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Leonard J. Marcus, MSW, PhD, director of Program for Health Care
Negotiation and Conflict Resolution at Harvard School of Public Health,
presents at special event celebrating Social Work Month, 2002.
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FAQS about The PCS Clinical
Recognition Program

s we begin to

roll out the PCS

Clinical Recog-

nition Program,
we are hearing many
good questions from
staff, questions that help
us clarify our goals as
we embark on uncharted
territory. I'm thrilled that
you have brought your
questions forward be-
cause it shows there is
respect and understand-
ing for what we are try-
ing to achieve.

Before I address your
questions, I want to an-
nounce that the transi-
tional review board for
The Clinical Recognition
Program has been ap-
pointed. This board is
charged with reviewing
portfolios received dur-
ing the initial submission
phase and recognizing
those clinicians currently
practicing at the advanc-
ed-clinician and clinical-
scholar levels. Members
of the transitional review
board represent all disci-
plines participating in
The Clinical Recognition
Program. They are:

® Kiristin Parlman, PT
Ann Jampel, PT

Gae Burchill, OTR/L
Tessa Goldsmith, SLP
Lillian Ananian, RN
(co-chair)

Barbara Cashavelly,
RN

Susan Tully, RN
Mary Ellin Smith, RN
Beth Nagle, RN
Evelyn Bonander,
MSW

Ann Daniels,

LICSW (co-chair)

® Bob Kacmarek, RRT
® Dan Chipman, RRT

As I said, there have
been many questions.
For space reasons, I’ll
address the most fre-
quently asked questions
here.

Question: s seeking
recognition at the ad-
vanced-clinician or clin-
ical-scholar level man-
datory?

Jeanette: Seeking recog-
nition at the advanced-
clinician or clinical-
scholar level is volun-
tary. The decision is up
to you.

Question: 1have never
written a narrative and
am not sure how to be-
gin. Are resources avail-
able to help me?

Jeanette: A guide to
writing narra-

Jeanette: Yes. Each cli-
nician is recognized at
the level at which he or
she consistently prac-
tices.

Question: How are indi-
viduals who are practic-
ing at the clinician level
rewarded?

Jeanette: All clinicians
in Patient Care Services
are expected to perform
at the clinician level after
an appropriate period of
orientation (the length of
orientation varies ac-
cording to each clini-
cian’s needs.) Practice at
the clinician level repre-
sents a level of excel-
lence that is valued and
rewarded by our current
systems. These systems
include our salary and
benefits package, oppor-

tunities for certification,
tuition reimbursement,
participation in collab-
orative governance, and
eligibility for profession-
al awards.

Question: s there a limit
to the number of advanc-
ed clinicians or clinical

scholars a unit can have?

Jeanette: No. Recogni-
tion is based on each
clinician’s individual
practice. A unit or de-
partment may have many
clinicians at the advanc-
ed-clinician or clinical-
scholar level, or it may
have none.

Question: Can operations
coordinators or other
non-clinical people write
letters of support?

Jeanette: Operations
coordinators, patients,
families, and others are
important members of
the care team. However,
non-clinicians are not
able to assess all aspects
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of a clinician’s role. For
this reason, only profes-
sional clinicians are eli-
gible to write letters of
support.

Question: How does
The Clinical Recognition
Program differ from our
annual performance ap-
praisal?
Jeanette: The annual
performance appraisal is
designed to address how
well an employee fulfills
specific responsibilities,
such as getting to work
on time, providing com-
petent care, or working
as a member of a team.
The Clinical Recog-
nition Program challeng-
es clinicians to look more
closely at their practice,
including their relation-
ships with patients and
families and their in-
depth expertise in a par-
ticular area. Where a
performance appraisal is
a way to document that a
continued on next page

tives can be
found in the
Clinical Rec-
ognition Pro-
gram resource
packet on your
unit. This guide
is also available on-line at
http://pcs.mgh.harvard.edu.
If you would like som-
eone to work with you
on writing a narrative,
speak to your manager or
director or members of
your clinical leadership
team. They will be able
to offer guidance or help
you identify another
clinician who has exper-
tise in this area.

Question: s it possible
to skip levels in the pro-
gram?

At recent PCS Grand Rounds, Jeanette Ives Erickson, RN,
fields questions about The Clinical Recognition Program
along with panel members (I-r): Susan Tully, RN; Debra
Burke, RN; Kristin Parlman, PT; Pat English, RRT;
and Carmen Vega-Barachowitz, SLP. Mary Ellin Smith, RN,
(not pictured) was also a panel member.




Jeanette lves Erickson

continued from previous page

clinician is fulfilling
basic job responsibilit-
ies, The Clinical Recog-
nition Program is an
opportunity for clini-
cians to be recognized as
their practice develops
over time.

Question: Why do 1
have to defend my prac-
tice before a review
board?

