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Stephanie M. Macaluso, RN,
Excellence in Clinical Practice

Awardso you think Stephanie
suspected all those
years ago that so many
gifted clinicians would

follow in her footsteps as
recipients of the Stephanie M.
Macaluso, RN, Excellence in Cli-
nical Practice Award? She prob-
ably did. And the list grew longer
this year with the addition of four

accomplished and highly respect-
ed clinicians: Ann Eastman, RN,
staff nurse on the Bigelow 14 Vas-
cular Unit; Judy Foster, RN, staff
nurse on the Ellison 14 Oncology/
Bone Marrow Transplant Unit;
Jackie Mulgrew, PT, physical
therapy clinical specialist; and continued on page 11

Virginia Sigel, LICSW, clinical
social worker.

In her remarks at the award
presentation ceremony, December
8, 2005, in O’Keeffe Auditorium,
senior vice president for Patient
Care, Jeanette Ives Erickson, RN,
noted that 62 clinicians have been

With senior vice president for Patient Care, Jeanette Ives Erickson, RN (right), and associate
chief nurse, Jackie Somerville, RN (left) are 2005 Macaluso award recipients (l-r): Ann Eastman, RN;

Jackie Mulgrew, PT; Virginia Sigel, LICSW; and Judy Foster, RN
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Ann Eastman, RN
staff nurse, Vascular Surgical Unit

Clinical NarrativeClinical Narrative

continued on next page

A graduate of Northeastern University, Ann Eastman has worked at MGH
for almost 30 years in a variety of roles and settings. For the past four years, she
has worked on the Bigelow 14 Vascular Surgical Unit. She is a nurse who loves to
be challenged. She isn’t afraid to venture outside her comfort zone to learn new

techniques or take on new projects. She shares best practices and seeks the
opinions of experienced clinicians and novice clinicians alike. She is committed

to creating an environment that promotes quality and safety.
Ann is an advanced clinician in the PCS Clinical Recognition Program

Ann EastmanAnn Eastman

My name is Ann East-
man, and I have been a
nurse at MGH for almost
30 years. When working
with a patient, my goal,
like any healthcare pro-
vider, is to help that pa-
tient achieve optimal
wellness within that en-
counter. It sounds simple,
but achieving it can be a
complex matter.

I met Mr. Valentine
for the first time one mor-
ning as I was working
with Coco, a new nurse
orientee. It was my first
time working with Coco
since she had become a
nurse, but I had known
her well when she was a
student and patient care
associate.

In planning our day,
we saw Mr. Valentine
briefly to assess him. The
night before he had ap-
parently aspirated, add-
ing one more compli-
cation to an already com-
plicated course for this
gentleman.

Mr. Valentine had
been admitted with men-
tal status changes and
during his hospitalization
had undergone a carotid
endarterectomy. His re-
covery had been very
slow with minimal im-
provement. This par-
ticular morning he was

listless, weak, and nearly
unresponsive. He had
diffuse rhonchii, and
some wheezing. His oxy-
gen saturations were poor
and his blood pressure
was low.

The team had ordered
a neurology consult, a
chest X-ray, and had
already obtained arterial
blood gases. After a
quick assessment and
some changes in Mr.
Valentine’s oxygen deli-
very, we moved on to see
other patients. One was
getting ready to be dis-
charged, the other was
scheduled for diagnostic
testing that would take
most of the morning.

Coco and I worked
together to decide on a
plan of care. I needed to
take the lead because
Coco, as a novice, was
‘over her head.’ But her
participation was impor-
tant. Mr. Valentine need-
ed one nurse, but surely
two would be better.

We broke down our
assessment into three
areas: altered mental
status, respiratory com-
promise, and potential
cardiovascular compro-
mise. From there we or-
ganized our thoughts and
actions.

We checked with the
team about their plans.

First and foremost, they
wanted a neurology con-
sult. The team reviewed
the chest X-ray and arter-
ial blood gases obtained
earlier.

The first thing we did
was perform a more com-
prehensive assessment.
Our assessment of Mr.
Valentine could guide us
and give important input
to the team. After trying
hard to rouse Mr. Valen-
tine by voice and touch,
we got him to open his
eyes. He was clearly
weak. He didn’t volun-
tarily move any of his
limbs.

We reassessed his
oxygenation. The adjust-
ments we’d made in his
oxygen delivery had im-
proved his saturations
slightly. Working togeth-
er, Coco and I concluded
that secretions altering
gas exchange and poor
respiratory effort due to
weakness were important
factors.

In assessing his car-
diovascular status, we
looked at his previous
vital signs, medications,
and recent trends. Though
not optimal, they hadn’t
changed dramatically.

Now we could con-
struct a plan of care.
First, we addressed his

respiratory status. That
was clearly crucial. We
performed vigorous chest
physical therapy, reposi-
tioning, upright posture,
nebulization treatments,
and after obtaining an
order, nasotracheal suc-
tioning. These maneuvers
improved Mr. Valentine’s
oxygen saturations and
lung sounds to our satis-
faction. They even seem-
ed to result in a slight
improvement in alert-
ness. We knew we were
on the right track.

In the meantime, the
neurologist arrived to
perform her assessment.
We made sure she had
our input on his mental
status and assisted with
her examination. She
determined that Mr. Val-
entine needed further
evaluation, including a
head CT. A head CT
could have been prob-
lematic because it re-
quires a patient to lie flat,
and Mr. Valentine needed
to be at a 60–90o angle to
achieve good aeration.
Also, Mr. Valentine was

very ill and would need a
nurse to accompany him
to any tests, and that con-
flicted with our other
responsibilities on the
unit.

We talked with the
nursing supervisor who
was already aware that
Mr. Valentine was very
ill. We arranged for a
nurse from the Rapid
Response Team to help
us. Then we had to de-
cide what role each of us
would play. When the
nurse arrived, we gave
her a thorough report,
and she felt comfortable
traveling with Mr. Valen-
tine. We all agreed that
Coco should accompany
her because she had
worked with Mr. Valen-
tine, and it would be a
good learning opportu-
nity for her. I would stay
behind with our other
patients.

It was difficult turn-
ing over my responsibili-
ties to the rapid response
nurse. I felt a deep sense
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of responsibility to Mr.
Valentine and felt we had
begun a plan of care that
could help him through
this event. But members
of the Rapid Response
Team travel with very ill
patients all the time.
They’re familiar with
Radiology and the re-
sources available there.

Coco and the rapid
response nurse left, and I
was anxious seeing them

go. The risks to Mr. Val-
entine were significant,
but this test was impor-
tant to rule out a new
stroke (not uncommon
after endarterectomy).

Throughout the morn-
ing, Coco and I touched
base, and I prepared to
give report to the ICU as
the plan was now for Mr.
Valentine to be trans-
ferred as soon as possible
after his head CT.

While in Radiology,
the decision was made to
do an MRI on Mr. Val-
entine. An MRI also re-
quires the patient to lie
flat, and while under-
going the MRI, Mr. Val-
entine’s condition deteri-
orated. His respiratory
pattern became more
labored and his satura-
tions decreased. Coco
and the rapid response
nurse returned promptly
and told me of the events.
The decision was made
to return Mr. Valentine to
the unit immediately.

We asked the team if
Mr. Valentine’s wife had
been informed of his
condition. Earlier they
had said they were wait-
ing for the results of the
test to have something
concrete to tell her. I
understood their desire to
have something concrete
to tell her, but I knew
Mrs. Valentine was con-
cerned about her husband
and his care. We felt she
would want to be in-
formed. The point be-
came moot as Mrs. Val-
entine had just arrived on

the unit and was waiting
outside his room. The
house officer went out to
discuss Mr. Valentine’s
condition with her. We
hoped our earlier conver-
sation had prepared the
team to speak with her.

