospital medical staff recorded 
their own version of the Black Eyed Peas hit “Pump It,” 
and it has significantly improved hand hygiene compliance. 
(AABB SmartBrief, 07/05/2011) See it on YouTube.
If you’re happy and you know it, share your meds. Clap, 
clap.

In our bodies…
“New research suggests that patients with cardiovascular 
disease who have unresolved anger problems may find 
themselves vulnerable for recurrent heart attacks. On the 
other hand, Michael Miller, MD, from the University of 
Maryland in Baltimore, showed that when people laugh, 
their brachial arteries dilate as measured by the brachial 
artery reactivity test (BART). When faced with mental 
stress, those arteries constrict. The difference ranged from 
30% to 50% in diameter. “The magnitude of change we saw 
in the endothelium after laughing was consistent and similar 
to the benefit we might see with aerobic exercise or statin 
use,” Miller said. (Ed Susman, MedPage Today, August 28, 
2011)

“Our bodies love us. Humor, especially playful humor, is a 
way to show our bodies that we love them – and that we love 
our lives. You have to laugh to show you’re willing to work 
at staying well.” (Bernie Segal, MD)

“Listen to what your body is telling you. I can’t do that right 
now…I had Roz’s chili for lunch. So? My body and I aren’t 
currently on speaking terms.” (“Shoe,” cartoon, Cassatt & 
Brookins, 01/15/12)

Where are YOU finding humor in your life? 

expanding opportunities for people with disabilities

of the River Valley

Join our team and make a difference in someone’s life!
     
PathWays is a non-profit agency serving over 600 individuals and families in 
Sullivan and Grafton Counties.  We are dedicated to expanding opportunities 
that enrich the lives of people with disabilities, and our services are provided 
in a spirit of partnership and respect.

RN Manager and RN Trainer
RN Manager – Oversees and supervises nursing staff providing care for up to 12 
individuals who experience TBI or related conditions at our residence in Lyme, 
NH. Conducts nursing assessments and care plans, serves as liaison with health 
care practitioners, and ensures a safe medical environment for consumers and 
staff. Degreed and NH-licensed RN with supervisory and leadership experience 
and professional level communications skills essential. Must have 2 years licensed 
nursing experience within the last five years, with at least one year as an RN.

RN Trainer – Part time 25 hours weekly.  Monitor care for individuals experiencing 
developmental disabilities. Liaison with health care practitioners and other 
members of interdisciplinary teams to ensure a safe medical environment for 
consumers.  Ability to quickly learn and interpret regulations is required. Degreed 
and NH-licensed RN with professional level communication skills essential.  Home 
health or similar self-directed experience preferred

PathWays of the River Valley offers competitive compensation and a generous 
benefit package.

An Application may be found on-line or at our Claremont location.

PATHWAYS OF THE RIVER VALLEY
654 Main Street, Claremont, NH 03743

603-542-8706  
www.pathwaysnh.org  • email: hr@pathwaysnh.org

EOE

nursingALD.com
A FREE RESOURCE FOR NURSES

Register today to begin your search for the perfect Nursing Job!

Search job listings across the United States! 

Registration is FREE and your 
information is not sold or shared!
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Rose Brownstein, PMHCNS, BC
Reprinted with permission from 

The Delaware Nurse Reporter, August 2013 issue

Rose Brownstein, PMHCNS, 
BC, has been employed at 
Christiana Hospital for 27 
years and currently performs 
a dual role as Psychiatric 
Crisis Nurse in the Emergency 
Department and Psychiatric 
Consult Liaison Nurse on the 
medical inpatient units. She 
graduated Summa Cum Laude 
with her BSN-MSN from the 
University of Delaware where 
she is employed part time as 
a clinical instructor. She has 
published and presented at 
national conferences on the topics of drug and alcohol 
abuse and treatment of individuals in crisis.

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 

Prescription Drug Abuse: 
Appreciation for a Principle of Balance

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 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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The Delaware Nurse Reporter, May 2013 issue

Julann Fasy, BSN, RN earned an ADN at Belmont College and a 
BSN at Wilmington University. Julann has 25+ years of nursing 
experience and has worked in a variety of settings including 
adult critical care at Christiana Care, adult and pediatric 
psychiatry at the Rockford Center, telephone triage and pediatric 
gastroenterology and previously held the role as the Nurse 
Coordinator of the Celiac Center and organizer of the annual 
Celiac Conference at Nemours. Julann is currently the Specialty 
Nurse in the Division of Developmental Medicine at Nemours/
Alfred I. duPont Hospital for Children and may be contacted via 
e-mail at jfasy@nemours.org.

