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Editor’s Notebook:
Promoting a Culture of Safety

I
f you never thought good bedside manner would be a transferable skill, think 
again. Congresswoman Karen Bass, also a nurse, argues that it’s applicable in 
a variety of settings, including Congress (where it’s more commonly known as 
diplomacy). James Daniels recently sat down with two of our national nurses, 

Congresswomen Bass and Eddie Bernice Johnson, to get a glimpse of what it’s like to 
be a nurse in Congress and whether they ever have common ground with those on 
the other side of the aisle.

Being able to communicate with others who are different from you may make your 
job easier, but did you know that nursing is still one of the most dangerous occupa-
tions in the United States? On any given day, a nurse may lift the equivalent of 1.8 
tons every eight hours, which puts nurses at risk for musculoskeletal injuries—and 
they are often vulnerable to exposure from everything from infections to workplace 
violence. We equate nurses with selflessness since they often put patient safety first, 
but don’t they deserve our protection too? Terah Shelton Harris investigates what can 
be done to create a culture of safety in the workplace. 

Hospitals have been known to make some off-putting rules on what nurses can 
and can’t do in the name of safety, but most people who decide to pursue nursing 
probably don’t stop to think about what restrictions there might be on their physical 
appearance. Leigh Page examines some of the most controversial rules that hospitals 
enforce and whether they have any merit (e.g., to ward off a potential safety hazard) 
or whether they are simply unfair.

Safety and cultural competence are often interlinked. Whether you’re working with 
the American Indian/Alaska Native population on injury prevention, African American 
women undergoing breast cancer treatment, or children with life-threatening condi-
tions, it’s important to understand the community you serve. Pam Chwedyk offers 
advice on helping tribes reduce injury disparities; Phyllis Morgan discusses what can 
be done to assist African American women fighting breast cancer; and Karen Smith 
stresses the importance of providing culturally sensitive palliative care to children.

We often talk about the importance of increasing ethnic diversity in nursing in 
order to provide culturally competent care, but that means we need to increase the 
number of men in nursing as well. After all, patients are more likely to open up with 
a nurse from the same background—and that includes male patients. Robin Farmer 
illustrates why gender diversity in the workforce matters. 

Help promote a culture of safety in your community today. You will protect not only 

your patients but also your fellow nurses. And isn’t a healthy nurse often a happy nurse? 

— Megan Larkin
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Many Adults Ignoring Recommended  
Cancer Screening Tests

Many adults in the United States are not getting the 
recommended screening tests for colorectal, breast, 
and cervical cancers, according to data published in 
the Centers for Disease Control and Prevention’s (CDC) 
Morbidity and Mortality Weekly Report. For 2013, screening 
for these types of cancers either fell behind previous rates 
or showed no improvement. 

A
mong adults in the age 
groups recommended 
for screening, about 1 
in 5 women reported 

not being up-to-date with cer-
vical cancer screening, about 1 
in 4 women reported not being 
up-to-date with breast cancer 
screening, and about 2 in 5 
adults reported not being up-
to-date with colorectal cancer 
screening.

The report found that 
colorectal cancer testing was 
essentially unchanged in 2013 
compared with 2010. Pap test 
use among women aged 21 

to 65 years was lower than 
in 2000, and the number of 
mammography screenings was 
stagnant, showing very little 
change from previous years.

“It is concerning to see a stall 
in colorectal cancer screening 
rates,” says Lisa C. Richardson, 
MD, MPH, director of CDC’s 
Division of Cancer Prevention 
and Control. “We must find 
new ways to make people and 
providers aware that getting 
tested for colorectal cancer 
could prevent cancer and save 
their lives.”

Researchers reviewed data 

from the National Health In-
terview Survey 2013, which is 
used to monitor progress to-
ward Healthy People 2020 goals 
for cancer screening based on 
the most recent U.S. Preventive 
Services Task Force guidelines.

