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Standing room only, standing ovation,
for Sue Briggs, MD (left), Marie LeBlanc, RN,
and the entire DMAT Team, for their presentation,
“To New York City and Back”

(See page 4)

Working together
to shape the future

A grateful hospital says, ‘Thank-you!’
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Celebrating
five years of collaborative
decision-making

n Wednesday,
October 10,
2001, Patient
Care Services
celebrated a milestone in
the evolution of our pro-
fessional practice model.
Five years earlier, we
had come together to
align our work. In our
hearts and minds we
were already a united
multi-disciplinary team.
All we needed was a
plan that would allow us
to think together, strate-
gize together, and craft
our future together.
Six goals helped us
articulate our work:
® Enhance communica-
tion to promote un-
derstanding of organ-
izational imperatives
and their involvement
in clinical decisions
affecting practice.
® Promote and advance
a professional practice
model that is respon-
sive to the essential
requirements of pa-
tients, staff, and the
organization.
® Assure appropriate
allocation of resources
and equitable, com-
petitive salaries.
® Position nurses, ther-
apists, social workers
and chaplains to have
a strong voice in issues
affecting patient care
outcomes.

® Provide quality patient
care within a cost-
effective delivery sys-
tem.

® [ cad initiatives that
foster diversity of staff
and create culturally-
competent care strate-
gies supporting the
local and international
patients we serve.

From our goal to de-
velop a professional
practice model, emerged
four key questions:
® Delineation: How do

we acknowledge and

capture clinical exper-
tise?

® Description: How do
we create an environ-
ment for learning and
capture opportunities
to teach?

® [dentification: What
systems need further
refinement, and what
resources are needed
for the development of
expertise in practice?

® Definition: How do we
acknowledge, cele-
brate, and reward clin-
ical expertise?

No one can really ‘de-
fine’ professional prac-
tice model. It is a frame-
work that guides, sup-
ports, and helps organize
our work. You, the deci-
sion-makers, are the
backbone of our profes-
sional practice model.

The model has nine

components:

® Values that affirm our
work

® A philosophy state-
ment that synthesizes
our beliefs

® Standards of practice

® Decision-making that
empowers clinicians

® Professional devel-
opment, including
career-advancement
programs

® Patient-care delivery
system

® Privileging, credent-
ialing, and peer-re-
view systems

® Research-based prac-
tice

® Theories from pro-
fession-specific ex-
perts

The milestone we
have just achieved is
about your work, about
our work, around col-
laborative decision-mak-
ing. Collaborative deci-
sion-making places au-
thority, responsibility,
and accountability for
patient care with prac-
ticing clinicians. And we
have been successfully
utilizing collaborative
decision-making in our
practice for five years
now.

Our collaborative gov-
ernance committees have
brought this aspect of
our professional practice
model to life.

— QUageQ —
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Jeanette Ives Erickson, RN, MS,
senior vice president for Patient Care
and chief nurse

® The Quality Commit-

tee safeguards and
ensures the very rea-
son for our existence
The Professional De-
velopment Committee
challenges us to talk
about our practice and
recognize the excel-
lence of our work

The Ethics in Clinical
Practice Committee
provides a forum for
us to discover our col-
lective wisdom and
then use it to advance
quality patient care
The Patient Education
Committee informs
and empowers patients
The Nursing Practice
Committee gives us a
voice and strengthens
our influence over
important practice
decisions

The Nursing Research
Committee brought
life to our spirit of
inquiry and supports
our movement toward
a more research-based
practice

® The Patient Care Ser-

vices Diversity Steer-

ing Committee taught
us to see the good in
ourselves and in our
society

® The Staff Nurse Ad-
visory Committee
brings recognition to
Nursing and strength-
ens me as your leader

We have come a long
way from where we
started five years ago.
The Staff Perceptions
Survey tells me we are
making great strides in
changing our culture for
the better. But we still
have important initia-
tives to discuss, consider,
develop and implement.

Collaborative gover-
nance is still young. But
with every passing year,
Wwe are weaving our com-
mittee work into the fab-
ric of Patient Care Ser-
vices. All members of
Patient Care Services are
accountable for an in-
clusive decision-making
mechanism that works to
better serve our patients,
their families, and staff.

I thank all who have
continued on next page
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Collaborative Governance

The Fielding the Issues section of Caring Headlines is an adjunct to
Jeanette Ives Erickson’s regular column. This section gives the senior
vice president for Patient Care a forum in which to address current
issues, questions, or concerns presented by staff at various meetings
and venues throughout the hospital.

Question: What is col-
laborative governance?

Jeanette: Collaborative
governance is the com-
munication and deci-
sion-making model that
is employed within the
structure of our profes-
sional practice model. It
places authority, respon-
sibility and accountabi-
lity for patient care
with practicing clini-
cians. Collaborative
governance is based on
the belief that
® participation is em-
powering and contri-
butes to a broader
knowledge base

@ individuals make
appropriate decisions
when they have suf-
ficient information

® a shared vision and
common goals lead to
productivity and
commitment

® individuals are ac-
countable for their
own practice

Question: What com-
mittees are included in
collaborative gover-
nance?

Jeanette: Eight commit-
tees comprise our col-
laborative governance
structure. They are: Di-
versity, Nursing in Clin-

SUCS

ical Practice, Ethics in
Clinical Practice, Pa-
tient Education, Nurs-
ing Research, Profes-
sional Development,
Quality, and the Staff
Nurse Advisory Com-
mittee. All committees
are chaired by clini-
cians, and each com-
mittee is supported in
its work by a coach who
is a member of PCS
leadership.

Question: What are the
responsibilities of com-
mittee members?

Jeanette: Members are
responsible for attend-
ing committee meetings;
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communicating infor-
mation back to mana-
gers/directors and col-
leagues; and bringing to
the committee the
thoughts and comments
of their co-workers.
Members are also re-
sponsible for actively
participating in meet-
ings, initiating discus-
sions, asking questions,
and problem-solving.

Question: How long
can a person serve on a
committee?

Jeanette: Co-chairs and
members rotate every
two years so that all
staff have an opportu-
nity to participate.
These appointments are
staggered to maintain
the necessary experi-
ence level within each
committee and to allow
experienced members to
mentor newer members.