Autism Spectrum Disorders (ASDs) are neurodevelopmental 
disorders that are characterized by impaired communications, behaviors and social 
interactions. These disorders include Autism, Asperger’s Disorder and Pervasive 
Developmental Disorder not otherwise specified (PDD-NOS). ASDs have become a major 
health concern and have received significant media focus in the United States. The latest 
Center for Disease Control (CDC) data estimates that 1 in 88 children will be affected by an 
ASD. Boys typically outnumber girls by about 4:1. The number and severity of symptoms can 
vary greatly between children and therefore, no two children with an ASD have exactly the 
same presentation.1 Unfortunately, there is no known cause or cure for autism. 

Learning the signs of autism is critical for nurses and other health care providers. Clinicians 
must learn to assess for subtle cues that may indicate a developmental disorder and to then 
refer families to the appropriate specialist to obtain an evaluation. This evaluation then 
enables the child and family to receive appropriate therapies and services.

The three hallmark features in autism are the following:
•	 Communication	difficulties
•	 Social	difficulties
•	 Atypical	behaviors.	

Children with autism have delays in speech or a total lack of speech. Parents may report that 
their child was a very quiet baby with little to no babbling or vocalization. Sometimes speech 
begins to develop and then suddenly stop, or the child will no longer use previously learned 
words, leading to speech regression. Autistic children may repeat or echo back exactly what 
others say or what they have heard from a favorite television show or movie, but the words 
have no meaning to the child. They will not initiate or maintain a conversation, don’t respond 
to their name, or may ignore requests. Children with autism therefore seem to be in their own 
world.

Children with autism have social difficulties as they do not respond to typical social cues. 
For example, they may not notice anyone entering a room, have poor eye contact, and do not 
respond to a parent’s facial expressions. Autistic children do not bring objects of interest to 
show a parent, or look at an object that the parent is looking at or pointing to. They exhibit 
poor play skills when with other children and prefer to play alone. Autistic children also show 
little empathy for others.

Many children with autism demonstrate atypical behaviors. They may display repetitive 
behaviors such as rocking, spinning or tapping; some will flap their hands when excited. 
Children affected with autism may play with part of a toy instead of the entire toy. They may 
be very sensitive to sounds, lights, odors, textures and sensations. Some children will look 
at objects from the corners of their eyes. Many autistic children do not seem to feel pain and 
therefore do not respond normally to painful stimuli. Autistic children thrive on routines and 
structure and have difficulty with change and with transitions from a preferred activity to a 
non-preferred activity. These transitions can be extremely upsetting to the child, which may 
lead to crying and screaming, flopping themselves on the floor in a meltdown, or a temper 
tantrum. They do not understand personal boundaries and danger, so safety is often a major 
concern for parents with an autistic child. 

Autism Spectrum Disorders: 
Learning the Signs

Developmental delays may be noticed during the first year of life, but often become more 
prevalent in the second year of life.2 It is imperative that pediatricians and nurses assess 
children closely and perform screening at the routine intervals of 12 months, 18 months, 
24 months and 30 months or earlier if parents have a concern regarding their child’s 
development. 

Timely screening and diagnosis are crucial as it has been found that early intervention and 
therapies improve outcomes. In Delaware, Help Me Grow is a state initiative for children 
and their families to obtain health, educational and social services. Help Me Grow partners 
with community child health organizations such as Child Watch (the state’s early intervention 
program) with the goal of screening children for developmental delays during their well child 
visits.3 

Since there is no one cause or cure for autism, there is no one treatment, however proven 
approaches include intensive, special education programs, and services that include 
speech, behavioral, occupational and physical therapies. In addition, year-round schooling 
and small pupil to student ratio is recommended. Pharmacological therapy is currently 
still investigational, while the current use of medications are to control symptoms like 
attention, focus, mood or impulsive outbursts. Many families ask health care providers 
about complementary or alternative therapies. While none to date are approved, this may be 
promising in the future.