The screening data for 2013 
show that 58.2% of adults aged 
50 to 75 years reported being 
screened for colorectal cancer; 
72.6% of women aged 50 to 
74 had a mammogram; and 
80.7% of women aged 21 to 65 
had a Pap test. All of these per-
centages are below the Healthy 
People 2020 targets.

The report found that adults 
without insurance or a usual 
source of health care generally 
had the lowest screening test 
use. For example, less than one 
quarter of adults in these groups 
reported recent colorectal can-
cer screening, compared with 
more than 60% of adults with 

private insurance or a usual 
source of health care. More ef-
forts are needed to achieve can-
cer screening goals and reduce 
screening disparities.

The authors did report some 
good news: the proportion of 
women in the highest educa-
tion and income groups who 
were screened for breast cancer 
exceeded the Healthy People 
2020 target, and the proportion 
of people aged 65 to 75 who 
were screened for colorectal 
cancer was also near the target.

Through the Affordable Care 
Act, more Americans will qual-
ify to get health care coverage 
that fits their needs and budget, 
including important preven-
tive services such as screening 
for some cancers that may be 
covered with no additional 
costs. Visit Healthcare.gov to 
learn more.
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Black Women Found to Have Denser  
Breast Tissue than White Women

Breast density, which is associated with breast cancer 
risk, was found to be higher in black/African American 
women than white women when measured using novel 
quantitative methods, according to research presented at 
the American Association for Cancer Research’s annual 
meeting, held on April 18-22, 2015. 

“S
ince breast density 
is associated with 
breast cancer risk, 
a better under-

standing of racial differences 
in breast density levels could 
help us identify women at the 
highest risk for breast cancer 
and target prevention strategies 
to those women,” says Anne 
Marie McCarthy, PhD, a re-
search fellow at Massachusetts 
General Hospital in Boston.

Black women in the study 
had a significantly higher ab-
solute area density of 40.1 cm2 
compared with 33.1 cm2 in 
white women. In addition, 
black women had a significant-
ly higher volumetric density 
of 187.2 cm3 compared with 
181.6 cm3 in white women. 

After adjusting for other 
factors associated with breast 
density, including age, body 
mass index, hormone therapy, 
and reproductive factors, black 
women were found to have sig-
nificantly higher breast density 
than white women across all 
measures.

  According to McCarthy, 
breast density refers to the 
amount of fibroglandular tissue 
in the breast when observed 
on a mammogram. Fibroglan-
dular tissue appears as white 
on the mammogram, making 
it difficult to visually detect 
breast cancers. Research has 
shown that women who have 

the highest breast density have 
a four-to-six times greater risk 
for breast cancer compared 
with women with lower breast 
density. 

Traditionally, radiologists 
examine mammograms and 
assign patients a breast den-
sity level; however, this as-

signment can be subjective, 
McCarthy says. Instead, in 
this study, McCarthy and col-
leagues used fully automated 
computer algorithms to pro-
duce both the conventional 
two-dimensional breast density 
measurement and a three-di-
mensional volumetric estimate 
of breast density. The study 
included 1,589 black/African 
American women and 1,256 
white women who underwent 
screening mammography at 
the University of Pennsylvania 
from 2010 to 2011.

“Our findings are using a 

new, quantitative and, perhaps, 
more reliable way to measure 
breast density,” McCarthy 
says. “Our next step will be to 
see how quantitative density 
measures and other imaging 
biomarkers are associated with 
cancer risk, cancer subtype, 
and stage of diagnosis by race.”

This study was funded by 
the National Institutes of 
Health. The computer software 
used for breast density estima-
tion has been made publicly 
available and free for research 
purposes by the University of 
Pennsylvania. 
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Hispanics’ Health in the United States

The first national study on Hispanic health risks and 
leading causes of death in the United States by the 
Centers for Disease Control and Prevention (CDC) showed 
that similar to non-Hispanic whites (whites), the two 
leading causes of death in Hispanics are heart disease 
and cancer. Fewer Hispanics than whites die from the 
10 leading causes of death, but Hispanics had higher 
death rates than whites from diabetes and chronic liver 
disease and cirrhosis. They have similar death rates 
from kidney diseases, according to the new Vital Signs.