Typically, opportunities
to participate on com-
mittees arise once a
year.

Question: When do
committees meet?

Jeanette: Times and
frequency of committee
meetings vary, so check
with committee leader-
ship for specific sched-
uling information. If
you’re interested in par-
ticipating on a com-
mittee, there’s an annual
report available through
The Center for Clinical
& Professional Devel-
opment that may assist
you in selecting the
committee of interest to
you. Speak with your
manager or director to
ensure your partici-
pation is supported. For
more information, con-
tact The Center at
726-3111.

Jeanette lves Erickson

continued from previous page

participated on collabor-
ative governance com-
mittees, including out-
going committee leaders,
Regina Doherty, OTR/L,
Karen Hopcia, RN, Bar-
bara Cashavelly, RN,
Kristin Parlman, PT,
Clare Beck, RN, Ed
Burns, RRT, and com-
mittee coach, Donna
Jenkins, RN. And wel-
come to those who are
just beginning their
membership terms. We
look forward to helping
you and working with
you as we move forward.

Updates

® [’m pleased to an-
nounce that Mary
Coughlan Lavieri, RN,
has accepted the part-
time position of criti-
cal-care clinical nurse
specialist for The Cen-
ter for Clinical & Pro-
fessional Develop-
ment. Mary will sup-
port the North Shore
Cardiac Surgical Pro-
gram, working closely
with Donna Perry, RN,
and the cardiac surgi-
cal and peri-operative

nursing teams, and
will support the con-
tinuing development
of critical care initia-
tives.

® On Monday, Novem-
ber 19, 2001, Jill Nel-
son, RN, will assume
the position of oncol-
ogy inpatient nurse
practitioner within the
division of Hematol-
ogy/Oncology. This is
a one-year pilot pro-
gram funded by On-
cology Clinical Per-
formance Manage-
ment. Goals have been
established to help
evaluate the effec-
tiveness of the pilot,
including: decreasing

- "7‘;“761‘6]6 3 —

length of stay; effect-
ing a smooth transi-
tion to the next venue
of care; improving
patient- and family-

satisfaction; and
improving communi-
cation/collaboration
among the entire
healthcare team.

Rewards for PCS employees
who recruit or refer clinical staff for
hire within Patient
Care Services

® PCS Referral Program rewards PCS
employees who refer individuals for hire into
specific roles between now and December

31, 2001

® All current PCS employees are eligible
(excluding directors, leadership and HR staff)

® $1,000 will be given to employees whose
referrals are hired into PCS clinical positions
of 20 hours per week or more

For more information,
contact Steve Taranto at 724-1567
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DMAT Team presentation:
“To New York City

and Back”

cams

his is a proud and historic moment,” said Jean-

ette Ives Erickson, RN, senior vice president

for Patient Care, as she introduced Marie

LeBlanc, RN, nurse manager and DMAT super-

vising nurse, and her presentation, “To New
York City and Back: Our Mission to Ground Zero.”
LeBlanc narrated a riveting photographic essay of the
DMAT team’s deployment and work at Ground Zero.
Before a backdrop of stunning images, LeBlanc spoke
about the speed and efficiency of the team’s response;
the changing focus of their mission driven by the
changing reality at Ground Zero; the enormity of the
destruction; and the incredible and unwavering sup-
port they received from fellow team members and
from other DMAT teams who had been deployed
from all over the country.

Bob Droste, RN, and Sally Morton, RN, described
what it was like to be part of the second wave who
helped staft the Cornell Burn Center at the New York
Presbyterian Hospital. They spoke about having to
quickly learn new equipment and technology, the
high level of security surrounding the hospital, work-
ing long hours, and the incredible outpouring of sup-
port from the community, including cards and posters
sent to the hospital by school children and others.

LeBlanc recognized the New York City police and
fire fighters as the ‘real heroes,” but applauded the
“high level of organization, and the strength, spirit
and courage exhibited by the entire DMAT team.”

a A
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DMAT nurse says, ‘Thank-you’

I would like to take this opportunity to say
thank-you to all the brave ‘unsung heroes’ who
characterized the MGH community in the after-
math of the September 11th tragedies. The un-
sung heroes are those of you who performed
with dignity, caring and courage, the most dif-
ficult task of all, the job of staying behind!

In recent times, much has been written
about the power of positive energy. Many reli-
gions testify that grace and prayer can create
change, promote healing and move mountains.
Nurse theorist, Martha Rogers, described human
and environmental energy fields as open, infinite and integral with one an-
other. James Redfield, in his book, The Celestine Vision, talks about a ‘re-
sponsive’ universe made up of an interconnecting web of energy relationships.

If we believe that we are all connected by energy, the terrible de-
struction generated by the terrorist attacks in September was offset, repell-
ed, and in many ways, neutralized by the outpouring of positive energy
from the MGH community! That healing energy was created by prayer, by
covering a shift for a colleague, draping flags on office doors, talking with
children, appreciating your family a little bit more, juggling your sched-
ules to fill a sudden gap, making a donation to a meaningful charity, faci-
litating a debriefing, making a welcome-home sign... by asking, “Are you
okay?” and listening to the stories, and by keeping the everyday routine at
home and at work on track.

By doing these things, you have defended our way of life and opera-
tionalized the words of Buddha: “Hatred does not cease by hatred at any time;
hatred ceases by love—this is the eternal law.” Please know that you all
have made a difference during these difficult times. Please know that you
all are my heroes!

Mary D. O’Brien, RN, MS, CS
pediatric trauma nurse coordinator

Mary O’Brien

—_— qf]age# —_—
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MGH celebrates Latino
Heritage Month

number of spe-
cial events made
it possible for
staff, patients
and families to take part
in October’s celebration
of Latin Heritage Month
at MGH. Presenta-
tions, Nursing Grand
Rounds, and a Latino
Health Resource
Table provided edu-
cational materials
and information,
while a Friday after-
noon ‘fiesta’ supplied
food, fun and frivol-
ity!