I called ahead to the
Burn Unit where a bed
was available for Mr.
Valentine. Coco and the
rapid response nurse
went with Mr. Valentine
and the house officer to
the Burn Unit (one floor
below). After notifying

Narrative (Ann Eastman)
continued from previous page

continued on page 10

Staff nurse, Ann Eastman, RN (right) and colleague,
Nicole ‘Coco’ Wilcox, RN, with patient, Walter Allen,

on the Vascular Unit
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Judy Foster, RN
staff nurse, Oncology/Bone Marrow

Transplant Unit

Clinical NarrativeClinical Narrative

continued on page 18

A graduate of the University of Tennessee, Judy Foster received her
master’s degree in Nursing from Yale University and has worked on the Ellison 14
Oncology/Bone Marrow Transplant Unit since 2002. She came to MGH with more
than 20 years of experience in oncology nursing. Judy has an inquisitive mind that

quickly grasps complex protocols and their implications for patients and
families. A tireless patient advocate, she seeks out opportunities to improve

systems that will benefit patients and the institution. Judy enters a patient’s world
and instantly understands what can often not be explained. She knows

when to teach, when to talk, and when to be silent.

Judy FosterJudy Foster

Like the man dropping
walnuts in the pond, I am
keenly interested in
sounds. Rumi says that
“within these dense bod-
ies full of forgetfulness
and doubt and grieving is
a music flowing through
that can dowse restless-
ness.” At times, attuning
oneself to the music
within dense, ill bodies
seems foolish and futile.
Other times, it seems to
be a perfect metaphor for
the practice of nursing.
This narrative illustrates
one attempt to help a
woman find her own
inner strength and com-
fort during a prolonged,
complicated hospital stay
by simply tuning in to
her sounds.

KB is a 46-year-old
woman with Type 1
DDM. She has had brittle
diabetes since she was
two but has managed it
reasonably well without
any organ toxicity. She is
married and has a 20-
something year old step-
son. I’ve been one of her
primary nurses since she
was admitted to MGH
several months ago. She
remains hospitalized at
this moment for a num-
ber of complex illnesses
with conflicting priori-

ties. She has undergone
an emergent splenect-
omy, induction chemo-
therapy for acute lym-
phocytic leukemia, bio-
psy and treatment for
fungal pneumonia, allo-
genic bone-marrow trans-
plantation with twice
daily whole-body radi-
ation treatments and
more chemotherapy, and
is currently undergoing
treatment for acute graft-
versus-host disease. Sum-
mer and autumn have
come, but she remains
hospitalized with no
foreseeable discharge
date.

KB can be described
as fragile. Currently, she
weighs approximately
105 pounds. Having
lived with diabetes most
of her life, she is familiar
with illness, dependency,
and physical symptoms.
Initially, she spoke with a
gentle, sweet, almost
childlike voice. Now her
voice denotes resigna-
tion, frustration, and
withdrawal. She moves
slowly and mechanically.

She insists that her splen-
ectomy incision (from
June) is painful on move-
ment or even light touch.
She goes to bed at 7:00pm
and gets up at l0:00am.

Though she is awak-
ened periodically for
medications, vital signs,
and alarming IV pumps,
it always appears that she
is sleeping soundly. Ev-
ery morning she reports
that she didn’t sleep at all
the night before. Insisting
that she is always cold,
we are constantly turning
the heat up in her room.
Caregivers must don an
isolation gown before
entering the room. Once
inside, it feels like you’ve
entered a sauna. She puts
cotton balls in her ears to
‘keep out the draft.’

KB has endured one
complication after an-
other. Graft-versus-host
disease (GVHD) is the
most recent set-back.
This complication of
allogenic transplant con-
sists of the donor (graft)
white blood cells attack-

Walnuts
a poem by J.D. Rumi (translation)

Philosophers have said that we love music
Because it resembles the sphere sounds
Of union. We’ve been part of a harmony
Before, so these moments of treble and bass’

Keep our remembering fresh. But how
Does this happen within these dense bodies
Full of forgetfulness and doubt and
Grieving? It’s like water passing through us.

It becomes acidic and bitter, but still as
Urine it retains watery qualities.
It will put out a fire! So there is this music
Flowing through our bodies that can dowse

Restlessness. Hearing the sound, we gather
Strength. Love kindles with melody. Music
Feeds a lover composure, and provides form
For the imagination. Music breathes

On personal fire and makes it keener.
The waterhole is deep. A thirsty man climbs
A walnut tree growing next to the pool
And drops walnuts one by one into

The beautiful place. He listens carefully
To the sound as they hit and watches
The bubbles. A more rational man gives

advice,
“You’ll regret doing this. You’re so far

From the water that by the time you get down
To gather walnuts, the water will have
Carried them away.” He replies, “I’m not
Here for the walnuts. I want the music
They make when they hit.”
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September 5, 1996
Stephanie Macaluso, RN

July 2, 1998
May Cadigan, RN
Pat English, RRT
Valerie Fullum, LICSW
Sarah Rozehnal Ward,

CCC/SLP

December 17, 1998
Maureen Beaulieu, RN
Tessa Goldsmith, CCC/

SLP
Diana Grobman, RN
Karen Lechner, LICSW
Donna Slicis, RN

July 1, 1999
Rochelle Butler, LPN
Alice Chaput, RN
Diane Plante, PT
Louise Sethmann, RN

January 5, 2000
Elizabeth Johnson, RN
Sucheta Kamath, CCC/SLP
Sandra McLaughlin,

LICSW
Fredda Zuckerman, LICSW

June 15, 2000
Emilyn S. Bellavia, RN
Mary Elizabeth McAuley,

RN
Diane McKenna-Yasek, RN
Marica Wasenius Rie, PT

December 7, 2000
Gae Burchill, OTR/L
Pamela DiMack, RN
Claire Farrell, RN
Marie Elena Gioiella, LICSW
Irene Giorgetti, RN
Lisa Sohl, RN
Susan Thel, MSW

Past Macaluso Award Recipients
June 21, 2001

Neila Altobelli, RRT
Constance Dahlin, RN
Sylvia Gordon, LICSW
Catherine O’Malley, RN

December 13, 2001
Clare Beck, RN
Anita Carew, RN
Robert Goulet, RRT
Kristen Jacobsen, SLP
Thomas Lynch, RN

June 13, 2002
Sharon Brackett, RN
Marguerite Hamel

Nardozzi, LICSW
Mary Lou Kelleher, RN
Judith Lynch, RN
Kristin Parlman, PT
Debra Smith, RN

December 12, 2002
Kathryn Best, RN
Jennifer Kelliher, RN
Michael McElhinny, MDiv
Carol McSheffrey, LICSW
Jean O’Toole, PT

December 11, 2003
Erica Edwards, RN
Kimberly Stewart, CCC-

SLP
Cynthia Thibodeau, PT
Mara Wernick Robinson,

PT
Brenda Whelan, RN

December 9, 2004
Betty Ann Burns-Britton,

RN
Danielle Doucette, RRT
Alison Squadrito, PT
Mary Zwirner, LICSW

Judy Foster, RN, accepts award from senior vice
president for Patient Care, Jeanette Ives Erickson
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Jackie Mulgrew, PT
physical therapy clinical specialist

Clinical NarrativeClinical Narrative

continued on next page

Jackie Mulgrew received her diploma in Physical Therapy from
Liverpool University in England and has worked at MGH since 2001. Jackie

is a board-certified cardiovascular and pulmonary clinical specialist, one of only
84 in the country. She is a teacher and mentor to other therapists on her team. She
possesses a sense of scholarly inquiry and scientific curiosity that translates into a

tireless pursuit of excellence. Jackie works closely with patients to help
them achieve their goals—whether it’s negotiating a set of stairs or

walking outside in the fresh air.

