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Jeanette Ives Erickson, RN, MS
senior vice president for Patient

Care and chief nurse

Diversity in health care means
better access, better business,

better care for all
ometimes

change happens
dramatically.

Sometimes change
happens subtly, over

time—we find ourselves
in a new culture without
even noticing the process
that brought us here.
When I look around the
hospital and see the re-
sults of our commitment
to making MGH a wel-
coming institution for all
our patients and visitors,
I can’t believe it’s been
only seven years since
the Patient Care Services
Diversity Steering Com-
mittee began its impor-
tant work.

This issue of Caring
Headlines, our sixth
annual diversity issue, is
testament to the success
that the committee and
the MGH community
have achieved in meeting
our original goal to, “lead
initiatives that foster
diversity of staff and
create culturally-compe-
tent-care strategies that

S support the local and
international patients we
serve.”

We have reason to be
proud, but even as we
celebrate our accomplish-
ments, we know there is
still much work to be
done. As we continue to
address challenges such
as eliminating disparities
in health care, recruiting
more minority profes-
sionals, and improving
access to care for all pa-
tients, we know that a
racially and ethnically
diverse workforce is at
the core of our solutions.
Increasing diversity in
our workforce improves
access and quality of
care and promotes confi-
dence among our minor-
ity patients; it attracts
students of diverse back-
grounds; it influences the
direction of our research
and resources; and it
impacts health policy as
we interact with and
inform our local, state
and national legislators.

Celebrating Ramadan
In the spirit of unity and friendship,

the PCS Diversity Committee, the MGH
Chaplaincy, and Muslim staff invite you to
Iftar, the breaking of fast during the Holy
month of Ramadan. All Muslim patients,

family members, staff, and friends
are welcome.

Wednesday, October 27, 2004
5:15–7:30pm

Wellman Conference Room

For more information, contact Firdosh Pathan
at 6-2503, or Lulu Sanchez at 4-0989

At a recent Patient
Care Services retreat
dedicated to quality,
safety, and customer
service, some interesting
observations arose re-
lated to diversity and our
commitment to provid-
ing culturally competent
care and retaining a ra-
cially and ethnically
diverse workforce. Ac-
cording to a recent study
published by the Sulli-
van Commission on Div-
ersity in the Healthcare
Workforce, “diversity
and cultural competence
are measurable attributes”
of a healthcare system.
One measurement tool
recommended by the
commission is a needs-
assessment survey. In
appraising the healthcare
needs of a particular
community or popula-
tion, information on race
and ethnicity can be cap-
tured enabling an organ-
ization to “approximate
their workforce needs
and ensure a critical
mass of under-represent-
ed minority providers.”

At the New York
Times, senior vice pres-
ident for Human Re-
sources, Cynthia Aug-
ustine, employs a differ-
ent kind of diversity mea-
surement tool. She asks
two questions: “Does
your leadership team
include a significant
number of people from
diverse backgrounds
who are in a position to
influence the company?”
And, “Can people bring

their ‘whole selves’ to
work or do they have to
check their sexual iden-
tity, religion, or ethnicity
at the door?”

DiversityInc maga-
zine recently printed a
tool for measuring how
well a company’s web-
site reflects its commit-
ment to diversity. It in-
cluded questions like:

Is there a link to diver-
sity-related informa-
tion on your home
page?
Does your website
include multi-cultural
images?
Would a search of
your website using the
keyword, ‘diversity,’
yield significant re-
sults?
Does your website
highlight activities that
impact diverse com-
munities?
Good work is being

done in many venues,
and I think it’s time we
raise the bar again. It’s
not enough to develop
and implement diversity
programs and initiatives.
It’s not enough to incor-
porate diversity into our

strategic planning and
decision-making. We need
to be able to measure our
success and hold ourselves
accountable for meeting
the goals we’ve set for
ourselves.

We all understand and
appreciate the need for
diversity in health care. A
diverse workforce ensures
a higher level of cultural
competence, which en-
sures a higher level of
quality and safety for all
patients. A diverse work-
force brings skilled peo-
ple from all backgrounds
together creating a cross-
cultural forum for creat-
ive thinking. A diverse
workforce contributes to
better access, better busi-
ness, and better care.

I think you’ll find this
issue of Caring Head-
lines uplifting and infor-
mative.

Update
I’m pleased to announce
that Coleen Caster, RN,
has accepted the position
of nurse manager on the
Bigelow 7, Gynecology
Unit. Coleen will start in
her new role on October
12, 2004.
Page 2
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Question: I wanted to
join the Diversity Com-
mittee, but I thought it
was only for African
Americans.
Answer: The Diversity
Steering Committee is
comprised of staff from
all backgrounds. There
are no ethnic, racial,
cultural, or religion-bas-
ed prerequisites to join.
In fact, membership of
the committee is not pre-
dominantly African Am-
erican; it is comprised of
Christians, Jews, Mus-
lims, Hispanics, African
Americans, Asians, and
people of many other
diverse backgrounds. We
all have one thing in
common. We are commit-
ted to supporting and
developing strategies
that transform our work
setting into a more in-
clusive and welcoming
environment for staff and
patients.

Question: What does the
committee do?
Answer: The committee
supports programs and
events that promote the
professional develop-
ment of minority em-
ployees, student out-
reach, culturally compe-
tent care, and patient-
education materials spe-
cifically designed for a
diverse patient popula-
tion.

Question: I’ve seen an
increase in the number of
Muslim patients we care
for. But I don’t under-
stand a lot about their

religious beliefs. What is
the basis of the Muslim
faith?
Answer: The Islamic
religion is misunderstood
by many people. It is, in
essence, the message that
God revealed to His mes-
sengers and prophets
beginning with Adam.
Muslims pray to and
worship the same God as
others do (Allah is the
Arabic word for God).
Muslims accept and re-
spect all the Prophets
(Adam, Noah, Abraham,
Ishmael, Isaac, Moses,
John the Baptist, and
Jesus, who came before
the Prophet Mohamed).
Muslims believe in the
Torah and the Bible.
They go once during
their lifetime to Mecca, a
city in Saudi Arabia, to
complete a pilgrimage
called the ‘Hajj.’ This is
where Kabah is located,
the first place of worship
built by the Prophet Ab-
raham and his son, Ish-
mael, more than 4,000
years ago. Islam pre-
scribes that Muslims
face in the direction of
the Kabah when they
pray, which symbolizes
unity as one community
worshiping One God.

Question: I was surpris-
ed when one of my pa-
tients told me he was
Muslim, because he did-
n’t look Muslim to me.
Answer: Not all Mus-
lims look alike. Islam is
the second largest reli-
gion in the world as well
as in America. There are

more than 1.2 billion
Muslims in the world
and more than 8 million
in America. Only 18% of
Muslims live in the Arab
world; 20% in Sub-Sa-
haran Africa. Indonesia
has the world’s largest
Muslim population. Peo-
ple from India, Pakistan,
Bangladesh, China, Rus-
sia, Europe, and North
and South America are
Muslim.