The theme of this
year’s celebration,
“Paving the Way for
Future Generations,”
was evident in many
of the presentations,
including, “Why
Healthcare Needs the
Foreign Language
Interpreter Law,”

“Care of Latino Patients,”
and “An Inside Look at
the Latino Culture, Her-
itage and History at
MGH and Beyond.”
Among those who
shared observations were

Allison Rimm, vice pres-
ident of External Affairs,
who spoke about our
many advancements in
diversity as an institu-
tion; Win
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MD, of The Multi-Cul-
tural Affairs Office,
who spoke about the
importance of increasing
opportunities for Latino
clinicians and increasing
the number of Latino
and Latina professionals
in our workforce; Ern-
esto Gonzalez, MD,
stressed that it’s every-

Williams,

(

Providing the
rhythm...

Carmen Vega-Barachowitz,

CCC-SLP

Photos y Abram Bekker, Bulfinch Photo Lab)

“Wound & skin care:
common problems, common
products”

Program is designed to enhance participants’

knowledge of latest developments in skin care
and wound management. At completion of

program, participants will be able to

Enjoying some Latino
culinary delights! J
| . o

—

implement, evaluate and document care for a
range of common wound and
skin-care problems.

Friday, December 7, 2001
7:30am-4:15pm
Training & Development
Charles River Plaza

Please bring challenging cases
for discussion by panel

Contact hours will be awarded

For more information, call Joan Gallagher, RN,
at pager #2-5410

Marie C. Petrilli Oncology
Nursing Award

Congratulations to Laura Ghiglione, RN, staff nurse,
Ellison 14, and Nancy Schaeffer, RN, Medical On-
cology nurse practitioner, the recipients of this year’s
Marie C. Petrilli Oncology Nursing Award. The
Petrilli award is given annually to recognize the
caring, compassion and commitment of MGH on-
cology nurses. The award ceremony has been re-
scheduled for the spring; Ghiglione and Schaeffer
will be formally recognized at that time.

—— Yage5 —

one’s responsibility to
improve services to our
Latino patients and em-
brace opportunities for
advancement; and Car-
men Vega-Barachowitz,
CCC-SLP, director of
Speech-Language Path-
ology, shared some per-
sonal experiences about
what it was like fora
Latina woman coming to
America for the first
time. She spoke of the
different influences that
contribute to diversity
within the Latino popu-
lation, and of the simil-
arities. Said Vega-Bara-
chowitz, “There are
common threads that run
through all of us—the
importance of family,
religion, community, our
way of communicating,
our shared sense of
‘struggle.” This is a time
to celebrate our similari-
ties!”

Deborah Washington,
RN, director of the PCS
Diversity Program, shar-
ed that with all the Lat-
ino festivities going on,
she really felt part of the
Latino community.
“Wouldn’t it be nice,”
she said, “if we could
make that feeling last all
year... not just for the
month of October!”

The Latino Heritage
Month Planning Commit-
tee, chaired by Elena
Olson, was a multi-disc-
iplinary, multi-cultural
team that included em-
ployees from Interpreter
Services, AMMP, The
Multi-Cultural Affairs
Office, and Food & Nu-
trition Services (who
prepared an authentic
Latino fiesta from reci-
pes submitted by com-
mittee members!)
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Past-year accomplishments

overmcince

Patient Education Committee
® Established ‘on-demand’ patient
education

Professional Develop-
ment Committee

® Developed guiding
and goals for the l i I ' | Ire principles ® Made educational videos available

® Used clinical narra- on televisions at patients’ bedsides
n Wednesda Ethics in Clinical Nursine Practice tives to identify unique- ® Retained programmer to assist with
October 10 » Practice Committee Com mitee ness of MGH clinical expansion of Patient Family Learn-
2001, Patient ® Played leadership role ® Revised Nursing practlge ng Cepter WebSlt.e for MGH-speci-
Care Services in development and Assessment Sheet ® Described four levels fic patient education documents

celebrated another year implementation of Life ~ ® Developed a One- (;flpi:ratctlce:
ntry

of collaborative decision-
making as the annual
collaborative governance

Sustaining Treatment
policies

® Increased staff aware-
ness around ethical

Time Medication
Sheet

® Revised Nursing
Procedure Manual

® Clinician
® Advanced clinician
® Clinician scholar

resentations and dinner .
P ® Identifed themes of

were held in O’Keeffe aspects of care ® Evaluated new and .
Auditorium and the ® Provided education on current products for pracgc;. .
grand ballroom of the ethical issues to MGH efficiency, cost, effec- ° Clln{can-patlent
Holiday Inn. Committee community tiveness, and safety relationship

® Clinical knowledge
® Teamwork/collab-
oration

Future goals:

® The Professional
Development Commit-
tee has completed the
work of its original
charge; it is currently
awaiting its next

charge. LA

leaders were asked to
summarize the work and
accomplishments of their
respective committees
over the past year, and
share their goals for the
future. An overview of
their reports is included
here.

Future goals:

® Continue to develop
interdisciplinary ethics
resources

® Expand collaboration
with other committees
regarding the intersec-
tion of ethics with
other committee
charges.

Future goals:

® Support development
of computerized, on-
line nursing record

® Continue to work with
Materials Management
and front-line evaluat-
ors to review new
products.

Committee members check in
at the grand ballroom

Collaborative
governance
committee
leaders report

on their work and
accomplishments
at recent annual

collaborative
governance

eventin

O’Keeffe

Auditorium.

Pictured (I-r) are:
Regina Doherty, OTRI/L,
Jennifer Kelliher, RN,
Pam Wrigley, RN,

Anne Cassels-Turner, RN,
Barbara Cashavelly, RN,
Clare Beck, RN,

Susan Jaster, RN, and
Firdosh Pathan, RPh.