Jeanette: It’s important
to stress that you will be
presenting, not defend-
ing, your practice to the
review board. The re-
view board plays an es-
sential role in maintain-
ing the integrity of the
recognition process.
Clinicians are asked
to present information
about their practice both
in writing (through their
portfolio) and in an in-
terview with members of
the board. Presenting
information in writing

and through dialogue
helps ensure that the
board understands the
full range of a clinician’s
practice. Some individ-
uals are more comfort-
able communicating in
writing, while others
prefer interactive dis-
course.

Question: What kind of
questions will the board
ask? How should I pre-
pare?

Jeanette: Prior to your
interview, all members of
the board will review
your portfolio. Three
members of the board
will participate in your
interview (one of who
will be a member of your
discipline). The inter-
view gives clinicians a
chance to more fully
describe their practice. It
gives the board a chance
to gain deeper under-
standing of your practice

Call for Portfolios

PCS Clinical Recognition
Program

The Patient Care Services Clinical
Recognition Program is now accepting
portfolios for advanced clinicians and
clinical scholars. Beginning May 1st,

portfolios may be submitted on the first of
each month, and decisions will be made
within three months.

Refer to the http://pcs.mgh.harvard.edu/
website for more details and application
materials, or speak with your manager
or director.

Completed portfolios should
be submitted to The Center for Clinical &
Professional Development on Founders 6.

For more information, call 6-3111.

and ask questions about
your portfolio. The in-
terview should take ap-
proximately 30 minutes.
Compiling your portfolio
and reflecting on your
practice is all the prep-
aration you will need.

Question: Will experienc-
ed clinicians be ‘grand-
fathered’ into the pro-
gram?

Jeanette: The Clinical
Recognition Program
offers clinicians a chance
to have important dia-
logues with their mana-
ger or director about
their practice. If clini-
cians were grandfathered
(automatically advanc-
ed) into the program,
they would miss this
opportunity for growth
and development.

And as I said earlier,
recognition is not based
on years of experience.

Question: Are clinicians
eligible for recognition at
the advanced-clinician
or clinical-scholar level
if they have a record of
frequent absenteeism?

Jeanette: Excessive
absenteeism is an ex-
ample of something that
should be addressed by
managers and directors
through a performance
appraisal. Absenteeism
can affect a clinician’s
opportunity for recogni-
tion, particularly if it
adversely affects the
clinician’s practice and
relationships with pa-
tients and colleagues.
Absenteeism will be one
of the many factors con-
sidered when managers
and directors decide
whether to endorse a
clinician for recognition.

- "7‘;“761‘6]6 3 —

Question: Why would
the board deny an appli-
cation for recognition?

Jeanette: The board
may deny recognition if,
through your portfolio or
interview, you cannot
demonstrate consistent
practice at the level you
are seeking. Perhaps you
have not yet achieved
that level of practice, or
perhaps you didn’t ade-
quately support the cri-
teria through your port-
folio and interview.

If recognition is den-
ied, you will receive a
letter from the board
explaining their deci-
sion. You will be offered
an opportunity to meet
with a member of the
group that interviewed
you to discuss their con-
clusions. If the reasons
for denial can be readily
addressed, you may re-
apply for recognition the
following month. If the
board feels you have not
achieved a particular
practice level, the letter
will provide you with
information about how
to develop your practice
to be ready to re-apply in
the future.

Question: A colleague
has asked me to write a
letter of support for her
portfolio. I don’t think I
can endorse her practice
at the level she is seek-
ing. I don’t want to jeo-
pardize our relationship,
but I don’t want to be
dishonest. How should I
handle this?

Jeanette: Ask your col-
league if her manager or
director has endorsed her
plan to seek recognition
(endorsement by the
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manager or director is
required at the advanc-
ed-clinician and clinical-
scholar levels). The man-
ager or director may
have similar reservations
and advise your col-
league to develop certain
areas of practice before
applying for recognition.

If the clinician does
have the endorsement of
her manager or director,
advise her that you need
to review the recognition
criteria to ensure you can
write a strong letter of
support. If you feel you
can’t fully endorse your
colleague’s practice,
explain why. If she still
wants you to write a
letter, write one that re-
flects only what you
know to be true. That
way, you have been hon-
est, and it’s up to her
whether or not to include
your letter in her port-
folio.

As we move forward
with the roll-out of The
Clinical Recognition
Program, we will con-
tinue to challenge our-
selves to create a system
that is fair and meaning-
ful. Your input and feed-
back will be an import-
ant part of the process.
Portfolios are now being
accepted for the PCS
Clinical Recognition
Program.

Update

I’'m pleased to announce
that Charles Ciano ac-
cepted the position of
operations coordinator
for Ellison 14 and of-
ficially joined our team
last month.