Question: I know that
Ramadan is a time of
fasting and prayer for
Muslims. What is the
meaning behind this
practice?
Answer: Ramadan is the
ninth month of the Mus-
lim calendar. Every year
in the month of Rama-
dan, all able Muslims
fast from dawn until
sundown, abstaining
from food, drink, earthly
pleasures and evil inten-
tions. Though fasting is
beneficial for health rea-
sons, during Ramadan, it
is mainly a means of
self-purification and
self-restraint. Fasting
teaches love, sincerity,
and devotion. It develops
patience, unselfishness,
social conscience and the
will to endure hardship.
During Ramadan, Mus-
lims focus on their pur-
pose in life by constantly
being aware of the pre-
sence of God. Muslims,
Christians, and Jews
have much in common.
All worship one God,
Creator of the Universe.
All pledge themselves to

prayer, peace, justice,
harmony, cooperation,
compassion, charity,
family responsibility,
and tolerance toward
people of other faiths
and traditions.

Question: A patient told
me he chose MGH be-
cause we have a Muslim

prayer room. Is that true?
If so, where is it?
Answer: The Masjid, or
Muslim prayer room, is
located in Founders 109.
It is a room where Mus-
lim patients and staff can
go to pray. The schedule
of prayer times is avail-
able in the Masjid.

POPPS Fair 2004
Police & Security, Outside Services, and
Photography are proud to announce their
annual Crime Prevention and Safety Fair

ThursdayThursdayThursdayThursdayThursday, October 14, 2004, October 14, 2004, October 14, 2004, October 14, 2004, October 14, 2004
11:00am–3:00pm11:00am–3:00pm11:00am–3:00pm11:00am–3:00pm11:00am–3:00pm

on the Bulfinch patioon the Bulfinch patioon the Bulfinch patioon the Bulfinch patioon the Bulfinch patio

The focus of this year’s event will be
“Protecting You In this Changing World.”

Representatives will be on hand to showcase
the many programs and services available to

the MGH community

The MGH Photography Department
will present demonstrations on location

photography, framing, and poster printing
and will display entries from the

7th Annual Photo Contest

Staff from the MGH Safety Department,
Employee Assistance Program, HAVEN, and

MassGeneral Hospital for Children
are participating in the fair.

Come enjoy food, fun, free raffles,
and educational information from the

department of Police & Security, Outside
Services, and Photography

Questions and AnswersQuestions and Answers
Diversity Committee answers

frequently asked questions

Piecing together the puzzle
of domestic violence:

Are you the missing piece?
Thursday, October 7, 2004

11:00am–3:00pm
Under the Bulfinch Tent

Remarks  by MGH president,
Peter L. Slavin, MD, at 12:00pm

For more information contact
Corinne Castro, Domestic Violence Events

Committee representative,
at 726-8182
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uality health
care and diver-
sity intersect

at the bedside
every day.

Diversity among care-
givers and attention to
culturally competent care
are essential if quality
care is to be delivered to
every patient. The PCS
Diversity Committee has
focused its efforts on
eliminating disparities in
health care and increas-
ing the diversity of our
nursing workforce since
its inception in 1997.

“Improving the health
status of the population
by providing national
leadership in the devel-
opment, distribution, and
retention of a diverse,
culturally competent

health workforce that
provides the highest qua-
lity of care for all,” is the
mission statement of the
Department of Health
and Human Services’
Health Resources and
Services Administration
in the Bureau of Health
Professions. Their mis-
sion mirrors the philoso-
phy, beliefs, and pas-
sions of the PCS Diver-
sity Committee.

The face of America
is changing. By 2050,
one in three Americans
will describe themselves
as non-white. Today,
Boston, our practice do-
main, is described as a
‘minority majority’ city.
Boston has the fifth larg-
est percentage (25.8%)
of foreign-born residents

among 23 major metro-
politan cities (after Miami,
Los Angeles, New York,
and Oakland). Nearly
half of Boston’s immi-
grants entered the United
States in the last decade.

A 1996 survey of
registered nurses releas-
ed by the US Department
of Health and Human
Services showed that
nearly 90% of the total
nursing population is
white compared to 72%
of the total US popula-
tion (who describe them-
selves as white). This
lack of diversity is be-
coming an increasingly
challenging problem for
the nursing profession.
Ideally, the healthcare
workforce mirrors the
cultural diversity of its

patient population. Does
that mean we need to be
a certain cultural or eth-
nic background to care
for patients? Absolutely
not.

We asked a number
of staff nurses their
thoughts on the subject.
They told us that they
learn by listening to their
colleagues. As we share
experiences, we become
more aware of how our
practice can be positive-
ly impacted by increased
sensitivity to the cultural
needs and beliefs of our
patients. Sharing know-
ledge and experience
allows us to care effect-
ively for patients from a
wide range of cultures
and traditions. In reality,
we’re all multi-cultural;
some of us may have
been born in the United
States, others weren’t.

History shows long-
standing disparities in
the quality of health care
provided to people of
color and other diverse
backgrounds. This makes
the need for cultural di-
versity among caregivers
even more urgent. As
clinicians we want to
uncover and dismantle
the processes that contri-
bute to disparities in
care. Access to quality
care (or the lack thereof)
continues to be the most
important predictor of
outcomes for people of
diverse racial and ethnic
groups. As an institution
that trains future caregiv-
ers, we have a responsi-
bility to educate ourselves
and others about the
customs, traditions, be-
liefs and health practices
of those we serve.

Confronting disparities through
culturally competent care

 —by Claribell Amaya, RN; Megan Brown; Kathleen M. Myers, RN;
and Ivonny Niles RN

Q

The commitment of the
Diversity Committee re-
mains strong to create “a
practice environment with
no barriers that reflects a
culturally competent work-
force supportive of the
patient-focused values of
the institution.” If we look
at our nursing employ-
ment data over the last
seven years, we see it’s
beginning to reflect our
commitment to increasing
the diversity of our work-
force:

In December of 1997,
of 1,782 nurses, 5.5 %
were non-Caucasian
In December of 2002,
of 2,624 nurses, 6.2%
were non-Caucasian
In December of 2003,
of 3,085 nurses, 7.0%
were non-Caucasian
Clearly there is an up-

ward trend, and there are a
number of ways we can
help sustain that forward
momentum. We can con-
tinue to support foreign-
born and minority nurses.
We can continue to sup-
port programs such as the
Nursing Career Ladder
Initiative and on-site BSN
and MSN programs. And
we can continue to hire,
mentor, and support staff,
managers and clinical
specialists from diverse
backgrounds.