— QUctge 6O ——



Future goals:

® Continue to work on the PFLC web-
page to provide easy access to patient-
education documents for bedside

nurses

® Improve documentation of patient
education

® Continue search for diversity-related
and culturally sensitive materials

Diversity Steering

Committee

® Had strong participa-
tion in the creation of
annual Diversity issue
of Caring Headlines

® Coordinated Black
History Month Pin-
ning Ceremony

® Was instrumental in
creating and display-
ing multi-cultural
holiday banners

® Held successful holi-
day gift-giving event
to support the families
of the HAVEN Pro-
gram

Future goals:

® Continue to hold ‘big
events’ celebrating
diversity

® Present at Nursing
Grand Rounds

® Develop more cultur-
ally competent care
informational re-
sources

Nursing Research

Committee

® Initiated “Did you
know?” research-
utilization posters on
patient care units

® Designed and present-
ed Research Poster
Preparation Workshop
(now an on-going
offering of The Center
for Clinical & Profes-
sional Development)

® Expanded Nursing
Research Day poster
session to two weeks

® Added more research-
utilization resources to
Nursing Research
Guide

Future goals:

® Increase collaboration
with other committees

® Support and consoli-
date “Did you know?”
poster topic-develop-
ment

® Get research webpage
up and running
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Quality Committee

® Assisted in implement-
ing improvements in
medication administra-
tion

® Collaborated with
director of Quality to
assist with JCAHO
preparations

® Worked with Nursing
Research Committee
and Occupational
Health Services on
issues related to em-
ployee back injuries

® Collaborated on im-
plementation of hand-
disinfection program

Future goals:

® Collaborate with
Diversity Committee
to foster strategies for
culturally competent
care delivery

® Focus on systems
improvement to en-
hance patients’ access
to quality care

Staff Nurse Advisory

Committee

® Made good use of time
spent with senior vice
president for Patient
Care discussing issues
related to environment
of care

® Promoted recruitment
and retention initia-
tives through open
houses and the Em-
ployee Referral Pro-
gram

® Provided input into
documentation of care
initiative and educa-
tional calendar

® Addressed issues
important to staff
(such as parking)

Future goals:

® Continue open dia-
logue on all issues of
importance to clinical
staff

® Support legislative and
public-relations initia-
tives

(qe ojoud Youying ‘eysiieg Ined Aq sojoyd)
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Inter-disciplinary collaboration,
effective communication result
in timely discharge

r.Gisa57-
year-old man
who was trans-
ferred to MGH
from a rehabilitation
hospital in February. He
had multiple medical
problems, including bi-
lateral below-the-knee
amputations precipitated
by severe vascular dis-
ease, diabetes, and renal
failure requiring hemo-
dialysis and frequent
hospitalizations. Mr. G
also suffered from severe
depression, which caus-
ed him to attempt suicide
by overdosing on insulin.

For this hospitaliza-
tion he had been trans-
ferred from a rehabilita-
tion hospital with a diag-
nosis of abdominal pain
and sepsis. Mr. G under-
went surgery and be-
cause of his fragile
health, his recovery was
long and challenging.
Mr. G was a brilliant
man, but had a very
strong self-destructive
streak. Growing up he
was poor but received a
full scholarship to an Ivy
League college. He soon
dropped out and began a
slow decline into alco-
holism. He found work
in construction but con-
tinued to drink despite
marrying and fathering
two daughters.

We met Mr. G when
he was transferred to
White 8, two months
into what would become
a nine-month hospitali-

zation. Lisa was Mr. G’s
primary nurse; Karlene
was his case manager.
Little did we know the
journey we would be
taking together.

Mr. G’s long illness
and frequent hospitaliza-
tions robbed him of his
sense of control over life.
This was manifest by his
refusal to eat after re-
ceiving insulin. While
we all understood his
need for control, we
were concerned about
his falling blood-sugar
levels. His labile blood-
sugar readings caused
not only serious medical
problems, but also many
missed therapy sessions.
After working with him
for a little while, we real-
ized there were certain
things he could control;
but we couldn’t let him
put his life at risk.

Lisa would stand in
front of him and say,
“You have to drink this
orange juice,” and he
would drink it. We
changed the time his
insulin was given so that
he wouldn’t receive it
until breakfast. Slowly, a
relationship and a trust
developed. We realized
he needed to retain some
independence, so with
the assistance of PT and
OT he was able to show-
er independently, get in
his wheelchair, and tra-
vel the hallways of
MGH. Mr. G was a fre-
quent presence at Coffee

Central. Lisa would put
a note on his chart alert-
ing others to contact his
nurses if they were look-
ing for him—we knew
all his favorite haunts.

It is challenging to
care for patients who
have struggled with sub-
stance abuse and ad-
herence issues in the
past. Being able to re-
main non-judgmental
allows the patient to feel
valued and cared for. But
as challenging as it is for
clinicians, it’s harder for
families who often must
reconcile painful memo-
ries with the demands of
a frail husband or parent.
Mr. G’s family struggled
with a complicated his-
tory, and we frequently
consulted social worker,
Marilyn Wise, MSW,
who had known the fam-
ily in the past.

Mr. G’s recovery was
slowed by infections,
primarily related to his
dialysis catheter. It be-
came necessary for us to
place a permanent access
device in his arm, but
due to his vascular prob-
lems, we had to place it
in his (dominant) right
arm. Mr. G refused. He
feared something would
go wrong and he would
lose his right arm, and
with it, his independ-
ence. He asked Lisa
what to do. It is a great
responsibility when a
patient asks for this kind
of guidance, so Lisa spent

— ‘/Wage 8 ——
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Lisa Wright, RN, staff nurse, White 8
and Karlene LeMieux, RN,
case manager

time talking with him
about his options and his
trust in the surgeons. Ul-
timately, he decided to
have the graft placed in
his right arm.

When Mr. G returned
from surgery, his arm
was cool and the pulse
from the graft was weak.
He developed difficulty
moving his hand. We
carefully monitored his
condition and worked
with the whole team
involved with his care.
Everyone had an opinion
but no one was doing a
very good job of com-
municating with each
other or with Mr. G and
his family.

We decided we need-
ed a family meeting so
that everyone’s concerns
could be addressed. The
team was going to meet
15 minutes before the
meeting to prepare; we
met for 45 minutes. Lisa
forcefully advocated for
Mr. G and the need to
establish a concrete plan
to deal with his graft and
discharge plans. Karlene
helped us look at all of
the conflicting views

involved in the case.
Then we met with Mr. G
and his family.