H
ealth risk can vary by 
Hispanic subgroup. 
For example, nearly 
66% more Puerto Ri-

cans smoke than Mexicans. 
Health risk also varies partly 
by whether Hispanics were 
born in the United States or 
in another country. Hispanics 
are almost three times as like-
ly to be uninsured as whites. 
Hispanics in the United States 
are on average nearly 15 years 
younger than whites, so taking 
steps now to prevent disease 
could mean longer, healthier 
lives for Hispanics.

“Four out of 10 Hispanics die 
of heart disease or cancer. By 
not smoking and staying phys-
ically active, such as walking 
briskly for 30 minutes a day, 
Hispanics can reduce their risk 
for these chronic diseases and 
others such as diabetes,” says 
CDC Director Tom Frieden, 
MD, MPH. “Health profession-
als can help Hispanics protect 
their health by learning about 
their specific risk factors and 
addressing barriers to care.”

This Vital Signs report rec-
ommends that doctors, nurses, 
and other health professionals

• work with interpreters to 
eliminate language barri-
ers when patients prefer 
to speak Spanish.

• counsel patients with or 
at high risk for high blood 
pressure, diabetes, or cancer 
on weight control and diet.

• ask patients if they smoke 
and, if they do, help them 
quit.

• engage community health 
workers (promotores de salud) 
to educate and link people 
to free or low-cost services.

Hispanic and other Span-
ish-speaking doctors and cli-
nicians, as well as community 
health workers or promotores 
de salud, play a key role in 
helping to provide culturally 
and linguistically appropriate 
outreach to Hispanic patients.

The Vital Signs report used 
recent national census and 
health surveillance data to de-
termine differences between 
Hispanics and whites, and 
among Hispanic subgroups. 
Hispanics are the largest racial 
and ethnic minority group in 
the United States. Currently, 
nearly one in six people living 
in the United States (almost 
57 million) is Hispanic, and 
this is projected to increase to 
nearly one in four (more than 
85 million) by 2035.

Despite lower overall death 
rates, the study stressed that 
Hispanics may face challenges 
in getting the care needed to 

protect their health. Sociode-
mographic findings include:

• About one in three Hispan-
ics have limited English 
proficiency.

• About one in four His-
panics live below the pov-
erty line, compared with 
whites.

• About one in three has not 
completed high school.

These sociodemographic 
gaps are even wider for for-
eign-born Hispanics, but for-
eign-born Hispanics experience 
better health and fewer health 
risks than U.S.-born Hispanics 
for some key health indicators, 
such as cancer, heart disease, 
obesity, hypertension, and 
smoking, the report said.

The report also found dif-
ferent degrees of health risk 
among Hispanics by country 
of origin:

• Mexicans and Puerto Ri-
cans are about twice as like-
ly to die from diabetes as 
whites. Mexicans also are 
nearly twice as likely to die 
from chronic liver disease 
and cirrhosis as whites.

• Smoking overall among 
Hispanics (14%) is less 
common than among 
whites (24%), but is high 
among Puerto Rican males 
(26%) and Cuban males 
(22%).

• Colorectal cancer screening 
varies for Hispanics aged 50 
to 75 years.

• About 40% of Cubans get 
screened (29% of men and 
49% of women).

• About 58% of Puerto Ricans 
get screened (54% of men 
and 61% of women).

• Hispanics are as likely as 
whites to have high blood 
pressure. But Hispanic 
women with high blood 
pressure are twice as likely 
as Hispanic men to get it 
under control.