An article in the Diver-
sity issue of Caring Head-
lines in 2001 ended with
the words: “As an institu-
tion, our work and dedi-
cation (to diversity) are
beginning to show. The
next time you walk down
the main corridor, look
around. . .  let me know
what you think.” We think
things are changing. What
do you think?

Standing: Claribell Amaya, RN (left); Ivonny Niles RN;
and seated: Megan Brown (left); and Kathy Myers, RN

DisparitiesDisparities
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hink back to
a time when

words like pleur-
ocentesis, ECHO

cardiogram, and
metastasis sounded for-
eign to us. As providers
we sometimes forget
how and when ‘medical
language’ became our
primary language.

Trying to process and
understand information
at a time when emotions
are running high and
senses are low is difficult
enough for people who
speak English fluently.
Imagine being a patient
who speaks no English
or whose primary lang-
uage is not English. As
clinicians we provide
care to a culturally di-
verse patient population
and we must be compe-
tent in every interaction
to provide the best pos-

sible care to every single
patient.

In the past, I’ve had
many interactions with
non-English-speaking
patients where I was
unable to communicate
verbally. I was frustrated
with myself because I
was unable to have a
complete interaction
with the patient. I can
only imagine how my
patients must have felt as
fear ran through their
minds and I couldn’t
console or explain the
care I was proposing.

As providers we are
very busy and getting
busier every day. Just as
physical therapists, oc-
cupational therapists,
and social workers are
essential members of the
healthcare team, inter-
preters are vital members
of the team for non-Eng-

lish-speaking patients.
The obvious benefit of
using an interpreter is
clear, concise communi-
cation between provider
and patient. Some clini-
cians might be wary of
using an interpreter for
fear that the message
could be ‘mis-interpreted,’
and wrongly influence
communication. You
should know that medical
interpreters work within
a strict set of standards,
one of which is called
judicious clarification.
This means that inter-
preters aid the communi-
cation process; but it is
not within their scope to
explain a procedure or
medical condition or
convey their own biases.

Many patients hold
interpreters in high re-
gard, because they’re
from the same or a simi-
lar cultural background.
Interpreters can function
as cultural mediators—
not by offering opinions,
but by providing a more
effective means of under-
standing and communi-
cating by applying spe-
cific cultural ideals and
customs to an interac-
tion.

To ensure an effective
patient-provider interac-
tion with the help of an
interpreter, providers
should set up a pre-inter-
view meeting with the
interpreter. This enables
the provider and the in-
terpreter to review perti-

nent portions of the pa-
tient’s medical history.
During the interaction
with the patient, provid-
ers should speak directly
to the patient (not the
interpreter) and use non-
verbal as well as verbal
cues to communicate.
This enables the provider
to ‘read’ the patient’s
facial expressions and
non-verbal cues.

The same challenges
that impact the care of
non-English-speaking
patients in the hospital
setting affect ambulatory
and home-care patients
as well. I once received a
call from a private nurse
who was caring for a
Chinese-speaking patient
(who was under my care)
in his home. The patient
had undergone an exten-
sive surgical procedure
and needed to be eval-
uated on a continuing
basis. The nurse was
unable to communicate
with him, which made
caring for him effectively
nearly impossible. This
is a perfect example of a
situation where an inter-
preter’s services in a
home-care setting would

Overcoming challenges
in caring for non-English

speaking patients
—by Tamara K. Edelman, NP

have been invaluable.
Being aware of these
challenges can help lead
to viable solutions and
improved care for all
patients.

Non-English-speak-
ing patients, like Eng-
lish-speaking patients,
can usually repeat back
only 30% of verbal in-
structions or information
during a visit. So it’s
important that verbal
information be short and
concise. It may take more
than one attempt for a
patient to fully compre-
hend something. Be pa-
tient, confident, and in-
ventive with your com-
munication. If possible,
provide written informa-
tion in the patient’s pri-
mary language, use pic-
tures, and include the
patient’s family in the
plan for care at home.

It’s important to re-
member as we strive to
excel as caregivers, that
the most effective form
of communication is still
a smile and the touch of
a hand. And that’s the
same in every language...
even medical.

Tamara K. Edelman, NP,
nurse practitioner

T

Interpreter ServicesInterpreter Services

Domestic Violence
Support Group

The Employee Assistance Program is
offering a 10-week support group for female

employees who have been affected
by domestic violence in a past or

current relationship.

The group is free and confidential

The first meeting will be held
Thursday, October 14, 2004

4:30–6:00pm

For more information, contact Donna at the
EAP: 726-6976 or 1-866-724-4EAP
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MGH employees
welcome ‘New Bostonians’ in

special multi-cultural event
—by June McMorrow, RN; and Elizabeth A. Nolan, MALD

n an effort to ad-
dress healthcare
disparities among
local linguistic mi-

norities, the Patient
Care Services Diversity
Committee joined forces
with Interpreters Services,
Human Resources, the Part-
ners International Program,
and the Mayor’s Office of
New Bostonians to conduct

free blood-pressure screen-
ings and distribute ‘basic
medical ID cards’ during
Boston’s fifth annual New
Bostonians Community
Day Celebration. The event
took place September 22,
2004, at City Hall Plaza.

Approximately 150 ref-
ugees and immigrants vis-
ited the booth, where they
were greeted by nurses and

bi-lingual volunteers, who
helped them fill out wallet-
sized cards containing im-
portant health information
such as their name, native
language, blood pressure,
known allergies, and emer-
gency contact information.
In addition to laminated
medical cards, the team
distributed multi-lingual
information on asthma,

diabetes, and high blood
pressure.

June McMorrow, RN,
who volunteered to staff the
booth for the second year in
a row, says, “Participating
in this event gives me an
opportunity to share my
enthusiasm for nursing by
interacting with people
from many different groups
within the city.”

Nearly 4,000 people
attended the 2004 New
Bostonians Community
Day celebration. Visitors to
the MGH booth hailed from
Bosnia, Burma, Brazil,
China, Cape Verde, Colom-

bia, the Dominican Re-
public, Greece, Haiti, Ke
ya, Panama, Peru, Puerto
Rico, Somalia and Viet-
nam.

According to the late
census, 25.8% of Boston
residents are foreign-bor
and more than 140 lang-
uages are spoken in our
city. Twenty percent of
Boston’s schoolchildren
speak a language other
than English at home, th
most prevalent being Sp
nish, Haitian Kreyol, Ma
darin, Portuguese, Cape
Verdean Kriol, Vietname
and French.