Things could have
gone very badly at this
meeting—complex fam-
ily dynamics, unresolved
issues about the best way
to treat his graft, and a
myriad of unknowns
about the future. But it
went well. The team was
united, and Mr. G and
his family could see that
we were working togeth-
er to do what was right
for him. The next day,
tests showed that the
graft could not be saved,
and it was removed.
Occupational therapist,
Tricia Cincotta, OTR/L,
and physical therapist,
Bob Dormund, PT, ag-
gressively worked with
Mr. G to maintain func-
tion of his hand.

Mr. G’s long journey
was drawing to an end.
He told us he wanted to
return home. We all un-
derstood, but we didn’t
want him to fail once he
got home. To prevent
that, we felt he needed
the expertise of a rehabi-

continued on next page
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Case Management Week

GH observed

National Case

Management

Week, October
9th—-12, 2001, with an
information/educational
booth in the Main Cor-
ridor, raising awareness
of the MGH/MGPO

at MGH

Case Management Pro-
gram to all who stopped
by. Patients, families,
staff, and visitors had an
opportunity to learn
about the role of case
managers and the impact
they have on patient

‘ i

Greenwood fields
questions from
MGH visitor

=

Exemplar

continued from page 8

litation hospital, and he
finally agreed.

Throughout his stay,
Mr. G and his family
worked with three case
managers. All encounter-
ed difficulties as they
planned for Mr. G’s dis-
charge. Karlene was
finally able to get the Gs
to agree on a few facilit-
ies and then advocated
for his admission. She
enlisted the assistance of
MGH therapists to talk
to therapists in these
facilities. The attending
physician made phone
calls.

—by Hilary Levinson, RN
case manager

care at MGH.

The Case Manage-
ment Department, under
the leadership of Nancy
Sullivan, originated six
years ago with the con-
solidation of Utilization
Management and Con-
tinuing Care. Case man-
agers work to ensure that
patients receive quality,
patient-focused care that
meets each patient’s spe-
cific needs in a timely,
cost-effective manner. At
MGH case managers are

Movainoar 1o, 200

registered nurses who are
well versed in all aspects
of insurance coverage.
One of the primary goals
of case managers is to
work with the healthcare
team to devise a compre-
hensive discharge plan
for patients. Case mana-
gers assess, implement,
coordinate, monitor and
evaluate all of the op-
tions and services nece-
ssary to meet patients’
healthcare needs.

The MGH/MGPO
Case Management Pro-
gram covers inpatient
units, primary care prac-
tices, the Emergency
Department and Admit-
ting. Case managers
work collaboratively
with patients, families,

Mr. G was screened
and rejected by all of the
facilities to which we
applied. It was not going
to be easy to place Mr. G
with his complex medi-
cal needs. Finally, our
persistence paid off
when he was accepted
by two rehab hospitals.

The family refused one
of the options, and Mrs.
G expressed anxiety at
the prospect of the other,
saying she didn’t think it
was a good idea. Know-
ing her, Karlene remind-
ed Mrs. G that this had
been their first choice
and was probably the

— QUage o —

Staffing the Case Management educational booth are (I-r):
Claudia Delucia, RN, practice-based case manager; Karlene
Lemieux, RN, acute-care case manager; and Christine
Greenwood, RN, Emergency Department case manager

best place for him.
Perhaps because of
what we had been
through together, she
agreed.

The rehabilitation
hospital wanted to
transfer Mr. G that day
right after his dialysis

continued on page 13

and the entire patient
care team.
As specially trained
nurses with expertise in
all aspects of insurance
coverage and non-acute
services, case managers:
® facilitate and commu-
nicate treatment and
discharge planning
with patients, families
and all members of
the healthcare team

® facilitate consults and
testing for appropriate
services and special-
ties

® clarify health-insur-
ance issues, and
explain the intricacies
to patients and famil-
ies

® make recommenda-
tions to expedite
appropriate care and
discharge plans

® coordinate insurance
benefits with treat-
ments and procedures
necessary for a timely
discharge

A luncheon reception
was held to recognize
the invaluable services
provided by case mana-
gers throughout the
hospital. Speakers in-
cluded: Jeanette Ives
Erikson, RN, senior
vice president for Pa-
tient Care; Elizabeth
Mort, MD, assistant
chief medical officer
and director of Decision
Support and Quality
Management; Brit Nich-
olson, MD, chief medi-
cal officer; James Rich-
ter, MD, medical direct-
or of the MGPO, and
Peter Slavin, MD, chair-
man and chief executive
officer of the MGPO.

For more information
about Case Manage-
ment, call 6-3665.
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The writings of Miss
Georgia Sturtevant, MGH’s
‘last untrained nurse’

—submitted by Martha E. Stone, MS, AHIP

In my capacity as coordinator for Reference Services at Treadwell Library, I am
sometimes called upon to research various aspects of the history of nursing at
MGH. Occasionally, after I've answered a specific question, I'm so drawn to the
subject that I pursue it further for my own interest. This was the case with a ques-
tion I received about Miss Georgia Sturtevant, the last ‘untrained nurse’ at MGH.

Georgia Sturtevant began her career at MGH in 1862 as an assistant nurse,
and after two months was put in charge of a men's surgical ward. During that
time—the Civil War era—male wards were filled to capacity because no soldier
was turned away if there was an empty bed. Sturtevant was appointed hospital
matron on July 31, 1868, upon the death of her predecessor. I found it particularly
interesting that she was also placed in charge of Treadwell Library, which at that
time was located in the Bulfinch Building. In her position as hospital matron,
Sturtevant was the only female of all the officers at MGH. The stereotype of hos-
pital matrons at that time, in the words of a 21st century British writer, was a
‘tyrannical, starched battle-axe.’ By late 1873, preparations had begun to open
MGH s training school for nurses.

After 32 years of service, Sturtevant retired, in 1894. She was given a gift of
81,000 (the equivalent of 818,482 by today s standards). She began writing a
series of articles on “Hospital Life Before the Days of Training Schools,” for a
nursing journal called The Trained Nurse. The fourth installment of her article,
published in the April, 1896, issue, struck me as so contemporary, I thought
Caring Headlines readers would enjoy seeing it. I have edited it for length, but
the essence and emphasis (italicized words) remain Miss Sturtevant s.