Welcome Charles.
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April 1s Occupational
Therapy Month

—by L. Jane Evans, OTR/L,
clinical service coordinator, Occupational Therpay

he profession
of Occupational
Therapy (OT)
has been around
since 1917, yet many
consumers and medical
professionals still don’t
understand the scope of
our service. Just the
name, ‘Occupational
Therapy,” confuses some
people. In OT, ‘occupa-
tion’ refers to those ac-
tivities that are meaning-
ful to an individual with-
in the environment he or
she lives and functions.
Occupational therapy
addresses skills for the
job of living. Everyone
performs daily activities
that give definition to
their life. These activities
include personal care,
work tasks, and play
activities. For you it may
mean driving a car, or
working in the garden.
To another person it
might be cooking, using
a computer, or playing
an instrument. Every
day, people of all ages
experience physical and/
or psychological prob-
lems that may affect their
ability to manage their
daily lives. From an in-
fant born with a birth
defect, to a young man
who sustains a work in-
jury, to an elderly person
diagnosed with multiple
sclerosis, their ability to
perform daily functional
tasks is affected. Occu-
pational therapy helps
restore function and/or
helps individuals adapt
to their disability and
promote independence.

Occupational Ther-
apy, like all healthcare
professions, has been
challenged to meet the
needs of an increasingly
older population and to
keep pace with the med-
ical advancements that

ing evaluation of a pa-
tient’s physical and func-
tional abilities, occupa-
tional therapy is design-
ed to help restore func-
tion, educate patients
and their families, and
provide critical informa-

tion regarding appro-
priate discharge plan-
ning. OTs address issues
such as coordination,
muscle strength, vision,
and memory deficits,
since all these factors
impact a person’s ability
to safely perform activi-
ties of daily living.

The outpatient OT
Department has nine
board-certified hand ther-
apists, who primarily
treat traumatic and post-
surgical hand injuries.
Outpatient OT also pro-
vides wound care, cus-
tom splinting for pro-
tection or function, ede-
ma control, scar man-
agement, and therapeutic
exercise to improve the
use of injured extrem-
ities. Outpatient clini-
cians are skilled at body
mechanics and ergono-
mic assessment to help
prevent work-related or
instrument-related in-
jury.

Occupational Ther-
apy services are extend-
ed to the pediatric out-
patient population by an
occupational therapist

(Above): senior occupational therapist, Colleen Lowe,
OTRIL, performs soft-tissue and joint mobilization with
patient, John Lee. (Below): Lowe works with patient,
Angel Serrano, on the BTE machine simulating

activities of daily life and work.

impact the treatment of
our patients. At MGH,
28 occupational thera-
pists provide services in
the inpatient and out-
patient settings, includ-
ing clinical specialties in
pediatrics, neonatal, burn
care, and hand and up-
per-extremity rehab-
ilitation.

Our inpatient teams
cover all ICU and gen-
eral-care units, including
Neurology, Orthopedics,
Cardiac, Medicine, Trau-
ma and Surgery. Follow-
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certified in sensory
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integration. We provide
comprehensive develop-
mental assessment of
infants and children up
to age 18. Children who
have difficulty with
motor skills, writing,
attending, or performing
age-appropriate self-
care tasks may be ap-
propriate referrals.

The outpatient OT
Department provides
ongoing therapy to in-
dividuals suffering from
functional limitations
related to neurological,
orthopedic, general med-
ical conditions, or diag-
noses such as stroke,
arthritis, or Parkinson’s
disease.

OT services are also
available at the MGH
Revere Health Center.

The Occupational
Therapy office is locat-
ed on the first floor of
the WACC. For more
information about Oc-
cupational Therapy and
the services they pro-
vide, call 724-0140, or
visit the educational
display booth April
10th and 11th in the
Main Corridor.



Social Work Event

continued from front cover

vironment. We juggle
complex issues and shoul-
der high-consequence
responsibilities. We inter-
act with individuals of
many different back-
grounds, values, and
cultures. It is imperative
that we be able to resolve
differences quickly and
equitably for the sake of
our patients.

In a particularly il-
luminating demonstra-
tion of the importance of
cooperation, Marcus
asked audience members
to assume an ‘arm-wrest-
ling’ position with the
person next to them. He

together, collaboratively
pushing each other’s
hands down as many
times as possible in 30
seconds.

Said Marcus, “Do
you see how much pro-
gress we can make when
we shift from a ‘me
against you’ perspective,
to an ‘us working to-
gether’ perspective?”

Marcus spoke about
what he called, ‘a walk
in the woods’ approach
to conflict resolution. He
explained that the ap-
proach is based on an
actual event that took
place during the now-

Evelyn Bonander, ACSW, director of
Social Services, introduces Marcus.

then instructed partici-
pants to push their part-
ner’s hand down as many
times as possible in 30
seconds. While some
audience members en-
gaged in a traditional
arm-wrestling battle of
strength, others saw this
as an opportunity to work

famous Geneva peace
talks when US and So-
viet leaders were going
head-to-head at the neg-
otiating table, and mak-
ing no progress. It wasn’t
until they left the table
and went for an informal
walk in the woods that
they started to communi-
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Audience members, Mary Connolly, RN (left), and Alice Rotfort,
MSW, participate in ‘arm-wrestling’ exercise as part of a
demonstration conducted by Marcus. Ann Daniels, LICSW, clinical
director of Social Services (back left) is also pictured.

cate in a meaningful
way. They began to talk
about each other’s inter-
ests instead of positions,
which led to a decision
to support, rather than
oppose, each other.