Community OutreachCommunity Outreach

I

Above and on opposite page, members of the PCS Diversity Committee and hospital volunteers participate in this year’s New Bostonians Community Day event
at City Hall Plaza, providing free blood-pressure screenings and medical ID cards to refugees and immigrants new to the Boston area.

jeb23
Continued on Next Page
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Locally, more immi-
grants work in the health
and social-services field
than in any other sector.
Because access to employ-
ment opportunities was
identified as a key need
among newcomers, this
year, MGH added bi-ling-
ual employment informa-
tion to the materials they
distributed at the event.

Commenting on the
value of Boston’s multi-
culturalism, director of PCS
Diversity, Deb Washington,
RN, said, “Every time a
new patient or staff member
walks through our doors,
MGH is re-born. If you
look back at our history, our
strength and innovation
have always been derived
from diversity—diversity

of people, diversity of ideas,
diversity of experiences.”

New Bostonians Com-
munity Day was established
in 1999 as the city’s most
visible celebration of im-
migrants and multi-cult-
uralism. Coordinated by a
public/private coalition
representing various city
departments and commu-
nity organizations, New

Bostonians Community
Day helps facilitate the in-
tegration of newcomers into
our society by explaining
how city government works
and by highlighting many
available social services.

Activities include free
immigration clinics, per-
formances by musicians
and dancers, multi-lingual
tours of City Hall, and an

information fair consisting
of resource tables on topics
such as health, housing,
employment, civil rights,
youth activities and educa-
tional opportunities.

For more information
about the New Bostonians
Community Day event,
contact Beth Nolan of the
MGH International Pro-
gram, at 726-4284
Page 7
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Immacula “Ki-Ki” Benjamin, RN,
staff nurse, Ellison 18

M
Healing through patience

and understanding
y name is Im-
macula Benja-
min. I am the
resource nurse

on the Ellison
18 Adolescent Pediatric
Unit. I have worked at
MGH for 27 years, and
the patient I’m going to
tell you about has chal-
lenged all my skills, ener-
gies, compassion, and
creativity.

‘Angelica’ is a 14-
year-old Haitian girl whom
I first met a few months
ago when she was ad-
mitted to our unit with
encephalitis. I became
her primary nurse. I knew
when I saw her and learn-
ed her history that she
was going to need some-
one to look out for her, to
protect her, to go the
extra mile in getting her
what she needed. I enter-
ed the relationship with
my eyes wide open as I
have cared for ‘difficult’
patients before.

Angelica was in DSS
custody due to allega-
tions of abuse in her
aunt’s home where she
lived. Angelica had come
to America from Haiti
with her aunt a few years
before. She left not only
her mother, but also her
country and the native
culture she was so ac-
customed to, which in-
cluded the frequent prac-
tice of her religion. Her
sister also lives here with
her aunt. Angelica’s aunt
continues to be involved
with her, and DSS has
appointed a guardian
who is attentive to An-

gelica’s needs. Her sister
acts as a link between
Angelica and her mother
in Haiti.

Angelica’s medical
course has been very
rocky, requiring the best
skills of many of our
services. As her primary
nurse it has been up to
me to coordinate these
services, provide direct
care, and keep Angelica
safe from herself. Along
with a host of medical
complications some re-
quiring a stay in the Pe-
diatric Intensive Care
Unit, Angelica’s beha-
vior has been one of the
most difficult challenges
in her care. She has ex-
treme obsessive-compul-
sive behaviors, aggres-
sive tendencies, and a
desire to flee at any op-
portunity.

My primary concern
upon assessing Angelica
was her safety. At times,
her behavior required her
to have sitters and/or soft
restraints. At one point
she was moved to a Vail
Bed (a bed totally en-
closed with a zipper so
she could move freely
but not flee).

One of my first chal-
lenges was to educate
staff about why the bed
was necessary and how
it worked. One day, an
energetic medical student
went into Angelica’s
room to do an exam and
as soon as he opened the
zipper she was out of
bed and down the hall.
This brought everyone to
the hallway to help. I

know there’s something
to be said for exercise,
but I cringed when I
thought about how fright-
ened she must have been
as we tried to ‘catch’ her
and get her back to bed.

How to coordinate
the efforts of all the ser-
vices became my next
challenge and highest
priority. I felt if I could
get everyone in the same
room, I could provide a
clear understanding of
Angelica’s special needs.
I called a team meeting
and invited all members
of her care team (Speech-
Language Pathology,
Occupational Therapy,
Physical Therapy, Diet-
ary, Child Life, Chaplain-
cy, Psychology, DSS, her
physician and others). It
was very heartwarming
to see the turn-out. I could
see how much they all
cared and wanted the
best for Angelica. Every-
one was willing to listen
and learn and work to-
gether.

All services reported
on their interactions with
Angelica, and the com-
mon thread from every-
one was this young girl’s
spiritual connection and
her love of the religious
rituals from her home-
land (Haiti). We were
fortunate to have a chap-
lain present from Haiti
who was able to con-
verse and pray with An-
gelica in her own lang-
uage. Prayer helped to
calm her like nothing
else had. My job as pri-
mary nurse at this meet-

ing was to connect the
dots and see how we
could use Angelica’s
culture and religion to
help her heal and make
her time with us less
traumatic.

In the following weeks
we worked on a plan in
which prayer was a big
part of her daily routine
and therapy. Chaplains
weren’t the only ones to
pray with her, but they
became the most visible
and important part of her
care plan and team.

Angelica’s mother
sent her a dress from
Haiti, with instructions
for us on when to put it
on her (a particular time
and date). The dress came
with a prayer card, which
was to go under her pil-
low. I made sure this was
done, and it was amazing
the effect it had on An-
gelica. She became so
calm and cooperative
with prayer.

Every department
individualized the care
they provided for Angel-
ica, celebrating her di-
versity to help her heal.
Nutrition & Food Ser-
vices made special meals

for her. OT and PT work-
ed with child life special-
ists to incorporate their
therapies into special
activities and times for
her. Nurses took the time
to learn her special daily
needs, and that, in itself,
made her care easier.

Angelica remains at
MGH as we look for the
proper discharge plan for
her, one that can keep
her close to her family in
America and support her
ethnic diversity and reli-
gious practices. We don’t
know how Angelica will
progress medically, only
time can answer that.