The writings of Miss Georgia Sturtevant:

a 19th century ‘exemplar’

haggard, emaciated boy,
worn out and fractious

“Human nature is a com-
plex problem at best,
and sick human nature

always on the alert for

is sometimes incompre-
hensible. A nurse has
two distinct conditions
to consider—the indi-
vidual and the case. She
has not only to watch
the physical symptoms,
but the moods, and fre-
quently the personal
eccentricities of the
patient as well, and
sometimes the latter is
much the hardest task of
all. She is always in a
state of expectancy;

some new development.
Sometimes tokens of
gratitude, in the form of
kind words, come back
to her from appreciative
patients or their friends,
and again, where she
has done the most and
endured the most, she
receives only censure.”
(Sturtevant continues
with the narrative of a
nurse whose name is
not given; possibly, it
was Sturtevant herself.)
“Willie C, a poor,

by long years of sick-
ness and intense suf-
fering, was brought to
the hospital. We looked
upon him as a boy,
though against his name
we read ‘Age 22." The
case was that of a ‘bad
knee’ and it proved to
be very bad indeed, and
after some weeks of
treatment, it finally
came to amputation. It
was a long, tedious
case, and the nurses
were quite worn out

- (?[]clge 10 ——
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Martha E. Stone, MS, AHIP
coordinator for Reference Services
Treadwell Library

with Willie’s almost
ceaseless, fretful de-
mands upon them dur-
ing the many weeks that
lengthened into months
that he was under our
care. Even the patience
of his mother, who had
remained with him for a
time, was finally ex-
hausted and she left him
in our hands.

“But there came a
day [about six months
later] when Willie was
discharged. We brought
out his clothes and we
brushed his hair, and
put on his one shoe. We
wrapped him in warm
blankets, and the strong
ward tender took him in
his arms to the carriage,
and as the carriage
drove out of the hospi-
tal grounds we drew a
breath of relief. Yes, we
were glad that Willie
was gone, and yet we
were sorry that we were
glad.

“[After he had gone]
we missed his peevish
calls, and his pale face

haunted us. We would
ask ourselves, ‘I won-
der if we were patient
enough with Willie?’
and then the consoling
thought would come,
‘But even his mother
got out of patience with
him.” And we would
fall asleep, to be waken-
ed by the night watch-
er’s call, ‘Quarter of
five!”

“No tidings came
back to us of Willie.
But a reckoning day
came when we least
expected it. ‘A gentle-
man in the reception-
room to see you,” was
announced one morning
by the porter [five years
later], and an uncomfor-
table presentiment of
coming disaster took
possession of me. I ar-
ranged my hair with
trembling fingers—no
caps in those days, un-
fortunately, to give dig-
nity to one’s bearing
and confidence as a
badge of office will—

continued on page 12
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Building bridges: a nurse’s
passage to India

—by Donna Perry, RN,
professional development coordinator

recently return-

ed from a trip

to India, where

I was part of a
cardiac surgery team
deployed to help devel-
op a cardiac hospital in
Punjab, India. The team
included five staff from
Brigham and Women’s
Hospital, and was a
tremendous opportunity
for multiple disciplines
from two different hos-
pitals to help bridge the
cultural gap and bring
healthcare services to a
place where those ser-
vices are desperately
needed.

Landing in Delhi
was like entering
another world. Your
senses are over-
whelmed with a
barrage of new
sights, sounds, and
smells. Men in
business suits and
brightly colored
turbans stride down
the sidewalk. Wom-
en in beautiful saris
sit sidesaddle be-
hind their husbands on
motor scooters as they
zip down the street.
Often they hold one or
two children as the
small scooters provide
transportation for the
entire family. Bicycle
rickshaws rush by, laden
with people and parcels.
Cows wander freely

down the middle of the
street, stopping to graze
on the side of the road.
Cows are revered as
sacred by the Hindus so
they are allowed to graze
undisturbed. The aroma
of home cooking per-
meates the air as many
people live on the side
of the road in tents or
makeshift huts.

And everywhere is
the blare of horns. The
sound of honking is
constant as all the dif-
ferent vehicles vie for
space on the crowded
roads. One driver told
us on the first day, “You
need three things to

drive in India: a good
horn. Good brakes. And
good luck!”

The hospital itself
was located in Mohali,
Punjab which is just
outside the state capital
of Chandigarh. Itis a
spacious facility with
state-of-the-art equip-
ment. Each patient’s

room contains a small
bed next to the patient’s
bed for a family mem-
ber to sleep. In India,
it’s customary for a
family member to stay
with the patient as a
personal-care attendant.
The hospital is kept
scrupulously clean by
houseboys who seem to
be constantly sweeping
and mopping.

From the moment
we arrived, our visit
was a whirlwind of
work-filled days follow-
ed by evenings of warm
Indian hospitality. We
were invited to several
homes for dinner where

we were treated to sump-
tuous feasts of Indian
delicacies such as Tan-
doori chicken, and our
Indian hosts were so
gracious.

At the hospital, we
found nurses to be very
sweet and enthusiastic
to learn. They had a
good knowledge base
about their patients but

— ‘/Wage nm —
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professional development coordinator

were timid about ex-
pressing opinions to
physicians. Over the
next several days we
worked with the nurses
and observed their care.
We found them very
receptive to our sug-
gestions, but reluctant
to initiate a primary role
in planning care.

The public
perception of nurs-
ing in India is very
different from the
US. Nursing is
seen as a low-status
job there, and their
role is very task-
oriented. A public
relations consultant
described the pub-
lic’s view of nurses

as, ‘two arms and two
legs.” So we looked at
this as an opportunity to
influence the develop-
ment of professionalism
among nurses in India.
Each afternoon one
of our team members
lectured on a particular
topic. I gave a presenta-
tion on the importance

of patient education.
About 70 staff, physi-
cians and nurses, came
in on their afternoon off
to attend the session.
Patient-education is not
a major aspect of care in
India, but it is an area
they want to improve on
as they develop a more
patient-centered philos-
ophy.

I felt fortunate that
MGH has such a well
articulated philosophy
of nursing. I was able to
share our strong empha-
sis on patient-focused
care and our belief that
every action is guided
by knowledge, enabled
by skill, and motivated
by compassion.