Jackie MulgrewJackie Mulgrew

My name is Jackie Mul-
grew. I have practiced
physical therapy for 15
years; the last four here
at MGH. I love all as-
pects of my clinical pro-
fessional responsibilities
and over the last eight
years, I’ve had a special
interest in cardiovascular
and pulmonary physical
therapy. In my role as a
clinical specialist, I prac-
tice on all the cardiac
medical and surgical
units. It was while work-
ing recently in the Crit-
ical Care Unit (CCU)
that I met my patient,
Fred. I chose to present
Fred’s case in my clinical
narrative because it rep-
resents the importance of
helping patients reach
their goals, and it pre-
sented a challenge to me
that I had never been
faced with before.

The CCU is an inten-
sive care unit for patients
who have critical illness
from heart dysfunctions
such as cardiac pump
failure, critical arryth-
mias, or severe ischemia.
The CCU resident had
consulted Physical Ther-
apy to ‘optimize’ Fred’s
functional status prior to
cardiac transplantation.

I reviewed his medi-
cal record and learned
that Fred had been trans-

ferred to MGH two weeks
earlier from an out-of-
state hospital with com-
plaints of chest pain.
This was not the first
admission for Fred nor
his first time receiving
physical therapy. He had
been here nine months
earlier, and it had been
determined by the trans-
plant team that he would
need a heart transplant-
ation. Fred was on ‘the
list’ as a type l-A. This
meant that without med-
ical treatment, Fred
would have less than
seven days to live. His
heart was being support-
ed by continuous intra-
venous infusions of sev-
eral high-dose inotropes,
dobutamine, and milri-
none, which help the
heart muscle pump.

Fred had been living
with ischemic cardio-
myopathy for more than
ten years. He had suffer-
ed a large heart attack in
1992 from coronary art-
ery disease, which had
left his heart muscle very
weak. Over the next few
years, his heart became
overstretched and he had
a difficult time pumping
blood out of his heart.
His ejection fraction
continued to drop to only
12% (normal is 55–65%).
Because his heart was so

weak, Fred was having a
difficult time walking; he
couldn’t climb stairs, and
it was a chore for him to
get showered and dressed
every day.

I spoke to Fred’s
nurse before entering his
room and she informed
me that Fred was limited
in his mobility because
he was on a number of
continuous IV medica-
tions and was attached to
invasive heart-monitor-
ing devices. All he’d
been able to do was trans-
fer from the bed to the
commode over the last
two weeks.

I knocked on his door
and after being invited
in, I introduced myself to
Fred and his wife, Jill. I
found Fred sitting up in
bed, alert but quiet. As I
explained my role and
began interviewing Fred,
his wife actively parti-
cipated in answering
many of the questions I
asked to get a clear pic-
ture of who Fred was. He
didn’t mind his wife
speaking for him, and I
could feel immediately
the wonderful support
and love she gave him. I
pulled up a chair and
engaged both of them in
the interview process.

When I asked Fred
about his exercise his-

tory, he described himself
as someone who always
had to be doing some-
thing. He had retired
from engineering but
loved being active and
enjoyed puttering around
his home doing odd jobs.
He also enjoyed taking
walks with his wife but
over the last 12 months
his exercise capacity had
significantly decreased.
He told me he wanted to
be as conditioned as he
could as he waited for a
heart transplantation.

I asked Fred if he had
any hobbies he enjoyed?

Fred’s eyes brighten-
ed and he smiled. “Koi
fish,” he said.

“What’s that?” I ask-
ed.

“I raise Koi fish. I
have about fifty in my
garden pond. I built the
pond myself and I raise
them. When I’m not busy
taking care of the fish, I
sit out on the deck that
overlooks the pond with
Jill. We like to watch our
grand-daughter play
around the pond. I laugh
when I hear her screech

when the family bullfrog
hops too close to her. She
loves the Koi.”

He looked at his wife
and said, “I need to get a
heart.”

I examined Fred and
gathered data to help me
determine what impair-
ments he had. He was
surprisingly strong for
someone who’d had lim-
ited mobility for the last
two weeks being confin-
ed in the hospital. Fred
told me he had remem-
bered the exercises he’d
been taught by his phy-
sical therapist on his last
admission and he per-
formed those exercises
daily to maintain his
strength. Fred reported
no pain, his skin was
intact, he had no signs of
pressure sores, and his
range of motion was full.
He moved well in and
out of bed considering all
the lines and wires he
was attached to. He only
needed supervision to
help manage the lines as
he moved from the bed to
the commode. He was
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able to stand without any
support, but I noted that
his head was flexed for-
ward and his shoulders
were rounded. He was
able to correct his posture
with simple cueing from
me. I knew that if Fred
got a donor heart, it
would mean having a
sternotomy, an opening of
his chest to perform the
surgery. Often, patients
develop poor posture
after a sternotomy, so I

wanted to address this
early on with Fred. As he
stepped toward the com-
mode, I noted that his
strides were short and his
foot clearance was very
low.

Based on the data I
drew from the echo-card-
iogram, the monitoring
devices in his room, and
the history Fred gave me
regarding his low level of
function prior to admis-
sion, I knew he most

likely had a low exercise
tolerance. In order to
confirm and quantify
this, I wanted to perform
a low-level exercise test.
Based on the results of
the test, I would be able
to prescribe a very spe-
cific exercise program
for Fred that would grad-
ually increase his exer-
cise capacity by training
his peripheral muscles to
be more efficient, thereby
decreasing the demands
on his already weakened
heart. This approach has
been well documented in
the literature.

I noted that Fred was
attached to a pulmonary
artery (PA) line. This line
monitored Fred’s heart
pressures, and I knew
based on its location in
the heart that I needed to
be very careful handling
this line. The line sits in
the pulmonary artery. It
can be advanced further
into the pulmonary cap-
illaries to measure the
pulmonary capillary
wedge pressure. This is
performed by a critical
care nurse under strict
guidelines. I knew I had
to monitor the screen to

make sure I’d quickly
recognize any changes in
the waveforms that
would indicate advance-
ment or slippage of the
PA line. If for any reason
the PA line advanced
forward in an uncon-
trolled situation into the
capillary, it could cause a
pulmonary infarction or
damage the capillary
wall.

I’d performed hun-
dreds of sub-maximal
exercise tests before but
never on a patient who
had a PA line. I had work-

Narrative (Jackie Mulgrew)
continued from previous page

continued on page 16

Physical therapy clinical specialist, Jackie
Mulgrew, PT, works with patient, Errick Cannon
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Virginia Sigel, LICSW
clinical social worker

Clinical NarrativeClinical Narrative

continued on next page

(This is not the clinical narrative that accompanied Virginia Sigel’s nomination
portfolio; that narrative was not printed to preserve patient confidentiality.)

A graduate of Harvard College and the Boston University School
of Social Work, Virginia (Ginny) Sigel started working at MGH in 1991.

Over the course of her long career, Ginny has become an expert in treating
survivors of sexual abuse through individual and group sessions. Recognizing the
unique needs of this population, she provides educational programs for clinicians

who care for sexual-abuse survivors. Among her many accomplishments, she and a
colleague started a support group for women of color who have survived sexual

abuse. A resource to colleagues and all members of the MGH community,
Ginny brings expertise, wisdom, compassion, and a comforting sense

of humor to each encounter with a client.
Ginny is a clinical scholar in the PCS Clinical Recognition Program.

My name is Virginia
Sigel, and I have been a
social worker for more
than half my life. After
working with community
agencies for many years,
I came to MGH where
I’ve worked with out-
patients for the past 14
years. I’m a psychother-
apist, and although I work
primarily with individ-
uals, I’ve led groups for
sexual abuse survivors
and disabled men. I’m
currently participating in
the advanced couples
seminar and am increas-
ingly treating couples.