What Angelica has
taught me is invaluable:
patience, that nothing
happens quickly; faith in
a supreme being and the
healing peace that belief
can bring; and the impor-
tance of primary nursing.
Nurses make a differ-
ence. I know I’ve made a
difference in Angelica’s
life. Pediatric nurses are
there to pull all the won-
derful people together to
provide the best care
possible for our young
patients.
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Caring for children with
multiple medical issues

—by Carly Jean-Francois, RN, staff nurse, Ellison 18

Carly Jean-Francois, RN,
Staff nurse, Ellison 18

he Diversity
issue of Caring

Headlines may
not seem like a

place where you’d
read about children with
multiple medical issues.
But children who suffer
from a variety of physi-
cal and developmental
challenges are often re-
garded as ‘different’ or
‘outside the norm.’ Per-
haps physician, Jeffrey
Bosco, from the Univer-
sity of Miami phrased it
best when he said, “There
is something about their
body that makes them
different from most other
people. Maybe their eyes
don’t see or their ears
don’t hear. Maybe their
legs don’t move through
space or their brain does-
n’t get through a book.
After that, it’s all the
same. These children
share some of the same
struggles, longings, fears,
joys and pains as anyone
else.” When considered
through this quote and
the stories of the families
we see, these children
and their families face
many of the same issues
as people of color and
people from diverse eth-
nic backgrounds.

We live in a world
where we label people
who are different from
us. Terms such as handi-
capped, mentally differ-
ent, slow, development-
ally delayed, special, and
physically-challenged
are used to describe these

individuals. Sometimes,
in an effort to improve
their prognoses, children
are placed in homogen-
ous groups where their
diverse cultures become
lost. The holistic and
advocacy needs of these
children and families are
great, and the need for
individualized services is
steadily rising. This is an
opportunity for nursing
to intervene and make a
significant difference.

Recent surveys con-
ducted by the Center for
Disease Control and
Prevention reported that
approximately 13% of
all children have special
healthcare needs reflect-
ing a wide range of se-
verity. Findings from this
study revealed that these
children have an ongoing
need for health services,
yet 21% of respondents
reported difficulty in
securing referrals for
those specialized health
services. Parents become
frustrated that there are
centers and clinics devot-
ed to their child’s limita-
tions, but few that look
at the needs of the child
and family as a whole or
that focus on their abili-
ties rather than their dis-
abilities.

Every day as medical
professionals we share in
the experience of fami-
lies receiving news of a
‘not-so-perfect baby.’ We
share health information
that profoundly affects
the lives of an entire

family, yet for many of
us it’s just our job and
we move on. Mrs. Wood,
a member of the Mass-
General Hospital for
Children Family Advisory
Council shared some of
her thoughts regarding
her child, Nancy, and
their family’s journey in
the healthcare system.
When the Woods learned
that Nancy was born
with a chronic medical
condition, they were
devastated. They felt
angry, afraid, helpless,
and vulnerable. They
didn’t know if they were
capable of caring for
Nancy at home. They
never doubted their love
for Nancy but feared
making the wrong deci-
sions about her care. The
Woods wanted a pedia-
trician whom they could
partner with, who would
value Nancy’s life and
see her potential as they
did. They wanted some-
one who would listen to
their hopes for Nancy
and treat her symptoms
not her diagnosis.

The Woods connect-
ed with MassGeneral
Hospital for Children’s
Dr. Robert Wharton.
Says Mrs. Wood, “He
was the first doctor we
met who was brave
enough to give us hope
for the future.” Recent
research suggests that
when parents are given a
realistic image of their
child’s disability and
when they receive ade-

quate information and
practical advice on how
to care for their child in
everyday life, it can have
a positive effect on the
functioning of the family
as a whole. The Woods
are a perfect example of
this.

The partnership that
formed from their first
conversations with Dr.
Wharton has taught the
Woods and parents like
them the importance of
valuing all children as
individuals. When it
came to Nancy’s care
and well-being, Dr. Whar-
ton was more than her
pediatrician. His know-
ledge and expertise about
Nancy’s condition allow-
ed the Woods to become
better caregivers, teach-
ers, therapists, advocates,
nurses, and most of all,
parents. He made home
visits and took a genuine
interest in Nancy’s tri-
umphs. Mrs. Wood ac-
knowledges the gift they
have in Dr. Wharton, as
it’s not always easy to
find medical profession-
als willing and able to
take on a child and fam-
ily with special needs. It

can be frustrating for
both medical profession-
als and families, and
devastating for a family,
when their child is ‘re-
fused’ by a healthcare
professional. Unfortun-
ately, our healthcare sys-
tem doesn’t always sup-
port or reimburse the
kind of care these child-
ren and families need.
Physicians sometimes
feel that their practice
can’t handle the increas-
ed workload and the
system doesn’t allow
reimbursement for the
extra time necessary to
provide coordination of
care. However, parents
can be our greatest ally if
they are valued for the
expertise they provide as
their child’s primary
caregiver. Nurses and
nurse practitioners can
use their role as advocate
and coordinators of care
to work with families to
develop and support a
plan of care that is fam-
ily-centered, coordinated
within the community,
supportive of the child’s
strengths, and proactive
in helping the child at-

continued on page 16
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Food for thought
tapping into the cultural richness of

Nutrition & Food Services
—by Mary Cunningham, and Judy Newell, RN

very member of the
health team has a
unique life experi-
ence that adds spe-

cial meaning and perspec-
tive to his/her work. In the
department of Nutrition &
Food Services, more than
140 cultures are represented,
bringing a multi-ethnic array
of beliefs, customs, and tra-
ditions to MGH. Among the
many wonderful differences
derived from diverse cul-
tures is our relationship to,
our preparation of, and our
appreciation for, food!

Recently, a group of nu-
trition service coordinators
and dietitians from Nutrition
& Food Services came to-
gether to share some of their

thoughts on the meaning and
significance of food in their
native countries (India, Ja-
maica, Monserrat, Morocco,
Puerto Rico, Barbados, and
the United States). How do
members of this diverse de-
partment feel about food as
they plan and coordinate the
delivery of more than 2,500
meals to our patients every
day?

One observation that
came out in the course of the
discussion was how the ab-
undance or scarcity of food in
one’s homeland can influence
the value that is placed on
food in this country. The im-
portance of choice was ano-
ther factor in how people
perceived food—in most

areas of the United States,
there’s a wide variety of
foods to choose from. In
other countries, choice can
be non-existent. In some
cultures food is a sign of
acceptance, hospitality or
good cheer. When not eaten,
it may be interpreted as a
sign of waste, carelessness
or insult.

As we listen to these
comments, recollections, and
observations about the sig-
nificance of food in various
cultures, we are moved to
think about the importance
of food in the lives and care
of our patients who come to
us from all over the world.
What is their relationship
with food...?

E

Sarah Estabrook, RD
assistant manager, Patient Food Services

“I come from a wonderful New England
background of baked beans and brown bread. I really
enjoy interacting with the diverse population at MGH
and having the opportunity to create different foods

for our patients from all over the world.”

Simone Prescod

“My mother lives in this country now. When she
spends holidays with friends, she doesn’t eat anything
because she knows that relatives back home have no

food. When I see all the food that goes to waste,
it hurts my heart; I know so many people

who have so little.”