Marcus suggests that
we all ‘take a walk in the
woods’ when it comes to
managing conflict. He
suggests a process that
begins with stating (and
listening to) each other’s
interests.

The next stage is an
enlarged view of the
problem that involves
seeing each other’s per-
spectives, seeing the
problem as a multi-dim-
ensional challenge.

From there, both part-
ies move to an enlighten-
ed view where all inter-
ested parties brainstorm
ideas, present alterna-
tives, offer creative solu-
tions. Your imagination,
says Marcus, is the great-
est asset at this stage.

These ideas should
lead to a place of aligned
interests where parties
can agree to move for-
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ward based on mutual
gains. This is where we
re-define success in a
way that allows us to
proceed in agreement.

And this whole pro-
cess leads to a solution
that is mutually satis-
factory, or as Marcus
described it, “When you
succeed, I succeed; and
when I succeed, you
succeed.”

Using this approach,
said Marcus, working
together instead of ag-
ainst each other, it’s pos-
sible to exceed the expec-
tations of both negotiat-
ing parties.

The most important
things to remember when
trying to resolve conflict
are to be flexible, ask
questions, and listen.

2002 Oncology Nursing Career
Development Award

The Oncology Nursing Career Development Award
recognizes professional staff nurses for
meritorious practice. The award provides financial
assistance for continuing education.

Nominees must be MGH registered nurses
functioning at the staff level in the inpatient or
outpatient setting. He or she must:

® be aregistered nurse

® provide direct patient care

® demonstrate consistent excellence in deliver-
ing care to patients with cancer

® serve as a role model to others in the pro-

fession

® demonstrate a commitment to professional

development.

Nomination packets may be obtained from Joan
Gallagher by calling: 6-2551.

Only completed nominations will be considered.
All nominations should be received
no later than May 24,2002.



emplar

Patience, understanding and
expertise: a winning combination
for OT patient

y name is

Carol Mahony,

and I have been

an occupational
therapist for 20 years, 13
at MGH. I specialize in
the treatment of hand
and upper-extremity
injuries, and am a board-
certified hand therapist.

Will was involved in
a motor vehicle accident
with a van while riding
his bicycle. He lost con-
sciousness and had mul-
tiple traumatic injuries
which required surgeries.
He had a left open wrist
fracture, a left wrist joint
disruption, a right hip
fracture, a right fifth
metacarpal fracture, a
right femur fracture, a
right tibial fracture, and
he had lacerated the ex-
tensor tendons of his
right ring and little fing-
ers. He had spent four
months in a rehabilita-
tion hospital. At two
months, he developed a
right compartment syn-
drome (extreme pressure
on the right forearm),
which required immedi-
ate release, forearm de-
compression, and remov-
al of dead muscles ar-
ound the wrist and fing-
er flexors of his right
hand.

I first met Will four
months after his accident.
He had been discharged
from the local rehabilita-
tion hospital and was
ready for outpatient phy-
sical and occupational
therapy. He was still
using a wheelchair and
was unable to do simple
activities of daily living.

Prior to his injury, Will
had been a construction
worker, a husband, and a
father of three young,
home-schooled children.
He was a reformed alco-
holic and had some psy-
chosocial difficulties.
During his inpatient hos-
pitalization, his father
died, which was very
difficult for Will.

Will presented many
immediate challenges in
our fast-paced outpatient
hand clinic. On his first
visit, he seemed very
anxious. He felt sensitive
to the light and noise in
the clinic. He spoke rap-
idly and loudly and was
very fearful. His worries
spilled out about his
future, his family and his
health, and he wanted
me to provide comfort
for his fears. He started
to cry uncontrollably. I
quickly moved Will into
a private space to help
him feel less anxious,
safer and calmer. It was
difficult for me to reas-
sure him about his fu-
ture. I couldn’t predict
how independent he
would become or how
much his emotional state
would affect his prog-
ress. I realized that my
limited ability to imme-
diately and honestly ad-
dress his fears about the
future was making Will
more anxious. I redirect-
ed our conversation and
provided Will with small
tangible goals that we
could address right now.
This helped to refocus
Will, gave him more
control, and helped him

feel less overwhelmed.

After our initial visit,
I knew I would need
support and collabora-
tion from the MGH com-
munity. I contacted So-
cial Services for psycho-
social intervention and to
help Will find a primary
care physician. They
responded quickly. Both
Will and his wife met
with Social Services to
help determine what
support the family need-
ed and what medication
might help Will function
better at home and in
therapy. With these sup-
ports in place, I felt
could better focus on
Will from an occupation-
al-therapy perspective.
What was Will able to
do now? What was his
prior functional level?
What was his prior emo-
tional status? What ac-
tivities, exercises, man-
ual therapy, or splints
could I provide to help
Will functionally and
emotionally? What were
realistic goals?