As a psychotherapist,
I believe my work has
several components:
first, to identify what’s
causing people subjective
distress; second, to create
a plan for changing
what’s changeable; third
to work with them as
they explore the roots of
their unhappiness; and
fourth to support them in
their practice of cogni-
tive and behavioral
shifts. I guess that makes
me a private (confiden-
tial) investigator/plan-
ning consultant/travel
guide. But the essential

foundation for treatment
is the relationship that
develops between thera-
pist and patient. Trust,
regard, and mutual re-
spect are required for any
work to progress.

Recently, I began
working with a new pa-
tient. I had to listen care-
fully to the phone mes-
sage because the voice
was very soft, almost
timid. The woman said
her primary care physi-
cian had referred her to
me, but she was on her
way out and would call
me later. By 4:00pm, I
hadn’t heard from her,
and since I had heard the
anxiety in her voice, I
decided to return her call.
Another woman answer-
ed and called for Linda.
After what seemed a
rather long time, Linda
came to the phone.

Her voice was barely
audible. When I inquired
about the referral, she
quietly said that she had
an ongoing depression,
that she lived in a pres-
sure cooker, and that’s
why her primary care
provider had referred her
to me. She sounded so

depressed, I offered to
see her in the next few
days. She was reluctant
to commit to an appoint-
ment so soon, so I offered
to see her the following
week. And she accepted.
But because I sensed that
she was very unhappy
and very passive, I re-
peated my offer to see
her sooner, which she
more comfortably de-
clined, saying, “I will
come to the appointment
next week.”

I was reminded of a
very competent patient I
had seen years ago who
was working with Jewish
Vocational Rehab to
change careers. She had
diligently completed
many of the tasks and
had completed her res-
ume. She began search-
ing for a new job and
reported in one therapy
session that she’d sent
out a number of resumes
and cover letters. She
came to a subsequent
session anxious and dis-
tressed. She’d received
positive responses from
two companies! As we
explored the reasons for
her upset, she said, “I

was only ready to send
out letters.”

Linda was apparently
only ready to make the
initial call and cautiously
make an appointment.
She wasn’t ready to meet
the therapist. By next
week she would have
made herself ready to
come to an appointment.
I wondered how often we
mistakenly interpret cau-
tion and fear as resist-
ance, how in our desire
to help we miss the pa-
tient’s initial cues. I be-
lieved that Linda would
come to the first appoin-
tment, and I was relieved
that I’d been able to re-
cognize her need to con-
trol the time of our first
meeting.

Linda arrived on time.
Somewhat overweight,
she wore no make-up.
She was casually dress-
ed, and the total effect
was of a formless, beige
woman. She looked an-
xious, depressed, and
uncomfortable. I was
relieved I’d been punc-
tual because it was likely
that Linda’s anxiety

would have escalated in
the waiting room.

We started with my
asking routine intake
questions. I find that
people are usually more
comfortable after a few
minutes of simple dem-
ographic information.
When we got to the point
in the interview where I
ask about possible pre-
senting problems in al-
phabetical order, we did-
n’t get past the As. As
soon as I said, “abuse,”
Linda started to tear up.
She acknowledged that
she had been physically,
psychologically, and
sexually abused by her
father throughout her
childhood. All her sib-
lings had been abused as
well, but because she
was the oldest in the fa-
mily, more abuse and
responsibility fell to her.
Linda’s mother frequent-
ly blamed her for having
to marry Linda’s father. I
remarked how painful
her mother’s words must
have been despite the
illogical and inappropri-

Virginia SigelVirginia Sigel
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ate accusations.
As we continued with

the interview, it became
evident that Linda had a
history of anxiety, panic
attacks, chronic depres-
sion, domestic violence
in her family of origin,
sleep disturbances, iso-
lation in her present fa-
mily, trauma, and suicid-
al ideation.

Linda explained that
she usually presented
well. She had recently
called her primary care
provider, however, and
when the doctor advised
her to come in, Linda

broke down in tears. She
reported that she has ups
and downs due to ‘under-
lying stuff;’ she’s not a
‘happy camper,’ but she
does okay generally.

Linda expressed con-
cern that she was be-
coming angrier lately. It
didn’t take much to get
her riled, and she snap-
ped at people. Linda was
so honest in her self-
reporting—it almost felt
like she was at confes-
sion, trying to remember
all her sins and failings.
The guilt and self-re-
crimination, the expec-

tation that she would be
judged were so obvious.
While my instinct was to
reassure her and offer
support and ‘forgive-
ness,’ I refrained, know-
ing that the most helpful
response was simply to
listen and not judge.
In that first session, it
was essential that I ach-
ieve some initial under-
standing of Linda’s
world. My task was not
to evaluate the ‘truth’ or
reality of her perceptions.
My goal was to build an
alliance, accept her emo-
tional reality and validate
her behaviors as adaptive
to her very painful past
experiences. It was evi-
dent that Linda was in

great pain when she dis-
closed her abusive past.
Listening to, and con-
necting with, her distress
and shame was extremely
sad for me. We are all
reassured by knowing
that our experiences
make sense to another
person. I hope that Linda
felt I understood and was
genuinely concerned for
her. I believe that when
we verbalize our darkest
fears and experiences,
when another person
bears witness to our pain
or shame, we can walk
away a little bit lighter,
released from a small
amount of the emotional
burden.

Linda has continued

in therapy. She said after
several sessions that she
couldn’t remember feel-
ing this well. In one of
our early sessions when
Linda was very upset and
sharing details of her
abusive history, I sug-
gested she visualize leav-
ing some of her pain be-
hind in one of my desk
drawers. Since then she
has said that during the
week she thinks about
my desk drawer and what
she’ll try to leave behind
in the next session. I
know this is a new be-
ginning for this woman
who was brave enough to
accept a referral and be-
gin therapy.

Narrative (Virginia Sigel)
continued from page 8

continued on next page

Clinical social worker, Virginia Sigel, LICSW (right),
talks with patient Karen Igharosa
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the OAs on our unit that I
would be gone for a little
while, I went to the Burn
Unit. Coco was with Mr.
Valentine. He was about
to be intubated. I intro-
duced myself to his nurse,
then checked with a staff
member regarding the
whereabouts of Mrs.
Valentine. I was reassur-
ed that a staff member
from the Burn Unit was
with her.

Coco and I stepped
back but stayed while
Mr. Valentine was intu-
bated. I was able to ex-
plain the procedure, the
equipment, and the
course of care to Coco.
We were able to see Mr.

is required. Because of
her skills and knowledge,
Coco was able to help
assess Mr. Valentine,
verbalize her findings,
and participate in his
care. She was able to
absorb some of the ‘big
picture’ behind what was
going on. In talking with
her afterward, we both
felt the experience was
valuable for her, gave her
some concrete know-
ledge, some new skills,
exposure to managing
acute situations, and an
understanding of the
utilization and value of
our resources.

The team had a plan
that involved further

neurologist, including
our thoughts about his
respiratory needs. Our
observations, plan of
care, actions, and assess-
ments were important.
Our input helped the
medical team ‘connect
the dots’ in the clinical
picture that morning.

Did Coco and I meet
our goal of helping Mr.
Valentine achieve opti-
mal wellness? It’s hard to
say. Obviously, a less
eventful course would
have been more desir-
able. But as always, we
were working within the
constraints of the situa-
tion. The best care for
this patient involved con-
flicting needs (for exam-
ple, the risk of respira-
tory compromise versus
the need to learn the

able to present a narra-
tive without complica-
tions, without conflict,
and without an outcome
that doesn’t meet our
highest hopes. But what
we do every day doesn’t
always allow us that pri-
vilege. We’re at our best
in the real world where
we make decisions and
provide care in a com-
plex environment. After-
ward, we can always
think of what might have
worked better, what might
have helped. And that
reflection is important.
But the only purpose for
that is ‘for the next time.’
And that’s what exper-
ience is all about.