Tiash Sinha

“We are so concerned that our patients receive
proper nutrition, that we often order more for them
than they can eat. In many cultures, this is seen as

wasteful. It is upsetting to some people.”

Maudline Tuitt

“I work at Coffee Central, and I see how food
‘connects’ people every day. After I take someone’s
order a few times, I always remember what they like.
When I see them again, I know what to get for them.”

Francisca Nogbou

“My job is to mix up food in a blender for patients who
have special diets. Sitting in my work area all day, it’s

easy to forget why I’m doing what I’m doing. But when I
go up to the units and see all the patients, I am

reminded why my work is so important. When I stop
seeing a certain recipe, I always wonder if that

patient has been discharged.”

Culture and CuisineCulture and Cuisine

jeb23
Continued on Next Page
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Case
Management Week

Case Managers, the passion for caring,
the power of collaboration, the promise

of hope

Visit the Case Management
information booth

October 12 and 14, 2004
8:00am–4:00pm
Main Corridor

Attend educational session on,
“Alternative Therapies” that will combine

information about complementary
and alternative therapies

November 2, 2004
2:00–3:00pm

O’Keeffe Auditorium

(CEUs and CCMs TBA)

The annual Case Management
Variety/Change Show

October 14, 2004
3:00pm

Meltzer Auditorium, MEEI
3rd floor

All are welcome
For more information, contact Anna Carson
at 6-8184, or Melissa Robinson at 4-7474

The Patient Education Committee
presents:

Healthy Behaviors:
Coaching your Patient

to Success
Featuring keynote speaker, James

Prochaska, PhD, author of Changing for
Good and The Transtheoretical Approach

Professionals in the fields of
addiction, decision-making, weight-control,

smoking-cessation, and exercise will
report on their experiences

Come learn how people make
decisions to change

November 5, 2004
8:00am–4:30pm

O’Keeffe Auditorium

7.5 Contact Hours
Pre-registration is required. For more

information, call the Center for Clinical &
Professional Development at 726-3111

Nancy Medina

“I remember thinking that American
food was so bland. In my country, we have
so many distinctive spices. We use spice

on everything!”

Chhaya Sithowath

“I learned to cook in the army in my country. Things
were a little different there. If you didn’t do something
right, you could get shot! I worked very hard to learn

how to cook, and I’m proud of the work that I do.”

Miriam McLean

“I come from the beautiful isle of Jamaica
where everything is wonderful, and food is a big part
of our culture. It is amazing the effect your physical
surroundings can have on your mood and spirit.”

Ghislaine Laurore

“When I first came to this country, it took me
a while to get used to the food—everything looks
and tastes so different here. I really missed the

familiar foods of home. I’m starting to get
used to American food. A little bit.”

Mustapha El Fakir

“In my country, freshness is everything.
No one uses freezers. Ingredients go straight from
the garden to the table. In this country, food can sit

in a freezer for months at a time.”

Gertrude Dominique

“Here at MGH, our patients are given
a choice as to what they want to eat. In the hospital

back home, there is no choice. Patients get
whatever is available. Sometimes chicken

broth is all there is.”
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y odyssey began
when Touria, a
friend at MGH,
invited me to go

home to Mor-
occo with her. I was both
thrilled and apprehensive
about this opportunity to
visit a country whose
name evoked a sense of
mystery and intrigue.

Morocco is in North
Africa where the lang-
uage and culture are very
different. Not knowing
much about the area, I
have to admit, I wonder-
ed about safety, the poli-
tical climate of the coun-
try, how women were
treated, and a number of
other fleeting concerns.
But I soon realized that
what I feared was the
unknown. I reminded
myself that I trusted my
friend and knew she’d
never put me in harm’s
way. I accepted Touria’s
invitation, then went out
and bought a travel guide
to educate myself and
prepare for my journey.

Any doubts about my
safety were quickly dis-
pelled as I landed at Mo-
hammed V Airport. Tou-
ria’s family greeted me
warmly, and I felt safe
and well cared for during
my entire visit.

Great excitement
surrounded our arrival.
Sisters, brothers, moth-
ers, cousins, aunts, uncles,
nieces and nephews had
made the three-hour trip
to Casablanca to meet
Touria and her husband

who were returning to
Morocco for the first
time in two years. Tears
of joy were shed as they
were reunited with their
two-year-old son (who
lives in Morocco be-
cause of the expense of
child care in America).
Family members greeted
me using whatever French
or English they knew to
make me feel welcome.
We piled into four cars
and a small truck along
with six, 70-pound suit-
cases brimming with
gifts from America.

Touria’s family has
lived in the same neigh-
borhood for many years.
Recently they moved
into a new house, built
with money earned work-
ing many over-time hours
in America. Touria’s
family lives upstairs; her
husband’s family lives
on the first floor. The
doors to both apartments
are always open and
family members drift
comfortably between the
two homes. Because of
our visit, relatives came
from far and near. When
I woke up each morning,
I never knew how many
relatives would be there.
The lilt of female voices
chattering, all wanting to
talk to their long-absent
relatives could be heard
throughout the home. I
didn’t understand a word
of Arabic, but the happi-
ness in that chorus of
voices told me that there
was a lot of joy and love
present.

Meal time was a won-
derful, community event.
All the women seemed to
have a part in preparing
and serving the food.
Each meal began with
rituals acknowledging
the respect and values
that bonded this large,
extended family. Tea, the
traditional Moroccan
drink was a staple at
each meal. One of the
women would bring a
tray with glasses and a
tea pot. The tea was pour-
ed in a formal ritual with
the pot held high over
the glass, the sweet li-
quid cascading down
from the spout. Before
eating, someone would
bring around a kettle of
water and a bowl for us
to wash our hands. A
large platter of food was
placed in the middle of
the table; everyone help-
ed themselves, using
pieces of bread to scoop
up savory meats and
fresh vegetables. The
food was so flavorful,
subtly infused with won-
derful spices like cinna-
mon, paprika, cardamom
and saphron. There was
always plenty to eat no
matter how many people
came to the table. Laugh-
ter and camaraderie were
ever present, and I always
felt part of the group. We
quickly learned to com-
municate with a few
words, gestures and fa-
cial expressions.

Communication was
a great source of enter-
tainment between the

children and me. They
were very curious about
me and often tried to
engage me in some way.
We would play word
games to try to learn each
other’s language. ‘Thank-
you’ was the one word
everyone seemed to under-
stand. Yassim, Touria’s
12-year-old nephew made
a special effort to tell me,
“I hope to travel in Amer-
ica.” I was honored that
he made such an effort to
find words to speak with
me in English—that
memory is my favorite
souvenir of Morocco.