Will’s dominant right
hand had little functional
movement, initially. His
finger and wrist flexors
were shortened, tight,
and contracted into his
palm due to his compart-
ment syndrome. He also
had median and ulnar
nerve damage, which
resulted in an intrinsic
palsy and very limited
coordination. His left
hand and wrist were well
healed but stiff and pain-
ful. Both upper extremi-
ties had significant weak-
ness and stiffness. He
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Carol Mahony, OTR/L
occupational therapist

very reliably wore his
dynamic splints and fol-
lowed his exercise pro-
grams. [ worked with
Will on mobilizing his
fingers, wrists, and fore-
arms bilaterally. I helped
him stretch his right long
finger and wrist flexors,
desensitize a left sensory
radial nerve neuroma,
and provided activities to
gradually increase co-
ordination and strength.
Will and I continued to
meet privately as he had
difficulty controlling his
tears and would quickly
become very anxious
and overwhelmed. Over
the following month,
Will’s tears became less
frequent and he became
more comfortable.

Will’s orthopaedic
care was divided among
several surgeons. Multi-
ple physician appoint-
ments created some con-
fusion for Will. I spoke
to the well-known hand
surgeon who decompres-
sed his right compart-
ment syndrome, and he
readily agreed to manage
all of Will’s bilateral
extremity issues. Con-
solidating Will’s ortho-
paedic hand care helped

further reduce his anxi-
ety and confusion.
Will’s physical thera-
pist and I coordinated
Will’s appointments and
met informally on a bi-
weekly basis to discuss
Will’s progress, inform
each other of new func-
tional, surgical, or family
events and provide each
other with support.
Will’s physical defi-
cits were challenging. I
was able to use hands-on
techniques to stretch out
joint and tendon limita-
tions and desensitize
painful areas. However,
the greatest challenge in
working with Will was
supporting him emotion-
ally through the physical
work ahead. Will needed
a lot of support, limit-
setting, and refocusing
from me. What always
surprised me, though,
was Will’s spirit. How-
ever troubled he was at
times, he always seemed
to rise to meet his physi-
cal and emotional chal-
lenges. He would come
in and proudly report
that he was able to make
pancakes for the family.

Each new functional
continued on next page
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The 1-Bridge human resources and
payroll system

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 questions presented by staff at meetings and

Question: I’ve noticed
that the look of our pay
stubs has changed.
What is the reason for
that change?

Jeanette: Human Re-
sources has implemented
anew data-processing
and time-reporting sys-
tem called, i-Bridge. One
of the changes that came
with this new system is
the design of your pay-
check, which now pro-
vides more information
about your benefits and
deductions.

Question: Who can I call
if I have a question about
my check?

Jeanette: 1f you have
questions about your
pay, benefits, and other
work-related matters,
you should speak with
your manager, or contact
your Human Resources
generalist.

Question: Why does my
Long Term Disability
(LTD) insurance appear
to cost more?

Jeanette: The cost of
LTD insurance is based
on an employee’s weekly
salary of standard hours
including hourly rates of
pay and permanent shift
differential. The old sys-
tem charged for LTD
based solely on the em-
ployee’s standard hourly
rate. So if your weekly
rate without differentials
equals $300 for a 40-
hour week, and your
weekly pay with differ-
entials equals $364, you
now pay for and receive
LTD based on your true
salary of $364.

Question: Why is my
overtime rate just a bit
higher than my hourly
rate and not time-and-a-
half?

SUCS

venues throughout the hospital.

Jeanette: The overtime
rate is a composite of the
hourly rate and differen-
tial (night, evening).
Your hourly take-home
pay is based on the com-
posite rate (usually high-
er than your hourly rate)
and does equal time-and-
a-half.

Question: I recently had
to go to the Payroll Of-
fice to pick up a manual
check and was asked for
my work group number.
What is a work group
number, and how do [
know which work group
I’'m in?

Jeanette: Your work
group number is a num-
ber that has been assign-
ed to your manager and
timekeeper. There is a
document that can help
you determine the num-
ber of your work group.
You can find this docu-
ment in the Payroll Of-

fice, or speak to your
manager or timekeeper.

Question: My pay stub
reflects my marital status
as single, but I’ve been
married for years. How
do I correct this?

Jeanette: 1f you’re mar-
ried, but have requested
that your tax deductions
be taken at the higher,
single rate; then your pay
stub reflects your tax
status as single (not your
marital status).

Question: How can |
make changes to my
direct-deposit status?

Jeanette: You should
continue to use the paper
direct-deposit form to
make changes to your
direct deposit status.
This form can be drop-
ped off in the Payroll
Office on Clinics 1. The
i-Bridge system will
soon have an “Employee
Self Service” function,
which will allow you to
make this change elec-
tronically via a computer
in your work area or at
designated locations in
the hospital. You’ll also
be able to update your
personal information
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(address, phone number,
emergency contact, etc.)
when the “Employee
Self Service” function
becomes available.