Comments by Jeanette
Ives Erickson, RN, MS,
senior vice president
for Patient Care

Narrative (Ann Eastman)
continued from page 3

Ann’s narrative gives us
a glimpse into the myriad
complex decisions nurses
make every day. While
managing a rapidly
changing situation, Ann
balanced crucial patient-
care responsibilities with
teaching opportunities
for her orientee. She ad-
vocated for Mr. and Mrs.
Valentine. She worked
with the team on her unit
and in other areas to en-
sure Mr. Valentine re-
ceived the best possible
care at every juncture.
With each new develop-
ment Ann re-grouped and
re-evaluated to try to
reach her goal of helping
Mr. Valentine achieve
optimal wellness while
under her care. This is a
very insightful narrative.

Thank-you, Ann.

Valentine begin to im- diagnostics, which were
Page 10

prove. We checked in
with his nurse to make
sure she had no ques-
tions, and then we left.

In the morning, my
goal was once again to
help Mr. Valentine ach-
ieve optimal wellness
during our time together.
As always, there were
complicating factors.

Orienting a new nurse
is always an asset and a
challenge. There’s a deli-
cate balance involved in
providing a new nurse
the experience she needs
while at the same time
responding wholeheart-
edly to the patient’s needs.
Both of these demands
are compelling and com-
mon in our current clin-
ical atmosphere. On-
going assessment of the
patient, the orientee, and
the developing situation

Comments by
Jeanette Ives
Erickson, RN, MS,
senior vice president
for Patient Care

Ginny’s narrative gives
us insight into the expert
practice of a clinical
social worker. Even
before she met Linda,
during their telephone
conversation, Ginny was
present and acutely
aware of what Linda
was saying, and more
importantly, what she
wasn’t saying. When
they did meet, Ginny
immediately established
a safe and nurturing
environment where
Linda could let her story
unfold on her terms.

Narrative (Virginia Sigel)
continued from page 9

important but also came
with risk. Getting Mr.
Valentine through these
tests required careful
work on our part to max-
imize his condition so he
could tolerate the test(s)
he needed. We had to
make use of resources
outside our unit includ-
ing the nursing supervis-
or and the rapid response
nurse. We needed to call
on our own unit staff
including: operations
associates, our nurse co-
workers, our clinical
nurse specialist, and our
nurse manager. Collabo-
ration is an important
part of patient care. With-
out it, it would be easy to
miss our goal of provid-
ing optimal patient care.

The team’s plan re-
quired that we present
our assessment to the

cause of his mental status
changes). There was also
the balance of who would
be the best caretaker at
any given time. And fi-
nally there was the issue
of achieving optimal
wellness for our other
patients. How did they
fare?

We were able to meet
the needs of our other
patients with help from
our colleagues. We did
our best for Mr. Valen-
tine. His status improved
during our care. We were
able to maximize his
oxygenation well enough
for him to undergo diag-
nostic testing. We got
him to the unit in time to
be intubated and recover.

And he did recover.
He was extubated after
this event and lived for
several more months.
It would be nice to be

Ginny’s deft handling of
the situation and her un-
derstanding of the com-
plexities associated with
sexual and psychological
abuse gave Linda the
sense of comfort and
confidence she needed to
‘unburden herself’ in
Ginny’s presence.

In a moment of re-
flection, Ginny wondered
how often we misread a
patient’s fear and anxiety
as resistance. Interpreting
those cues is such an
important part of what
we do as caregivers.

Linda was fortunate
to find Ginny and her
trusty desk drawer as
repositories for her pain.

Thank-you, Ginny.
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Macaluso Award Ceremony
continued from front cover

recognized since the in-
ception of the award in
1998. Ives Erickson
thanked the members of
the Macaluso Review
Board for their work in
selecting this year’s reci-
pients, and acknowledg-
ed all nine clinicians who
were nominated.

Associate chief nurse
Jackie Somerville, RN,
shared some observations
on the importance of
‘knowing’ patients, being
true to your own calling
and inner voice, and hon-
oring the authenticity and
individuality of every
patient. She ended her
remarks with a quote
from poet, Mark Van
Doren: “There are two
statements about human
beings that are true... that
all human beings are
alike and that all are dif-
ferent. On those two
facts, all human wisdom
is founded.”

As has become tradi-
tion, Ives Erickson read
from letters of support
and recommendation as
she introduced each re-
cipient. Quoting Dr. Paul
Uhlig, she said of Jackie
Mulgrew, “Jackie is an
expert clinician and nat-
ural leader whose clinical
skills are exemplary. She
has a quality that can
best be described as per-
sonal authenticity. Very
simply, Jackie lives what
she believes. Because of
this, her power to teach
and inspire others is pro-
found.”

Michael Sullivan, PT,
director of Physical and
Occupational Therapy,

wrote, “Jackie brought to
the MGH inpatient ser-
vice, eleven years of ac-
ute care experience, a
wide spectrum of physi-
cal therapy knowledge
and skills, a keen interest
in cardiovascular/pul-
monary physical therapy,
and exceptional commu-
nication, customer-ser-
vice, and conflict-man-
agement skills. As a cli-
nician, Jackie’s intuitive
abilities facilitate adept
clinical reasoning and
embody patient-centered
care.”

Introducing Ann East-
man, Ives Erickson read
from a letter written by
social worker, Mary Zwir-
ner, LICSW (former Ma-
caluso recipient). Wrote
Zwirner, “Ann provides
compassionate care that
clearly demonstrates her
understanding of, and
appreciation for, the
whole patient not just the
illness. She is curious
and thoughtful about the
social, cultural, and eco-
nomic situation of the
patient and family and
incorporates that into her
practice.”

Staff nurse, Jennifer
O’Neil, RN, wrote, “Ann
is a frequent preceptor
and mentor to new grad-
uate nurses and students.
Her knowledge and sup-
port facilitate the suc-
cessful transition and
growth of new team mem-
bers. Ann is a role model
for all of us.”

In her letter nominat-
ing Virginia Sigel, social
worker, Carol McShef-

frey, LICSW (also a for-
mer Macaluso recipient),
wrote, “Ginny is an intel-
ligent, compassionate,
and extraordinarily ac-
complished clinician. I
often turn to her when I
have a challenging client
in need of an experienced
therapist. In the 90s, Gin-
ny was in the vanguard
of treating women with
early trauma histories. At
a time when diversity

was not part of everyday
parlance, Ginny was
considering how to re-
spond to the clinical needs
of her minority clients.
When one of Ginny’s
African American clients
told her she felt like, “a
fly speck in a glass of
milk,” Ginny teamed up
with another MGH social
worker to develop a group
for women of color.”

Psychiatrist, BJ Beck,
MD, wrote “I’ve accept-
ed psycho-pharmacology
referrals from Ginny for
patients I would never
agree to manage on my
own. But knowing that
I’ll be working with a
seasoned, pragmatic, and
positively focused thera-
pist makes those referrals
not only possible, but
rewarding. Therapy is a
singular, private, and
unobserved practice. I’ve
never been in the room
with Ginny and a patient.
However, being in the
room with one of our
shared patients is a win-

dow to her work. Patients
will say, ‘I really wanted
to drink (or eat, or over-
spend, or call my ex…)
but I could just hear what
Ginny would say about
that.’ They’ve internaliz-
ed her while respecting
the clear, safe boundaries
she sets.”

In a letter supporting
Judy Foster’s nomina-
tion, nurse manager, Ellen
Fitzgerald, RN, wrote,

“Judy is always focused
on the goals of her pa-
tients and their families.
She is respectful and
supportive of their wish-
es and is able to incor-
porate this perspective in
her collaboration with
the multi-disciplinary
team.”