“This report reinforces the 
need to sustain strong com-
munity, public health, and 
health care linkages that sup-
port Hispanic health,” says 
CDC Associate Director for 
Minority Health and Health 
Equity, Leandris C. Liburd, 
PhD, MPH, MA.
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Making Rounds

July
7-10
National Association of Hispanic Nurses
40th Annual Conference
Hyatt Regency
Anaheim, California
Info: 501-367-8616
E-mail: info@thehispanicnurses.org 
Website: http://nahnnet.org

21-24
National Association for 
Health Care Recruitment
41st Annual IMAGE Conference
Hyatt Regency New Orleans
New Orleans, Louisiana
Info: 913-895-4627
E-mail: nahcr@goAMP.com 
Website: www.nahcr.com 

22-26
Philippine Nurses 
Association of America
36th Annual National Convention
Hilton Hawaiian Village
Honolulu, Hawaii
E-mail: info@mypnaa.org 
Website: www.mypnaa.org 

29-August 2
National Black Nurses Association
43rd Annual Conference
Atlanta Marriott Marquis
Atlanta, Georgia
Info: 301-589-3200
E-mail: info@nbna.org 
Website: www.nbna.org   

September
16-19
National Neonatal Nurses 
Conference  
15th Annual Conference
Walt Disney World Swan 
and Dolphin Resort
Orlando, Florida
E-mail: conferenceinfo@academyonline.org 
Website: www.academyonline.org

24-26
The American Assembly 
for Men in Nursing 
40th Annual Conference
Hilton Minneapolis
Minneapolis, Minnesota
E-mail: aamn@aamn.org
Website: http://aamn.org/conference.shtml  

30- October 2
National League for Nursing 
2015 Education Summit 
Caesars Palace
Las Vegas, Nevada
E-mail: events@nln.org 
Website: www.nln.org/summit 

October
15-17
American Academy of Nursing
Annual Conference on Transforming 
Health, Driving Policy 
Grand Hyatt Washington
Washington, District Of Columbia
Info:  202-777-1170
E-mail: conference@aannet.org 
Website: www.aannet.org/2015 

28-31
The Transcultural Nursing Society
41st Annual Conference 
Red Lion Hotel/Jantzen Beach
Portland, Oregon
Info: 888-432-5470
E-mail: staff@tcns.org 
Website: www.tcns.org 

28-31
American Psychiatric 
Nurses Association
29th Annual Conference  
Disney’s Coronado Springs Resort
Lake Buena Vista, Florida
Info: 855-863-2762
E-mail: LPlott@apna.org
Website: www.apna.org 

 

November
6-8
International Society of 
Nurses in Genetics
2015 Annual World Congress
Omni William Penn Hotel 
Pittsburgh, Pennsylvania
Info: 412-344-1414
E-mail: isongHQ@msn.com 
Website: www.isong.org 

7-11
Sigma Theta Tau International, 
Honor Society of Nursing
43rd Biennial Convention
Aria Resort and Casino
Las Vegas, Nevada
Info: 888-634-7575
E-mail: events@stti.org 
Website: www.nursingsociety.org 

13-15
Organization for Associate 
Degree Nursing 
2014 Annual Conference
Hyatt Regency Jacksonville Riverfront 
Jacksonville, Florida
Info: 877-966-6236
E-mail: oadn@oadn.org 
Website: www.oadn.org 
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Personal 
Safety 
for 
Nurses

BY TERAH SHELTON HARRIS
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D
ata from the Bureau of 
Labor Statistics (BLS) 
show that the health 
care sector continues to 

be the most dangerous place to 
work in America. According to 
the Occupational Safety and 
Health Administration (OSHA), 
health care workers are con-
fronted with the following job 
hazards: bloodborne patho-
gens and biological hazards; 
potential chemical and drug 
exposures; waste anesthetic gas 
exposures; respiratory hazards; 
ergonomic hazards from lift-
ing and repetitive tasks; laser 
hazards; workplace violence; 
hazards associated with labo-
ratories; and radioactive mate-
rial and X-ray hazards. In 2010, 
there were 653,900 workplace 
injuries and illnesses in the 
health care sector, which is 
more than 152,000 more in-
juries than the manufacturing 

sector, according to a 2013 Pub-
lic Citizen report.