Question: My year-to-
date ET/ESL accruals
and ET taken appear to
be incorrect. How can |
make sure that my ET/
ESL balance is correct?

Jeanette: Your new pay
stub reflects the amount
of ET/ESL you have
accrued and/or taken
since the beginning of
the year. For tracking
purposes the year began
on 12/23/01 (because
you were paid for that
week on 01/03/02).
While some errors have
been identified, Human
Resources is working
closely with Payroll to
correct all errors. In most
cases, even when prob-
lems occurred with the
time accrued and time
taken balances, the ac-
tual amount that appear-
ed in the ET/ESL end
balance was correct.

If you have questions
about your earned time
account, please contact
your Human Resources
generalist.

Exemplar

continued from page 6

achievement propelled
him on to master new
tasks.

Over the next several
months, Will freely con-
versed with everyone in
the hand clinic. He made
remarkable progress,
both functionally and
emotionally. When we
completed occupational
therapy, Will had nearly
full range of motion in

both arms, good strength,
and was able to return to
work as a union super-
visor in construction. He
felt that, “it was a mir-
acle.” Will was loud, had
emotional swings, and
was impulsive. But he
was also positive, funny,
responsive, and moti-
vated.

Working with Will
was both challenging
and rewarding. His anxi-
ety, fear and confusion
presented a significant
threat to his recovery.

But working closely with
other MGH caregivers,
we were able to reduce
these impediments. Con-
sistently providing sup-
port, structure, and dir-
ection allowed Will to
focus on his own rehab-
ilitation and not become
immobilized by anxiety
and fear. I was amazed at
Will’s resiliency and his
ability to overcome ob-
stacles, and I was very
glad I was able to help
guide and assist him in
his recovery.

— ‘VWc,lge VA

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

When Carol first met
Will, he looked at the
road ahead as one big
insurmountable obstacle.
Carol broke that obstacle
down into smaller, indi-
vidual, achievable goals.
Her understanding that
Will’s therapy would not
be effective until his
emotional issues were

addressed contributed to
the postive outcomes
Will was able to achieve.
Carol continued to
advocate for Will by
arranging to have his
care coordinated by just
one physician, thereby
improving communica-
tion and continuity. Car-
ol ends her narrative by
recognizing Will’s cour-
age and resiliency. But |
think this narrative paints
a picture of mutual ad-
miration and respect.
Thank-you, Carol.
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igelow 11 opera-

International Day on Big 11:

. Rosaura Martinez,
something for everyone!
* had long talked about
having a special event to
celebrate the diverse cul-
tures and tra-
ditions of staff
on their unit. One
day, Martinez
stopped talking
and started plan-
ning, organizing,
and coordinating a
special Internation-
al Festival complete
with music, tradi-
tional native dress,
and food represent-
ing cultures from all
over the world, in-
cluding: Italy, Ireland,
Iran, Honduras, Mor-
occo, the Dominican
Republic, Mexico, and
Barbados.

Martinez invited ev-
eryone on her unit and
extended the welcome to
friends and co-workers on
other units and other de-
partments including Nu-
trition & Food Services,
who donated a number of
delectable dishes for the
occasion.

On Monday, March
18, 2002, with the full
support of nurse manager,
Eileen Flaherty, RN, the
efforts of Martinez and
her co-workers culminat-
ed in a memorable day of
fun, food, and festivities.
Says Martinez, “Every-
body had a great time, but
it was more than just fun;
it was an opportunity to
1 get to know each other
] 1 i " and learn about the cus-
Organizer of Bigelow 11 International Day, operations associate, Rosaura toms and traditions of the
Martinez (center), is flanked by co-workers (I-r): Michelle Ciaramaglia, RN; people we work beside

Nadia Faiz, USA; Andrea Annelli, RN; Nejoua Elhirech, USA; and Chantalle S
' ' N ' ’ every day. I think it ma
Alcante, RN. All (except Martinez) are in traditional Moroccan dress. Ty day. Y
become an annual event

E.' . I on our unit.”

(At left): Nejoua Elhirech, USA, demonstrates
traditional Moroccan tea service; (above):
Kitman Tsang, RN, enjoys the festivities;
(right): Patrick Baldassaro, Nutrition
& Food Services, partakes
of international fare.

- Q[](AQES -
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Incident reports: an opportunity
to advance quality and safety

n Thursday, March 14,

2002, in O’Keeffe

Auditorium, direc- | Joan Fitzmaurice RN, PhD, director, [
’ MGH Office of Quality and Safety,
presents at Nursing Grand Rounds

tor of the MGH

Office of Quality and Safety,
Joan Fitzmaurice, RN, PhD, pre-
sented, “Incident Reports: a Com-
ponent of Performance Improve-
ment,” as part of Nursing Grand
Rounds.