Oncology chaplain,
Michael McEllhinny,
MDiv (former Macaluso
recipient), wrote of Fos-
ter, “Judy’s skills mani-
fest a confidence that
builds trust in patients,
their families, and her
colleagues. Her know-
ledge of complementary
and alternative therapies
is also a plus. She re-
mains calm in crisis and
able to implement creat-
ive approaches to care.
When one patient was
taxing the staff with long
monologues about his
religious beliefs, Judy
listened long enough to
learn of his interest in
singing. She helped him

channel his energy into
performing Dean Martin
songs, which pleased him
and was a great relief to
his caregivers. From Judy,
he learned he could relate
to people in ways other
than long, biblical dis-
courses.”

Typically, one Maca-
luso recipient is asked to
share her narrative at the
award ceremony, and this
year, that clinician was
Judy Foster (see page 4).
Following the reading,
Foster was joined by
nurse manager, Ellen
Fitzgerald, for a dialogue
about the insights and
observations that con-
tributed to her decision-
making throughout her
care of KB, a long-term
diabetic patient with a
number of complicating
factors. As in past years,
the discourse was illu-
minating.

In closing, Ives Erick-
son thanked everyone for
coming, adding that Ste-
phanie Macaluso would
be proud. Said Ives Er-
ickson, “I was struck this
year by the inter-disci-
plinary nature of the nom-
inations. Clinicians from
several disciplines step-
ped forward to talk about
the impact another disci-
pline had on a particular
patient and on their own
practice. This makes me
very proud. Every disci-
pline brings a domain of
practice that is needed by
our patients.

“We are a world-class
institution, relentless in
our pursuit of patient-
and family-centered care.
You are all heroes in my
eyes, and I thank you for
what you do.”

We are a world-class institution,

relentless in our pursuit of patient-

and family-centered care. You are all

heroes in my eyes, and I thank you

for what you do.
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ed with patients with a
PA line while they were
on bed rest or permitted
to get out of bed to trans-
fer to a chair, but not to
do a walking or bicycle
exercise test. I knew all
about the normal and
abnormal responses of
heart rate and blood pres-
sure to increased work-
load. But I’d never been
taught nor had I read
anything about normal or
abnormal responses of
pulmonary artery pres-
sure (PAP) to increased
workload. I told Fred I’d
be back in the morning to
perform his test, and off I
went to the library that
evening after work. I
found two articles that
referred to PAP monitor-
ing in patients with se-
vere heart failure. Al-
though the articles didn’t
give parameters as to
what was suggested as
too high, I was able to
use my clinical know-
ledge and expertise to
extrapolate the relevant
information from the
articles. I now had a bet-
ter understanding of what
I would expect with Fred
the next day.

The following mor-
ning, I telephoned the
CCU and spoke with
Fred’s nurse. I discussed
with her my plan for Fred
that day and asked when
she would be available to
coordinate treatment time
with Fred. I knew I’d
need Fred’s nurse in the
room to assist with place-
ment and monitoring of
the lines, and I’d need
her expertise to ensure

Fred’s safety during this
test that would put great-
er stress on Fred’s al-
ready failing heart. As it
turned out, Fred’s pul-
monary artery line had
developed a crack and
been removed the night
before. It was going to be
replaced the following
day. So it wouldn’t hin-
der our exercise test; in
fact, this
was going
to make it
easier to
perform!

I want-
ed to per-
form a
bicycle test
with Fred
rather than a
walking test be-
cause it would be more
difficult to gather data if
Fred was walking with
multiple lines and tubes
attached to him. I didn’t
want the lines to slow
him down causing me to
underestimate Fred’s
ability. I discussed this
with Fred and asked him
which mode of exercise
he’d prefer. I knew that
compliance to exercise
programs was greater
when patients chose an
activity they enjoyed.
Fred preferred to do the
test on the bicycle.

I recommended that
Fred perform the test
sitting behind the bike
with his feet stretched
out comfortably on the
pedals similar to the set-
up of a recumbent bike.
At this point, it was too
risky to have Fred sit on
the bicycle seat in case

Narrative (Jackie Mulgrew)
continued from page 7

we had to quickly get
him back to bed or re-
cline him. I was anti-
cipating that he may have
an inappropriate re-
sponse to exercise based
on his pathology, so I
wanted to make the envi-
ronment as safe as pos-
sible. With the PA line
out, I chose to monitor
Fred’s heart rate, blood
pressure, respiratory rate,
oxygen saturation and his
subjective rate of per-
ceived exertion. I paid

particular attention to his
facial expressions, signs
of fatigue, pallor, and any
other symptoms he might
report that would indi-
cate he wasn’t tolerating
the test well.

My goal for Fred was
to develop an exercise
program that would al-
low him to increase his
duration before increas-
ing intensity. That way,
he’d be able to perform
low-intensity, functional
tasks using pacing tech-
niques. With an ejection
fraction of 12%, his heart
wouldn’t be able to re-
spond to sudden increas-
es in intensity. So I chose
to do a bicycle test using
duration as the paramet-
er, and I kept the resist-
ance at zero. Before we
started, Fred’s heart rate
(HR) was 76, his blood
pressure (BP) was 88/58, continued on next page

his respiratory rate (RR)
was 14, his oxygen satur-
ation (SpO2) was 96% on
room air, and his rate of
perceived exertion (RPE)
was 7 on a scale of 6-20.
I monitored each vital
sign every two minutes to
watch for signs of fatigue
or worsening heart fail-
ure. After six minutes,
Fred’s HR was 95, BP
was 86/58, RR was 18,
SpO2 was 98%, and his
RPE was 8. Everything
was going well, and Fred

was happy
to contin-
ue. By the
time we
reached ten
minutes,
Fred’s HR
was 102,
BP was 92/
58, RR

was 24, SpO2
was 97%, and his

RPE was 10. I was aware
that he was working
harder, but his response
to exercise was normal. I
allowed Fred to continue
for another two minutes.
At the 12-minute assess-
ment, Fred’s HR was 96,
and that was enough of
an indicator to terminate
the test. This early drop-
ping of his HR was a
sign of his inability to
keep up with the work-
load. As Fred rested, I
continued to monitor his
vital signs for another
five minutes to make sure
he returned to his resting
baseline.

Fred was very pleased
that he’d been able to
cycle for so long. Twelve
minutes was the most
he’d done in two weeks. I
explained how the ino-
tropic medications were
helping to support his

heart and without them,
he most likely wouldn’t
be able to exercise at all.
I explained how I anti-
cipated that he would
see gains in his exercise
capacity. We discussed
the goal of increasing his
duration on the bike.

The following day,
we repeated the same
procedure. This time,
Fred made it to 14 min-
utes before I terminated
the test. The following
day, Fred’s PA line was
replaced, so I didn’t get
a chance to treat him.
On the following day, I
was able to use more in-
depth monitoring while
Fred performed his ex-
ercise program. This
time, I had access to his
PAP response as well as
his other vital signs. His
PAP was 28/8 at rest.
Normally the PAP is 20-
30/10-20, so I knew
Fred was stable. And
after reading the articles
and understanding nor-
mal physiological re-
sponses to exercise, I
knew it was okay for his
PAP to rise. I spoke with
his resident physician
and together we estab-
lished safe parameters,
since neither of us had
any evidence to support
specific ranges. We ag-
reed that anything higher
than double the current
systolic PAP would in-
dicate too much work on
the right side of the
heart. So I used that as a
guide as to whether I
needed to terminate the
exercise. Fred was able
to complete 18 minutes
of exercise on the bike
before I terminated the
training. At that point,

As I reflected on Fred’s care, I realized

that I had confidently overcome a new

challenge and realized that this could

open the door for other patients with

severe heart failure to exercise under

the guidance of a physical therapist in

the critical-care setting.



January 5, 2006

Page 17

January 5, 2006

Next Publication Date:
January 19, 2006

Published by:
Caring Headlines is published twice each
month by the department of Patient Care

Services at Massachusetts General Hospital.