Children that present with developmental delays are well served by nursing involvement. 
Learning the signs of autism, assessing for delays through early developmental screening and 
providing information for early intervention services are imperative for nurses and health care 
providers that work with young children and their families.
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Facing the Board of Nursing
Lisa M. Hall, Esq.

While being terminated from a job can be overwhelming and demoralizing, having 
a complaint field by your former employer with the Board of Nursing (“BON”) can be 
catastrophic. Such complaints can severely impact a nurse’s ability to practice and obtain 
a new job. Resolution of the complaint can take in excess of a year. Even though your 
license will not likely be restricted during the complaint process, it may be difficult 
to find a new position as many employers will not hire nurses who have a pending 
complaint. Knowing the complaint process and your rights will assist in regaining your 
self-esteem and your livelihood.

The Initiation of a Complaint 
Generally, a complaint against a nurse is initiated by submitting a form, which is 
available online, to the BON. A complaint must be filed within six years from the date 
of the incident. The complaint must identify the complainant; the licensee against whom 
the complaint is directed; the date and time of the alleged violation; the witnesses who 
have knowledge of alleged violation; and the provisions of the Nurse Practice Act (RSA 
326-B:37) and the Administrative Rules on which the complaint is based. The Nurse 
Practice Act outlines some of the violations that can result in BON discipline of any NH 
registered nurse:
•	 Court	convictions	or	pleas	to	a	to	a	crime	in	any	jurisdiction	that	relates	adversely	to	

the practice of nursing or to the ability to practice nursing
•	 Falsifying	records
•	 Providing	false	information	to	the	board	of	nursing	
•	 Unethical	 conduct	 which	 is	 likely	 to	 deceive,	 defraud,	 or	 harm	 the	 pubic	 or	

demonstrating a willful or careless disregard for the health or safety of a client
•	 Revocation	of	a	nursing	license,	or	disciplinary	action,	in	another	state
•	 Failure	or	inability	to	perform	nursing	practice	with	reasonable	skill	and	safety
•	 Unprofessional	conduct	such	as	departure	from	the	nursing	standards	of	care
•	 Unprofessional	conduct	such	as	mismanagement	of	client	records
•	 Inappropriate	delegation	or	accepting	the	delegation	of	a	nursing	function
•	 Failure	to	supervise	the	performance	of	acts	by	any	individual	working	at	the	nurse’s	

delegation
•	 Failure	of	a	clinical	nursing	instructor	to	supervise	student	experiences
•	 Failure	to	provide	proper	oversight
•	 Practice	beyond	one’s	appropriate	scope
•	 Any	nursing	practice	that	may	create	unnecessary	danger	to	a	client’s	life,	health,	or	

safety
•	 Failure	to	cooperate	with	the	board	of	nursing’s	investigation
•	 Diversion	of	drugs	or	controlled	substances
•	 Use	 of	 controlled	 substances	 or	 alcohol	 in	 a	 dangerous	 manner	 or	 in	 a	 way	 that	

impairs the nurses ability to practice safely
•	 Practicing,	or	aiding	another	to	practice,	without	a	license

This list is in no way exhaustive. Once a complaint is filed, a copy of the complaint 
is provided to the nurse, who has 30 days to respond. Regardless of the seriousness of 
the complaint, the nurse should read the accusation and respond to the BON in writing 
within 30 days. Complaints should never been ignored or considered frivolous. Seeking 
the advice of an attorney to assist in the response is recommended. While the accused 
nurse has 30 days to respond, no such time restriction is placed on the BON. The BON 
must commence an investigation upon receiving a complaint, but there is no time 
limitation for the completion of the investigation. 

The Investigation
 Investigation by the BON may be as simple as reviewing the compliant and the nurse’s 
response. If a complaint is determined unfounded at this stage of the investigation, the 
complaint process is complete and the nurse suffers no public sanction. 

If the BON determines the nurse’s response does not fully explain or justify the behavior 
in the complaint the BON may initiate an investigation. During this stage the BON may 
interview witnesses, seek documentation from employers including patient health care 
records, obtain statements, and possibly question the nurse subject to the complaint. The 
nurse may seek legal representation at any point in the complaint process, but certainly 
during a BON investigation the assistance is warranted. Legal representation assists the 
nurse in understanding the complaint process and the available options. The BON is 
authorized to engage in settlement negotiations. There are many times when a complaint 
can be resolved by a settlement agreement between the BON and the licensee. 