Fitzmaurice observed that,
“Human beings make mistakes.
Experienced people, smart peo-
ple, even expert clinicians make
mistakes. We’re all well-inten-
tioned individuals trying to do the
right thing, but accidents hap-
pen.” She stressed the importance
of filing incident reports when-
ever a situation arises that isn’t
consistent with routine care or the
routine operation of the hospital.

Said Fitzmaurice, “Incident

reports give us an opportunity to

embark on non-punitive investigations to gather
information that will help improve systems to
avoid future incidents. We need to think of inci-
dent reports as portals through which we learn
about our practice, identify opportunities for im-
provement, and implement measures to monitor
and sustain our quality-improvement initiatives.’

I

Call for Art work!

The annual Children & Healthcare Week Art Fair is
scheduled for the week of April 21-May 3, 2002.
Original art work should be submitted to Ellison

1705 no later than Wednesday, April 17th.

Artists may use pencils, crayons or paint on 8.5x11
paper. All entries should inlcude the child’s name,
age, school, and phone number.

For more information, call 4-5720

Nursing Green!

Are you a nurse interested in protecting the
environment and reducing our negative impact?
Come participate in a new nursing “green” group.
First meeting: April 9, 2002—3:45pm
Blake 8 Conference Room

For more information, e-mail: rhorr@partners.org.

ARCH: Access to Resources
for Community Health

A flexible learning opportunity for nurses. You
decide where and when to meet to learn how to
search effectively for health information on-line.

Call 781-485-6477.
1.8 CEUs for registered nurses (1.5 hours)

The Employee Assistance
Program
presents
“Single Parenting”

Presented by
Ann Fishel, PhD, director,
Adult Couples and Family Therapy

A growing number of women and men are raising
children alone. This seminar will explore the
challenges of daily life as a single parent and
provide practical suggestions on how to succeed.
Age-specific advice for parenting children at
various stages of development will be provided.

April 11,2002
12:00-1:00pm
Wellman Conference Room

For more information, call 726-6976.

— ‘Wugc Qo —
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terpreters

How medical iterpreters
are trained, hired,
and evaluated

GH has al-
ways been
committed to
providing the
highest quality care to
our patients, but a new
state law has heightened
awareness about the
availability of interpret-
ers to non-English speak-
ing patients. MGH Inter-
preter Services is com-
mitted to providing
around-the-clock access
to trained medical inter-
preters for all patients.

There’s a lot more to
becoming a medical in-
terpreter than just speak-
ing a second language. It
requires special skills
and training.

All medical interpret-
ers at MGH have a mini-
mum of two years of
healthcare experience
and linguistic skills in
English and (at least)
one other language. Be-
yond being able to con-
verse in another lang-
uage, they are trained
and proficient in the
ethics of interpreting,
and are knowledgeable
about specialized medi-
cal terms and concepts.
Medical interpreters doc-
ument encounters and
always maintain a pro-
fessional demeanor.

In order to become a
staff or freelance medical
interpreter at MGH, can-
didates must take a pre-
liminary test to assess
their oral and written
language skills and their

understanding of anat-
omy and medical terms.
If they pass, they attend
an orientation session
where they learn hospital
and department policies
and review MGH inter-
preting guidelines. Fol-
lowing orientation, can-
didates spend at least 8
hours shadowing a med-
ical interpreter during
patient encounters. They
undergo a comprehen-
sive assessment to test
their accuracy, retention,
note-taking skills, and
sight and written trans-
lation abilities. The as-
sessment also evaluates
their ability to respect
other cultures. If candi-

— By Andrea Beloff,
administrative fellow

dates succsssfully com-
plete all of these pre-
requisites, they may be
hired as part of the MGH
medical interpreters
team. Interpreters are
reassessed annually to
ensure that all competen-
cies are mainteined.
Most medical inter-
preters work full time as
professional medical
interpreters, either as
members of the MGH
staff or as free-lance
interpreters at MGH and
other Boston-area hos-
pitals. All medical inter-
preters are members of
the Massachusetts Medi-

cal Interpreters Associ-
ation. Because of their
diverse perspectives on
different cultures, inter-
preters are in a unique
position to help caregiv-
ers understand the im-
pact that culture can
have on patients’ under-
standing of, and compli-
ance with, their plan of
care.

This year, MGH in-
terpreters started attend-
ing an intensive certifi-
cation program offered
through Cambridge Col-
lege. The one-year pro-
gram is one of only a few
in the country that fo-
cuses specifically on
medical interpretation.

With this rigorous
training and evaluation
process, the MGH Office
of Medical Interpreters is
confident that its staff is
providing the very best
interpreter services to the
MGH community.

Aoril 4 2002

The Office of Inter-
preter Services is open
weekdays from 7:00am—
midnight, and weekends
from 10:00am—10:00pm.
Not all interpreters are
present when the office
is open, so requesting an
interpreter in advance is
strongly recommended.

During office hours,
call 726-6966 to request
an interpreter. After
hours, call 724-5700 and
enter:

® 3-0001 for a Spanish
interpreter

® 3-0003 for a Portu-
guese interpreter

® 3-0005 for an Arabic
interpreter

® 3-0009 for all other
languages and authori-
zation to use the
telephone services.