Publisher
Jeanette Ives Erickson RN, MS,

senior vice president for Patient Care
and chief nurse

Managing Editor
Susan Sabia

Editorial Advisory Board
Chaplaincy

Mary Martha Thiel

Development & Public Affairs Liaison
Georgia Peirce

Editorial Support
Marianne Ditomassi, RN, MSN, MBA
Mary Ellin Smith, RN, MS

Materials Management
Edward Raeke

Nutrition & Food Services
Patrick Baldassaro
Martha Lynch, MS, RD, CNSD

Office of Patient Advocacy
Sally Millar, RN, MBA

Orthotics & Prosthetics
Eileen Mullen

Patient Care Services, Diversity
Deborah Washington, RN, MSN

Physical Therapy
Occupational Therapy

Michael G. Sullivan, PT, MBA

Police & Security
Joe Crowley

Reading Language Disorders
Carolyn Horn, MEd

Respiratory Care
Ed Burns, RRT

Social Services
Ellen Forman, LICSW

Speech-Language Pathology
Carmen Vega-Barachowitz, MS, SLP

Volunteer, Medical Interpreter, Ambassador
and LVC Retail Services

Pat Rowell

Distribution
Please contact Ursula Hoehl at 726-9057 for

all issues related to distribution

Submission of Articles
Written contributions should be

submitted directly to Susan Sabia
as far in advance as possible.

Caring Headlines cannot guarantee the
inclusion of any article.

Articles/ideas should be submitted
in writing by fax: 617-726-8594
or e-mail: ssabia@partners.org

For more information, call: 617-724-1746.

Please recycle

his PAP was only 38/11, but his
SBP had started to drop to more
than 13 points below the starting
point. This indicated an abnor-
mal response to exercise and a
criterion for terminating the
exercise test.

I continued to work with
Fred five times a week, and he
got to a point where he was able
to exercise for 30 minutes on the
bike. Then I introduced a higher
intensity (level 2) and repeated
the process of building up his
duration at that level while I
closely monitored his response
to exertion.

As I reflected on Fred’s
care, I realized that I had con-
fidently overcome a new chal-
lenge and realized that this could

Narrative (Jackie Mulgrew)
continued from previous page

open the door for other patients
with severe heart failure to exer-
cise under the guidance of a
physical therapist in the critical-
care setting.

I’m happy to tell you that
Fred got a heart transplantation
seven weeks later and is doing
well. He tells me he can’t wait to
get home and sit on his deck
overlooking his Koi pond. Now
that he has to protect his donor
heart from infection and rejec-
tion, he’s not allowed to clean
his fishpond. He plans to teach
his granddaughter how to take
care of the Koi.

Comments by Jeanette Ives
Erickson, RN, senior vice
president for Patient Care and
chief nurse

This narrative shows a broad
range of Jackie’s clinical skills
and knowledge. But more than
that, it shows that Jackie is not
threatened by unfamiliar clin-
ical situations. She sought out
information and best practices
from a variety of resources.
She understood Fred’s fragile
cardiac status and treated him
within the context of who he
was as a person. She found out
what brought him joy and pur-
pose and geared his treatment
around activities that brought
him personal satisfaction. It
was never stated, but I think
Jackie’s own passion and en-
thusiasm spilled over onto
Fred and helped him develop
the stamina and endurance he
needed as he awaited his new
heart. What a wonderful nar-
rative.

Thank-you, Jackie.
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ing the host. In KB’s
case, the manifestations
of GVHD are large vol-
umes of secretory diar-
rhea. KB may experience
eight to ten watery stools
a day accompanied by
nausea, vomiting, and/or
abdominal pain. Her diet
has been trimmed down
significantly necessitat-
ing TPN as her main
source of calories. First-
line treatment is steroids.
Unfortunately, she re-
ceived little, if any, relief
of symptoms with ster-
oids. Currently, she is
receiving a second-line
treatment in addition to
steroids.

In essence, KB is an
endocrinologists worst
nightmare: a brittle, type
I diabetic receiving ster-
oids and TPN. Her blood
sugars have dipped as
low as the 50s and rang-
ed as high as the 300s.
She requires glucose
monitoring at least six
times a day and a skillful
knowledge of when to
hold, and when to ad-
minister, insulin. Luck-
ily, she has had stellar
medical management of
her diabetes with close
involvement and collab-
oration with nursing.

With her overwhelm-
ing complications and
protracted length of stay,
it’s easy to guess that KB
has become clinically
depressed. She reluctant-
ly agreed to see a psych-
iatrist and even more
reluctantly agreed to try
antidepressants. Her

mood improved briefly
after initiating ritalin.
Unfortunately, she de-
cided to stop for various
personal reasons.

Caring for this fra-
gile, depressed, medical-
ly complicated, chronic-
ally ill woman has been a
challenge. It appears that
KB has forgotten the
person she was and has
resigned herself to her
illness. It’s difficult to
don an isolation gown
and enter that sad, over-
heated room. It’s easy to
believe that no matter
what we do, she’s just
going to experience one
more complication. It’s
hard to imagine she will
ever get better. But these
are the arguments of the
‘rational man’ in Rumi’s
poem. My goal has been
to transcend the rational
and find the brief mo-
ments of music within
her illness.

Beginning with pure-
ly physical needs, I’ve
tried to care for KB in a
way that comforts her.
She has a few hygiene
rituals I try to honor. She
is particularly meticulous
about mouth care. Part of
our routine consists of
me supplying her with a
toothbrush, toothpaste,
and mouthwash. We do
this faithfully in the mor-
ning and again before
bed time. She likes to
soak her feet in warm
water. We have made this
part of her bath ritual.
She likes the bed covers
arranged so that her feet

aren’t covered. All these
small, seemingly insig-
nificant actions are my
attempts to help her feel
safe and in control of her
environment.

She needs assistance
with all her activities of
daily living. She needs
encouragement to get out
of bed, walk outside her
room, and take her medi-
cations. I try to motivate
her to do these things
with the caveat that she
controls when and for
how long.

Medically, KB needs
a nurse who is intensely
aware of her many issues.
Managing her blood su-
gars, physical symptoms,
blood-transfusion needs,
anti-rejection and anti-
GVHD medications re-
quire my constant atten-
tion. In terms of her dia-
betes, I inform KB of all
her blood sugars, the
dose of insulin ordered,
and ask if she agrees
with the plan. The endo-
crinologist has made
provisions for us to ad-
just her regular insulin at
breakfast and dinner
time. Usually, the amount
of regular insulin ulti-
mately given is a joint
decision between KB and
myself. The IV medica-
tions are usually non-
negotiable. Her oral med-
ications are negotiable.
She knows her pills.

KB will tell me when
she’s decided to stop
taking a medication and
nothing will change her
mind, so we try to find
substitutes or other meth-
ods. KB’s complex clin-
ical situation also pro-
vides rich opportunities

to teach new nurses
about diabetes, leukemia,
GVHD, and the com-
plexities of balancing
conflicting medical pri-
orities.

KB spends a lot of
time alone. Her husband
works full time and his
visits have decreased in
frequency. Her parents
and siblings live out of
state and have been un-
able to visit with any
regularity. She brightens
when people visit, so I
have enlisted the help of
chaplains, the psychiatric
clinical nurse specialist,
volunteers, nursing stu-
dents, and unit service
associates to provide
increased social support.
KB enjoys music es-
pecially classic rock. She
has a radio in her room
that I turn on when she’s
awake. Paul McCartney
is the favorite Beatle for
both of us. I always try to
get her to sing along
whenever one of his
songs is played. She told
me her favorite Rolling
Stones song is White
Horses (the actual name
of the song is Wild
Horses).

KB is an intensely
spiritual person. She
prays frequently and dis-
cusses her faith in God.
She has a few inspira-
tional books and at times
reads them. It is her con-
nection with people that
gives her the most lift.