Post Investigation
Following the investigation, the BON’s investigator makes a recommendation to the 
BON as to whether there is reasonable basis to conduct disciplinary proceedings. If the 
investigator recommends disciplinary hearing, the nurse will have to argue her case in 
an adjudicatory hearing before the BON. However, at any time, the BON investigator 
is authorized to engage in settlement negotiations. A settlement is similar to a “plea 
bargain.” In many cases, a settlement agreement can be reached. A settlement agreement 
avoids a full hearing before the BON.

When a disciplinary hearing is conducted, it is public. The hearing has the look and 
feel of a trial, without a jury. There are many rules and laws governing the proceedings. 
These rules and laws apply to filing documents, notices, interventions, prehearing 
conferences, discovery, disclosure, evidence submission, and burdens of proof. After the 
public hearing, the Board deliberates and issues orders. 

Undertaking the process of defending your nursing license before the BON can be 
daunting to a nurse unfamiliar with rules and laws, procedures, and sanctions. Nurses 
often misinterpret the BON’s role and fail to appreciate the potential consequences of 
a complaint. The BON is a regulatory board that safeguards the life, health, and public 
welfare of New Hampshire citizens; it does not serve to protect nurses or their licenses. 
The Board may impose a variety of sanctions including public reprimand, conditional 
or limited practice, probation, requiring treatment or rehabilitation, requiring direct 
supervision, mandating education, and license suspension or revocation. The sanctions 
ordered by the BON are generally public documents that are sent to the licensing board 
of each state in which the nurse holds a license. 

Lisa M. Hall is a nurse-attorney with the firm of Upton & Hatfield in Concord, NH. She 
holds a BSN and formerly practiced critical care nursing.
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Marilyn Audet Rochester, NH
Janet Berger Nashua, NH
Leanne Booth Concord, NH
Michelle Caisse Hudson, NH
Tasha Camille Nashua, NH
Julia Coffin Lebanon, NH
Monique Cote-Melendez Hooksett, NH
Carol Drouin Nashua, NH
Kitterhi Durgin Hillsboro, NH
Laura Fleury Nashua, NH
Andrew Freisinger Epping, NH
Jill Fudala Pittsfield, NH
Roger Furman Enfield, NH
Jane Gilon Auburn, NH
Kerri Goupil Manchester, NH
Kelly Grassini Merrimack, NH
Karen Hammes Milford, NH
Wanda Handel Lebanon, NH
Laura Hudson Sanford, ME
Karen Hunt Woburn, MA
Cheryl Hunt North Haverhill, NH
Carol Anne Kahn Merrimack, NH
Christopher Killam New London, NH
Tatyana Kirichok Derry, NH
Erin Knuuti Etna, NH
Amanda Krenke Rindge, NH
Edith Laramore Merrimack, NH
Prudence Lavallee Gilford, NH
Melanie Leathers Concord, NH
Karen Lebrun Manchester, NH
Joan Loftus Hanover, NH
Mary Jane McClure Manchester, NH
Heather Palmer Marlborough, NH
Jane Patch Etna, NH
Cindy Piro Deerfield, NH
Kyle Rasku Hollis, NH
Kristen Rhodes Concord, NH
Eleanor Rouillard Windham, NH
Beth Satter North Conway, NH
Michelle Somero New Ipswich, NH
Nichole St.Paul Manchester, NH
Kate Thomson Freedom, NH
Diana Thurow Dalton, NH
Frances Todd North Haverhill, NH
Virginia Wagner Farmington, NH
Elizabeth Waldron Amherst, NH
Karen White Dunstable, MA
Betsy Wotton Grafton, NH
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BETTER OUTCOMES AT WORK
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Due to our continued growth, we are 
always on the lookout for exceptional 
individuals to join our nursing team. If you 
are just starting out, or are a current nurse 
interested in a career in rehab, we have 
opportunities for you.
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of Concord, we achieve better outcomes 
by providing our employees with what 
they need to grow and advance in 
their profession. Learn more about the 
difference you can make in your profession 
as a member of our collaborative team. 

Achieve better outcomes for your patients 
and career by joining the HealthSouth 
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the lives of those we serve. We are a 50-
bed facility specializing in comprehensive 
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