Look for, “Tips on

how to work effectively

with medical interpret-

ers,” in the May 2nd is-

sue of Caring Headlines.

Chinese medical interpreter, Elsa Yee, assists
Dr. Ethan Korngold to communicate with patient,
Yang Zhong, about his plan of care.
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When/Where

April 16 and 17
8:00am—4:30pm

April 18
1:30-2:30pm

April 18
10:00-11:30am

April 18
8:00am—4:30pm

April 22
8:00am—4:30pm

April 22: 7:30am—4:30pm
April 23: 7:30am—4:30pm

April 23
7:30-11:30am,
12:00-4:00pm

April 24
8:00am—2:30pm

April 25
8:00-11:15am

April 25
12:15-4:30pm

May 2
8:00am—4:30pm

May 2
7:30-11:30am,
12:00-4:00pm

May 2
1:30-2:30pm

May 7
9:00am—4:30pm

May 8
8:00am—2:30pm

May 8
1:30-2:30pm

May 8
5:30-7:00pm

May 13
8:00am—3:30pm

May 14
7:30-11:30am,
12:00-4:00pm

May 14
8:00—-12:00am

erngs
Description

Pain Resource Champion Day
Holiday Inn, 5 Blossom Street

Nursing Grand Rounds
O’Keeffe Auditorium

Social Services Grand Rounds
“The essentials of Psychotropic Medicine.” For more information, call
724-9115.

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

Kaleidoscope of Pediatric Care: Thought-Provoking Dilemmas
Wellman Conference Room

Intra-Aortic Balloon Pump Workshop
Day 1: New England Medical Center. Day 2: (VBK601)

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

New Graduate Nurse Development Seminar 11
Training Department, Charles River Plaza

Intermediate Arrhythmias
Haber Conference Room

Pacing : Advanced Concepts
Haber Conference Room

Introduction to Culturally Competent Care: Understanding Our
Patients, Ourselves and Each Other
Wellman Conference Room

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

Nursing Grand Rounds
O’Keeffe Auditorium

Management of the Burn Patient
Bigelow 13 Conference Room

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

OA/PCA/USA Connections
“September 11th and Diversity: Our Journey, Our Values.” Bigelow 4
Amphitheater

Advanced Practice Nurse Millennium Series
“The Role of Reflective Practice in Advanced Practice Nursing.”
O’Keeffe Auditorium

Continuous Renal Replacement Therapy
(an offering of the ICU Consortium), St. Elizabeth’s Medical Center

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

Pediatric Advanced Life Support (PALS) Re-Certification Program

VBK601
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Contact Hours

TBA
1.2

CEUs
for social workers only

TBA

14.4
for completing both days

5.4 (contact hours
for mentors only)
3.9
5.1

7.2

1.2
6.9

6.0
(contact hours for mentors
only)

TBA

TBA

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 Internet at http://www.hrm.harvard.edu
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Patient and Family Learning
Center: a nice place to visit

Michael D. O’Connor, librarian,
Patient and Family Learning Center

he Blum Patient
and Family
Learning Center
(PFLC) celebrat-
ed its third anniversary
last month. Since its
opening on March 1,
1999, the PFLC has pro-
vided medical informa-
tion to the public in sim-
ple, understandable lang-
uage and easy-to-read,
illustrated formats.
Patients, family mem-
bers, visitors, and staff
come to the PFLC to
obtain information in the
form of books, pamph-
lets, and videos, to ac-
cess the Internet, send e-
mail, or tap into the ex-
pertise of the on-site
medical librarian or pa-
tient education special-
ist. Trained volunteers
are also on hand to assist
visitors in their search

for appropriate informa-
tion.

The number of peo-
ple taking advantage of
this valuable resource
has steadily increased
since day one. In 1999,
the PFLC averaged 40
visits per day. Today,
almost 100 people visit
the PFLC every day.
Many are repeat visitors
who are familiar with the
services, friendly atmos-
phere, relaxed surround-
ings, and convenient
location.

In an ongoing effort
to ensure that the PFLC
is ‘all-user-friendly,” a
new teen resource link
was recently added to its
homepage. This is the
first in a series of out-
reach projects geared

toward specific popula-
tions. And the already
popular children’s area is

also being re-designed.

This year, a special
network was established
between MGH and other
resource centers within
the Partners community
to foster communication
and a sharing of best
practices.

If it’s been a while
since your last visit to
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the PFLC, drop by and
see how it’s changed.
Staff and volunteers are
happy to give you a tour.
The Blum Patient and
Family Learning Center
is located on the Main
Corridor at the head of
the stairway to the Eat
Street Café. For infor-
mation, call 724-7352.

[

‘.l S, L]

Patient and Family Learning Center volunteer, Joseph Terrell,
displays reference materials and anatomical models available
in the Center. Terrell has volunteered in the PFLC
since it first opened in March, 1999.
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