After 23 years as a
nurse, I am constantly
amazed by the human
spirit. Sickness and dis-
ease wreck the physical
and emotional body. But
there’s always something

beyond the physical and
the emotional that can be
discerned. The great po-
et, Rumi, calls it music. I
hope to continue to hear
those sounds.

Comments by Jeanette
Ives Erickson, RN, MS,
senior vice president
for Patient Care and
chief nurse

Judy’s comparison of
Rumi’s poem (in which a
man hears music in the
sound of walnuts falling)
to her care of KB is an
eloquent way of describ-
ing the many layers of
her clinical expertise.
Illness and hospitaliza-
tion can cause patients to
experience a loss of con-
trol as much of the care
and treatment they re-
ceive is prescribed by
others. But in Judy’s
account of her care for
KB, we get a sense that
Judy is taking the jour-
ney with her, a partner in
the experience.

Judy hears the sounds
of KB’s illness as she
negotiates her medication
administration, adjusts
the temperature in the
room, helps KB perform
meticulous personal-care
rituals, and yes, sings her
favorite Rolling Stones
song. All these ‘sounds’
are a barometer of KB’s
physical and emotional
health, and Judy takes
them into account as she
assesses KB’s status.

After reading this
narrative, I’m sure a lot
of clinicians will be lis-
tening with ‘new ears’ to
those sounds that Rumi,
the poet, calls music.

Thank-you, Judy.

Narrative (Judy Foster)
continued from page 4
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New Graduate Nurse Development Seminar I
Training Department, Charles River Plaza

6.0
(for mentors only)

January 11
8:00am–2:30pm

Nursing Grand Rounds
“Documentation: Knowing your Patient.” Haber Conference Room

1.2January 11
11:00am–12:00pm

OA/PCA/USA Connections
Bigelow 4 Amphitheater

- - -January 11
1:30–2:30pm

More than Just a Journal Club
Thier Conference Room

1.2January 11
4:00–5:00pm

Pediatric Advanced Life Support (PALS) Re-Certification Program
Training Department, Charles River Plaza

- - -January 11
8:00am–12:30pm

Intra-Aortic Balloon Pump Workshop
Day 1: CCH; Day 2: VBK601

14.4
for completing both days

January 17 and 18
7:30am–4:30pm

USA Educational Series
Haber Conference Room

- - -January 18
1:30–2:30pm

CPR—American Heart Association BLS Re-Certification
VBK401

- - -January 19
7:30–11:00am/12:00–3:30pm

Preceptor Development Program
Training Department, Charles River Plaza

7January 19
8:00am–4:30pm

Contact HoursDescriptionWhen/Where

Nursing Grand Rounds
“Electronic Medication Administration Record.” O’Keeffe Auditorium

1.2January 19
1:30–2:30pm

CPR—Age-Specific Mannequin Demonstration of BLS Skills
VBK 401 (No BLS card given)

- - -January 20
8:00am and 12:00pm (Adult)
10:00am and 2:00pm (Pediatric)

CPR—American Heart Association BLS Re-Certification
VBK 401

- - -January 23
7:30–11:00am/12:00–3:30pm

Greater Boston ICU Consortium Core Program
Faulkner Hospital

44.8
for completing all six days

January 9, 10, 23, 24, 30, 31
7:30am–4:30pm

BLS Certification for Healthcare Providers
VBK601

- - -January 24
8:00am–2:00pm

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

5.4 (for mentors only)January 25
8:00am–2:30pm

Review Class for Cardiac/Vascular Nursing Certification
SRC-3120

- - -January 25
8:00am–4:00pm

BLS Certification–Heartsaver
VBK 401

- - -January 26
8:00am–12:00pm

Nursing Grand Rounds
“Support for Support Staff in the Oncology Setting.” O’Keeffe Auditorium

1.2January 26
1:30–2:30pm

Basic Respiratory Nursing Care
Sweet Conference Room

- - -January 26
12:00–3:30pm

Creating a Therapeutic and Healing Environment
O’Keeffe Auditorium

TBAJanuary 27
8:00am–4:00pm

Intra-Aortic Balloon Pump Workshop
Day 1: NEMC; Day 2: VBK401

14.4
for completing both days

January 30 and 31
7:30am–4:30pm

- - -Advanced Cardiac Life Support—Instructor Training Course
Thier Conference Room

January 30
8:00am–4:00pm



Page 20

January 5, 2006January 5, 2006

CaringCaring
H E A D L I N E S

Send returns only to Bigelow 10
Nursing Office, MGH

55 Fruit Street
Boston, MA  02114-2696

First Class
US Postage Paid
Permit #57416

Boston MA

n August of 1996,
Jeanette Ives Erick-
son, RN, senior vice

president for Patient
Care, formally announced the
creation of the Excellence in
Clinical Practice Award (origin-
ally called the Expertise in Clin-
ical Practice Award). The pur-
pose of the award is to recognize
direct-care providers whose
practice exemplifies the expert
application of values put forth in
our vision: practice that is car-
ing, innovative, guided by know-
ledge, built on a spirit of inquiry,
and based on a foundation of
leadership and entrepreneurial
teamwork.

The first recipient of the
award, in 1996, was Stephanie
M. Macaluso, RN, thoracic clin-
ical nurse specialist. In honor of
the high standards she set as an
expert caregiver, the award is
now known as the Stephanie M.
Macaluso, RN, Excellence in
Clinical Practice Award.

Macaluso embodied the qua-
lities and characteristics of an
expert practitioner. She was
known for her strong knowledge
base and intuitive skills. She
knew when a clinical situation
was changing even when com-
mon indicators remained un-
changed. As an expert coach,
she was one on whom peers
relied and to whom physicians
responded immediately because
of her solid, proven track record
of sound judgement.

Macaluso did not stand out-
side of a patient’s realm of ex-
perience in her role as clinical
teacher. She stood alongside
patients conveying empathy and
genuine concern. Macaluso’s
ability to be with patients in a
way that acknowledged their
shared humanity is the basis of a
caring practice.

Macaluso understood the
relationship of health, illness
and disease. It was this under-
standing that led her in her car-

ing work to seek patients’ stor-
ies. She knew that every illness
had a story—relationships were
disturbed, plans were thwarted,
and symptoms became laden
with meaning as to what else
was going on in a patient’s life.

Macaluso had the uncanny
ability to put herself in touch
with others and bring the en-
counter to an intimate level. It’s
hard to express how she made
this contact with patients; may-
be it was the way she approach-
ed them, the questions she ask-
ed, or the language she used.
But somehow, they trusted that
she knew what she was talking
about. This trust and under-
standing allowed her to connect
with patients and promote a
sense of caring.

Macaluso had a keen ability
to nurture staff and enlist them
in her love of patient care. She
epitomized the essence of what
nursing is truly about.

We continue to celebrate

History and background of the
Stephanie M. Macaluso, RN, Excellence

in Clinical Practice Award

I

About the AwardAbout the Award
expert practice throughout Pa-
tient Care Services. The Steph-
anie M. Macaluso, RN, Excel-
lence in Clinical Practice Award
is now given annually. Regis-
tered nurses, occupational thera-
pists, respiratory therapists, phy-
sical therapists, speech-language
pathologists, social workers and
chaplains who provide direct
care are eligible for the award
and may nominate co-workers
whose practice exemplifies the
standards described earlier.

Clinicians who are nominat-
ed submit a professional portfo-
lio which is reviewed by a selec-
tion committee comprised of
clinicians, administrators and
MGH volunteers. To assist re-
cipients in achieving both per-
sonal and professional develop-
ment, recipients receive tuition
and travel expenses to the pro-
fessional development confer-
ence of their choice.

The Stephanie M. Macaluso,
RN, Excellence in Clinical Prac-
tice Award allows us to publicly
re-commit ourselves to the high-
est standards of care we hold for
our patients, and contribute to
the on-going professional devel-
opment of clinicians within Pa-
tient Care Services.