Children ranged in
age from two to 20. They
were polite and friendly.
They seemed to be hap-
py and secure in their
extended family. There
was some rivalry among
the younger children but
everyone looked after
one another. Coming
from a home where my
four-year-old grandson
has more toys than he
knows what to do with, I
was very impressed at
how few toys it took to
entertain these children.
They were so creative at
making up games with

simple things like paper
airplanes and make-shift
jump ropes.

Marriage customs
were very interesting.
The reasons for getting
married seemed to vary
with the age of the girl.
Touria’s older sisters’
marriages were arranged
by their father. They
were married in their
early teens because their
father thought it was best
for women to have child-
ren while they were young.
Touria’s oldest sister had
her first baby when she
was 14. She is now a
grandmother at the age
of 44. A couple of sib-
lings in their 20s work
professionally and have
not yet married. They
plan to marry in the fu-
ture because they want
children and companion-
ship as they grow older.
Touria is the baby of her
family. She was 26 when
she married. She and her
husband chose to marry
when he won a lottery
that allowed him to come
to America with a wife.
None of the typically
romantic notions that

A visit to Morocco:
the journey of a lifetime

—by Beverley Cunningham

Touria Ghoubache (left) and
Beverley Cunningham

M

continued on next page

Cultural ExchangeCultural Exchange
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motivate courtship and marriage
in our country influenced their
decision to wed. They became a
couple because their families
had known each other as neigh-
bors. They knew they shared the
same values and goals and they
respected each other. They are
committed to each other and
both work very hard to support
their son and families who re-
main in Morocco. The married
children of Touria’s family con-
tinue to maintain strong bonds
with their maternal relatives and
involve them in the raising of
their children.

On my last morning in Mor-
occo I was awakened at 4:00am
by the call to prayer that re-
sounds from every minaret of
every mosque throughout the
country. As I lay quietly waiting
for the family to stir, I heard a
symphony of sounds: dogs bark-
ing, roosters crowing, donkeys
braying, cars passing on the
street below. The chorus was
punctuated by the rhythmic
clip-clopping of horses pulling
flat-bed carts to market. This
pre-dawn serenade was a re-
minder that this country had not

yet caught up with the fast-paced
hustle-bustle of the twenty-first
century. I found a kind of com-
fort in realizing that people can
live without fast cars, fast foods,
super markets and shopping
malls. Perhaps it’s the slower
pace that allows people to appre-
ciate the value of their traditions
and families, and the sense of
community that comes from
working and living together and
sharing limited resources.

At the airport as I prepared
for my flight home, I got a sense
of how Touria and her husband
must have felt when they first
arrived in America speaking
very little English. I was fright-
ened because I realized there
was little I could do to commu-
nicate with the people I needed
to interact with. For that short
amount of time, I felt very vul-
nerable. I can only imagine feel-
ing that way every day while
attempting to find work or car-
ing for a family. I have develop-
ed great respect for those who
risk feeling alone, isolated, and
helpless in order to make a bet-
ter life for themselves and their
families.

I could go on and on about
the fascinating things I learned
in Morocco. It was an incredi-
bly rich experience despite the
fact that few words were ex-
changed. I discovered that the
people of this North African
nation love their god and are
proud of their history. They love
to shop, eat sweets, go to the
beach, and have coffee with
friends. They love their families
and are true to their friends.

I also learned something
about myself. I realized that the
things I take for granted (air
conditioning, owning my own
car, being educated in my pri-
mary language, receiving health
care from knowledgeable and
caring clinicians) are rare privi-
leges for others. I found how
much can be communicated and
understood without words. I
found that how a message is
communicated can be more im-
portant than the words that are
spoken. And most importantly, I
came to understand that you
have to suspend judgment and
preconceptions and learn by
experiencing. The results are so
rewarding.

Touria (front left) with her
family in Morocco
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ven under the
best of circum-
stances, visiting a

hospital for care
can be an intimi-

dating experience. We
often put these visits off
for as long as possible to
avoid the anxiety they
inspire. For millions of
Americans who have
limiting disabilities, a
visit to the hospital is
even more daunting.

We all have questions
when we arrive at a hos-
pital for the first time.
How do I get where I
need to go? Where do I
register? What kind of
forms will I need to fill
out? How long will I
have to wait? How much
time will I spend with
the clinician? Add a vis-
ual, hearing, mobility, or

cognitive impairment to
the mix, and fear and
anxiety increase expo-
nentially.

Just getting to an
appointment can be like
tackling an obstacle
course. Transportation
can be an issue. The phy-
sical layout of the build-
ing can present a number
of challenges. Wheel-
chair access may not be
available in all areas.
Signage for blind and
visually impaired pa-
tients may not exist. As-
sistance may be needed
to fill out forms. What
takes a ‘normally’ func-
tioning person a few
seconds could take a
person with disabilities
much longer; and there is
an added level of frustra-

tion that accompanies
these barriers.

Recently, the Council
on Disabilities Aware-
ness sponsored a panel
discussion where indivi-
duals with disabilities
were invited to talk with
MGH employees about
how their disabilities
affect their day-to-day
activities. Much of what
was said enlightened
audience members and
brought a new perspec-
tive to the table.

Here are a few of the
comments:

“As a blind person I
find it difficult to navi-
gate unfamiliar, open
spaces (such as lobbies)
without support.

I prefer to have regi-
stration information sent

to me in ad-
vance so I can
complete it in
privacy in-
stead of hav-
ing someone
assist me in a
waiting room
where others
can hear my
responses.”

“I’m not
deaf, but I am
hearing-im-
paired, so I
read lips. I
can’t read lips
when people
cover their
mouths when
they speak. In
the waiting
room when
the reception-
ist calls a

patient’s name from
behind a clipboard, I
can’t tell who she’s call-
ing. If no one gets up, I
assume it must be me.”

“ As a wheelchair user I
find many obstacles that
impede my access to
services. Public transpor-
tation is one of the worst.
To get here today, I had
to get off two stops away
(because the MGH T-
station is not equipped to
handle wheelchairs) and
propel myself through
four city blocks over
cobblestones and bricks.
I’m glad I was able to get
here, but I knew full well
that when I got to the
doctor’s office it would
be an ordeal to transfer
from my chair to the
exam table.”

“My anxiety disorder
can make it difficult for
me to focus, and I’m
easily distracted in busy
places. So I try to avoid
them.”

These examples give us
some insight into why a
person with a disability
might delay seeking med-
ical help. Regardless of
why an appointment was

When in doubt, ask...
—by Oswald Mondejar, Human Resources manager

and disabilities coordinator

Oswald Mondejar,
Human Resources manager

E

made, often the disability
becomes the focus in the
mind of the clinician,
and this can be an un-
welcome distraction.