My presentation
included photographs
that have appeared in
past Nurse Week issues
of Caring Headlines.
These photographs
showed MGH nurses in
action, and caring and
compassion were evi-
dent in each picture.

continued on page 14
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MGH celebrates Respiratory Care Week

Laura White, RRT, and Bill
Perry, RRT, answer questions

S
t:":'J.#

for passers-by

Miss Georgia Sturtevant

continued from page 10

for even a nurse, an
untrained nurse, cannot
control her emotions
under all circumstances.
I went down the long
flight of stone stairs,
and as I opened the
door of the reception
room a gentleman ad-
vanced to meet me. His
stern face added greatly
to my discomforture,
and my self-control
nearly deserted me. The
gentleman asked, ‘Are
you Miss ------ , and did
you have the care of a
patient by the name of
Willie C? Was he very
troublesome?’

“I answered in the
affirmative as calmly as
I was able. The picture
of indignant parents,
sympathizing friends,
and the ‘family physi-

cian,” whom I had every
reason to believe was
standing before me,
passed rapidly before
my mind. But though
my hands had grown
absolutely clammy by
this time, I determined
to defend myself and
regain my self-control
by talking very rapidly,
and I answered, ‘Yes,
he certainly was very
troublesome indeed. We
knew that he had suf-
fered a long time, and
we really pitied the boy
very much, and we tried
to be very patient with
him, but his fretfulness
did at times seem al-
most unbearable. Even
his mother—’

“But what a remark-
able change had come
over the stranger. His

' | October 21-27, 2001

1.

1 | On Tuesday, October 16, 2001, staff of Respiratory
Care Services offered a day-long educational booth in
the Main Corridor. Respiratory therapists were on hand
to educate people and answer questions about the many
services provided by their department, including: me-
chanical ventilation and airway management; bronch-
oscopy assistance; asthma care and education; extra-
corporeal life support; as well as a number of consult-
ative, research-oriented, and community-service activi-
ties. For more information, please call 724-4480.

Staffing the Respiratoy Care Week educatlonal booth are (I-r): Laura White, RRT,
Bill Perry, RRT, Pam Brown-Early, RRT, and Mike Underwood, RRT.

stern features had soft-

EAP Resource Table
“Stress and the Holidays”

ened and a smile trans-
formed his face, as he
answered, ‘Yes, even
my mother couldn’t
stand my nonsense. For
Iam Willie C, and I
have come back to apol-
ogize for my bad beha-
vior.” And he held out
his hand, and I noticed
for the first time the
artificial leg that he had
learned to manage with
perfect ease. Here in-
deed was a case of grat-
itude we were wholly
unprepared for.”

Many of us look forward to the holidays, but for
many others it is a time of conflicting demands and
stressors. Visit the EAP Resource Table
for suggestions on how to manage stress, set
realistic goals, and take better care of yourself
during the holiday season.

December 6, 2001
11:00am-1:00pm
Eat Street Cafe

December 13, 2001
11:00am—-1:00pm
Building 149, Atrium Lobby, CNY

For more information, call the
Employee Assistance Program
at 726-6976

()[Jage 2 —
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MGH celebrates Pastoral

Care Week

n celebration of National Pas-

toral Care Week, October 22-26,

2001, The MGH Chaplaincy

sponsored a much-needed ses-

sion of spiritual renwal and com-
ic relief in the form of stand-up comedian,
Jackson Gillman. Gillman, who prefers
the description, ‘stand-up chameleon,’
because he changes his voice and appear-
ance to create a host of ‘supporting’ char-
acters, used song, poetry, skits, and mime
to deliver a message of love and hope.

Gillman reminded listeners of the spi-
rit and tenacity of a childhood friend with
the familiar lyrics: “The itsy bitsy spider
went up the water spout. Down came the rain
and washed the spider out. Out came the sun and
dried up all the water. The itsy bitsy spider went
up the spout again!”

“Just like that little spider,” said Gillman, “we
must all... rise again!”

Evelyn Bonander, ACSW, director of Social
Services and the Chaplaincy, took the opportunity
to thank MGH chaplains for what they do every
day, and especially for what they have done since
September 11th. Said Bonander, “Thank-you for
planning this session—I think we all needed to

(Photo by Abram Bekker, Bulfinch Photo Lab)

12

remember how to laugh

Reverend Mary Martha Thiel, coordinator of
the Chaplaincy, introduced members of the
Chaplaincy who were present, noting the great
diversity of cultures and origins represented. Said
Thiel, “Our hospital boasts a rich diversity of tra-
ditions, cultures and languages from all over the
world. But as different as we all are, there is a
palpable sense of unity for which we are all grate-
ful.”

The Chaplaincy can be reached by calling
6-2220.

Exemplar

continued from page 9

treatment. Lisa was off that day,
and Karlene wasn’t there when
he left. While we both wish we
could have seen him before he
left, we realized that after our
long journey together, nothing
had been left unsaid.

The entire team had a great
feeling of accomplishment at
finally getting Mr. G into an
acute-level rehab facility, when
so many complications could
have prevented it. We felt like
this might be Mr. G’s last
chance to regain his indepen-
dence, return home, and perhaps

start picking up the pieces of his
life. Mr. G’s case is a powerful
example of what can be ach-
ieved when all members of the
healthcare team come together
to advocate for the patient and
his family. While the trip was
far from easy, we reached our
final destination, and it was,
indeed, a beautiful conclusion.

Comments by Jeanette
Ives Erickson, RN, MS,
senior vice president

for Patient Care and

chief nurse

What impressed me about this
narrative was that the accounta-
bility of each discipline over-
lapped the accountability of
other disciplines. This was truly

a collaborative approach. Case
managers assist patients and
families in developing and im-
plementing discharge plans, but
as this narrative so beautifully
demonstrates, nurses, therapists
and social workers all play a
key role in ensuring the success
of the plan.

In caring for this medically
complex patient, nurses, case
managers and the entire health-
care team worked together and
communicated effectively to
advocate for Mr. G and his fam-
ily. In the end, a timely and sat-
isfactory discharge took place
because of their efforts.