Individuals with dis-
abilities ask that you see
us as whole people with
different ways of achiev-
ing similar objectives.
Clearly, the world was
not designed to accom-
modate the vast array of
abilities shared by this
population; so we adjust
and plan ahead in order
to participate fully in the
everyday aspects of life.
It’s a responsibility that
comes with the territory.
When help is needed
we’re the first to know. If
you think a person with
a disability may need
help, don’t hesitate to
offer assistance. Ulti-
mately, we just ask that
you see us as people.

I recently visited one
of our clinics and when
the exam was completed
the nurse asked, “Can I
assist you with buttoning
your shirt?” Though I
didn’t need help, the
offer was appreciated.

The best advice is...
“When in doubt, ask.”

Panelist at the Council on Disabilities
forum shares his experiences as a

person with disabilities navigating the
healthcare system

Raising AwarenessRaising Awareness
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For detailed information about educational offerings, visit our web calendar at http://pcs.mgh.harvard.edu. To register, call (617)726-3111.
For information about Risk Management Foundation programs, check the Internet at http://www.hrm.harvard.edu.

Contact HoursDescriptionWhen/Where
A Diabetic Odyssey
O’Keeffe Auditorium

TBAOctober 18
8:00am–4:30pm

USA Educational Series
Bigelow 4 Amphitheater

- - -October 20
1:30–2:30pm

BLS Certification for Healthcare Providers
VBK601

- - -October 21
8:00am–2:00pm

Building Relationships in the Diverse Hospital Community:
Understanding Our Patients, Ourselves, and Each Other
Training Department, Charles River Plaza

7.2October 21
8:00am–4:30pm

Congenital Heart Disease
Burr 3 Conference Room

4.5October 22
7:30–11:30am and 12:30–4:30pm

CPR—American Heart Association BLS Re-Certification
VBK 401

- - -October 25
7:30–11:00am/12:00–3:30pm

Intra-Aortic Balloon Pump Workshop
Day 1: Wellman Conference Room. Day 2: VBK601

14.4
for completing both days

October 25 and 26
7:30am–4:30pm

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

- - -October 26
8:00am and 12:00pm (Adult)
10:00am and 2:00pm (Pediatric)

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

5.4 (for mentors only)October 27
8:00am–2:30pm

Nursing Grand Rounds
“Focus on Patient Safety.” O’Keeffe Auditorium

1.2October 28
1:30–2:30pm

Workforce Dynamics: Skills for Success
Training Department, Charles River Plaza

TBAOctober 29
8:00am–4:30pm

Basic Respiratory Care
Ellison 19 Conference Room (1919)

- - -October 29
12:00–3:30pm

BLS Certification–Heartsaver
VBK 601

- - -November 2
8:00am–12:00pm

Greater Boston ICU Consortium CORE Program
Days 1, 2, 3, 6 Wellman Conference Room. Days 4, 5, O’Keeffe Auditorium

44.8
for completing all six days

November 3, 4, 8, 12, 15, 19
7:30am–4:30pm

Natural Medicines: Helpful or Harmful? Researching the
Literature on Herbs and Dietary Supplements
Founders 626

1.8November 3
4:00–5:30pm

CPR—American Heart Association BLS Re-Certification
VBK 401

- - -November 4
7:30–11:00am/12:00–3:30pm

Healthy Behaviors: Coaching Your Patient to Success
O’Keeffe Auditorium

- - -November 5
8:00am–4:00pm

16.8
for completing both days

Advanced Cardiac Life Support (ACLS)—Provider Course
Day 1: O’Keeffe Auditorium. Day 2: Wellman Conference Room

November 8, 12
8:00am–5:00pm

Congenital Heart Disease
Burr 5 Conference Room

4.5November 8
7:00–11:am and 12:00–4:00pm

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

6.0
(for mentors only)

November 10
8:00am–2:30pm

OA/PCA/USA Connections
“Personal Safety: Services Offered by Police & Security.” Bigelow 4
Amphitheater

- - -November 10
1:30–2:30pm
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tain his/her fullest po-
tential.

At the MassGeneral
Hospital for Children,
we are ever aware of the
needs of this population
of children and families.
Advances in medical
technology and medical
research have improved
survival rates of children
with a wide range of
diagnoses. Nursing re-
search demonstrates that
with a family-centered
approach to care, the
child and family can be
empowered to navigate
the healthcare system
and function effectively
in the community.

Family-centered care
recognizes the central
role that parents, sib-
lings, and significant
others play in the lives of
children. It supports al-
liances where families
and professionals work

collaboratively, each
bringing different know-
ledge and skills to the
relationship. It’s impor-
tant to recognize the
value of parents as inte-
gral members of the care
team. It’s equally impor-
tant to help them cope
with the stresses of par-
enting a child with mul-
tiple medical challenges.
As part of our mission at
MassGeneral Hospital
for Children, we are ded-
icated to serving the pedi-
atric community and
realize that excellence in
care is the result of an
interdisciplinary effort
requiring collaboration
from all members of the
care team. We advance
our understanding of
illness through innova-
tive medical research and
education, we are empow-
ered by skill and techno-
logy, and we are motivat-

ed by a commitment to
excellence in pediatric
practice that is sincere
and compassionate. (Mass
General Hospital for
Children 2002).

Different is beautiful,
whether it’s a difference
in culture, ethnicity, reli-
gion, language, or our
physical, emotional or
mental lives. Differences,
however, can be fright-
ening... to medical pro-
fessionals as well as the
general public. Fear of
differences is usually
fueled by the unknown,
the misinterpreted, or the
misunderstood. It is the
goal of the Diversity
Committee to raise aware-
ness and educate all
around the issues of di-
versity. We must include
the needs of children and
families with chronic
medical challenges in
that work. We, as a com-
mittee, must learn more
about this population,
just as we would about
any other diverse group.

Caring for children with
multiple medical issues
continued from page 9

MGH celebrates Pastoral
Care Week

Imagining peace

Information tables, refreshments, and
Filipino art display

Wednesday, October 13, 2004
10:30am–2:00pm

Main Corridor

Charlie King and Karen Brandow,
 musical storytellers and political satirists

Wednesday, October 13, 2004
12:00–1:00pm
Main Corridor

The Blessing Of The Hands

Thursday, October 14, 2004
6:30–8:00am; 11:30am–1:00pm;

3:00–5:00pm
The MGH Chapel, Ellison One

All are welcome

The MGH Chaplaincy seeks to meet
the spiritual and religious needs of patients,
families, and staff of all faith traditions and
those of no religious affiliation. If you would

like to speak to a chaplain, call the
Chaplaincy directly at 617-726-2220 or ask

your nurse to relay your request

The Chaplaincy has resumed
Episcopal services in the MGH Chapel

Tuesdays at 2:30pm
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