Thank-you Karlene and
Lisa.
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Physical therapists celebrate National PT Month

hat better
way to cele-
brate Nation-
al Physical
Therapy Month than
sharing knowledge,
information, and
injury-prevention
strategies with staff,
patients and visitors
to the MGH commu-
nity? Well, giving
blood was one way.
That’s what a num-
ber of physical ther-
apists did on Tuesday, October 16, 2001.
The department had originally wanted to
donate blood right after the attacks on Sep-
tember 11th, but were asked to defer their
donation to a later date because of the huge
number of people flooding the Blood
Donor Center in response to the tragedies.
So therapists decided to combine their
‘group blood donation’ with their celebra-
tion of Physical Therapy Month. On Wed-
nesday, October 17th, it was back to busi-
ness as usual as therapists took turns staff-

Photos (clockwise from top left):

1) Physical therapists (I-r): Maria Fitzpatrick,
" PT, Laura Kastrenos, PT, Diane Heislein, PT,
and Michael Tiffany, PT, staff educational
booth in the Main Corridor.

2) Tiffany, gives blood; Gail Fennessy, LPN,
is the technician.

3) Fitzpatrick, spends time

ing an educational booth in the Main Cor-

ridor.

educating a visitor.

India
continued from page 11

One photo was of a
nurse holding the hand
of an intubated patient
and talking with her. I
told them that education
was an important part of
ongoing care. The mes-
sage was very well re-
ceived. The senior car-
diac surgeon asked me
to reemphasize the im-
portance of talking to

patients. He felt this
was something that real-
ly needed to be devel-
oped.

Later in the week,
some of us were invited
to a press conference
about nursing. We were
very excited but ner-
vous because none of us
had ever been involved
in a press conference
before. We met with
representatives of a
public relations firm to
help prepare us to talk

to the press. We met
with reporters from the
largest newspapers in
India. One was from a
Hindi-speaking news-
paper so there was a bit
of a language gap. But
overall, it went very
well. I gave an opening
statement describing
our philosophy of nurs-
ing and how nursing is
a respected and trusted
profession in America.
It was a wonderful op-
portunity to represent

— Vagers ——

nursing and hopefully
elevate the public per-
ceptions of nursing in
India!

One reporter asked
what we had learned
from nurses in India.
After some reflection
we talked about the
respectful way that staff
had treated each other
and the great kindness
that had been shown to
us by virtual strangers.
We witnessed how im-
portant the family unit

is in India. With all of
our technological and
economic advances,
sometimes we lose sight
of the importance of
human connections.
Perhaps our visit to
India taught us to stop
worrying so much about
the future and start en-
joying each moment as
it comes.

Life is short, and in
the end, it’s the human
relationships that make
it all worthwhile.



When/Where

Nov. 28, 8:00am—12:30pm
November 30 (Exam)

8:00-9:30am

November 28
8:00am—2:30pm

November 29
8:00am—4:00pm

November 29 and 30

8:30am—5:30pm

December 3, 4, 5,10, 11, 12

7:30am—4:00pm

December 3
8:00am—4:30pm

December 4
7:30-8:30am

December 4
8:00am—5:00pm

December 6
1:30-2:30pm

December 6
7:30—-11:30am
12:00-4:00pm

December 6
8:00-11:15am

December 6
12:00-4:00pm

December 7
8:00am—4:30pm

December 10
8:00am—4:30pm

December 12
8:00am—2:30pm

December 12
1:30-2:30pm

Decemberl2
5:30-7:00pm

December 13
8:00am—4:30pm

December 17
7:30—-11:30am
12:00-4:00pm

December 17
8:00am—4:00pm

ucational erngs

Description

Transfusion Therapy Course (Lecture & Exam)
Bigelow 4 Amphitheatre

New Graduate Nurse Development Seminar II
Training Department, Charles River Plaza

Clinical Evaluation of the Electrocardiogram
Stearns Auditorium, New England Medical Center

Advances in the Management of Polytramatized Patients
Training Department, Charles River Plaza

Critical Care in the New Millennium: Core Program
Brigham & Womens Hospital

Diversity Within Cultures: Implications for Health Care
O’Keeffe Auditorium.

On-Line Patient Education: Tips to Ensure Success
Patient Family Learning Center

Chemotherapy Consortium
NEMC

Nursing Grand Rounds
O’Keeffe Auditorium

CPR—American Heart Association BLS Re-Certification

for Healthcare Providers
VBK 401

Intermediate Arrhythmias
VBK 601

Pacing and Beyond
VBK 601

Wound & Skin Care: Common Problems, Common Products
Training Department, Charles River Plaza

Care of the Respiratory-Compromised Patient
O’Keeffe Auditorium
New Graduate Nurse Development Seminar I

Training Department, Charles River Plaza

OA/PCA/USA Connections
Bigelow 4 Amphitheater

Advanced Practice Nurse Millennium Series
O’Keeffe Auditorium

Preceptor Development Program: Level I
Training Department, Charles River Plaza

CPR—American Heart Association BLS Re-Certification
for Healthcare Providers
VBK 401

2001: A Diabetic Odyssey
O’Keeffe Auditorium

Internet at http://www.hrm.harvard.edu
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Contact Hours

5.4 (contact hours
for mentors only)

TBA
TBA
45.1
for completing all six days

TBA

1.2

3.9

5.1

TBA

7.8 (RNs) .6 (SLPs)
certificate of attendance
for OTs and PTs

6.0 (contact hours
for mentors only)

For more information about any of the above-listed educational offerings, please call 726-3111.
For information about Risk Management Foundation educational programs, please check the



Volunteers, Jack DiBona and Christina Friel (back),
with Dalmatians (I-r): Gayle Gastineau, Maureen
Forbes, Ellen Millea, and Heather Peach. ‘

Tracie Grant helps 7-year-old,
Felistus Kangethe, celebrate her
first Halloween in America!
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Halloween—Because
MGH child life specialists
and pediatric caregivers

take Halloween v-e-r-y
seriously, once again children
on inpatient units had the

| opportunity to trick-or-treat

in full Halloween regalia to the
delight of staff and visitors!
All 101 (or 102!) Dalmatians
couldn’t make it, but the ones

that did make an
appearance were
a-d-o-r-a-b-l-e !

[ \ E

The whole scary crew takes a
break in the Warren Lobby
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