The paradigm for promot-
ing nurse safety is changing, 
but slowly, and has not kept 
up with the technology to pre-
vent injury, says Amber Hogan 
Mitchell, DrPH, MPH, CPH, 

president and executive direc-
tor of the International Safety 
Center. “There have been a lot 
of advances over the last few de-
cades to significantly improve 
nurses’ safety, but more can be 
done to collect and analyze data 
that would help speed adoption 
of innovative technology and 

spur swifter action to revise and 
implement stronger safety-relat-
ed best practices and policies.”

The issue of nurse safety is 
pervasive. Unfortunately, mus-
culoskeletal injuries are com-
mon from lifting patients with-
out enough assistance. Nurses 

lift the equivalent of 1.8 tons 
every eight hours. Unantici-
pated exposures to blood and 
body fluids (BBFs) pose infec-
tion and illness risks to nurses 
on a daily basis. In the process 
of caregiving, patients or fam-
ily members occasionally strike 
out at the nursing staff. Assaults 

from patients and patient visi-
tors are far from being listed as 
isolated incidents. 

“Health care has reached 
a critical tipping point,” says 
Alexandra Robbins, author of 
the New York Times bestsell-
er The Nurses: A Year of Secrets, 
Drama, and Miracles with the 
Heroes of the Hospital. “With 
looming physician shortages 
and an increasing demand for 
services, workplaces will have 
no choice but to make changes 
to accommodate nurses, our 
largest health care provider.”

Clinically Proven 
Textile Technology

About one in two nurses ex-
perience blood exposure, other 
than from a needle stick, on 
their skin or in their eyes, nose, 
or mouth at least once a month, 
according to a 2012 study by 
the International Healthcare 

Workplace safety is a topic of major concern and discussion for workers and 
employers in a variety of occupations and workplace settings. In nursing, patient 
safety is an essential and vital component of quality nursing care. However, the 
recent Ebola outbreak and the growing risks of antibiotic-resistant microorganisms 
have created a heightened awareness around the fact that nursing is still one of the 
most dangerous occupations in the United States. This raises the following question: 
Just how safe are nurses in the work setting? In this 21st century, one may easily 
assume that nurse safety has been addressed. However, the answer is not clear.

“Health care has reached a critical tipping point,” 
says Alexandra Robbins, author of the New York 
Times bestseller The Nurses: A Year of Secrets, 
Drama, and Miracles with the Heroes of the Hospital.
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Worker Safety Center at the 
University of Virginia. In fact, 
nurses experience these expo-
sures most often while pro-
viding direct care, when they 

are least expecting it and not 
wearing protective clothing, 
according to data from the In-
ternational Safety Center’s Ex-
posure Prevention Information 
Network (EPINet).

In order to better protect 
nurses from unexpected ex-
posures to harmful pathogens, 
we need to first address the role 
their daily attire can play in 
protecting them, says Barbara 
DeBaun, RN, MSN, CIC, con-
sulting vice president of clini-
cal affairs at Vestagen Technical 
Textiles, Inc. When exposure is 
unexpected and nurses are not 
donning personal protective 
equipment (PPE), traditional 
scrubs leave nurses vulnerable 
to direct contact with harmful 

contaminants that stay with 
them all shift long.

“Traditional scrubs allow 
micro-organisms, blood, and 
other body fluids to leach 

through the fabric, resulting in 
nurses carrying contaminants 
from patient to patient and 
home to their families,” De-
Baun says. “New ‘active-barrier’ 
textile technologies, made with 
fabric such as Vestex, contain 
fluid-repellent, antimicrobial, 
and breathability properties.”

Debaun explains that this 
innovative fabric technology 
combination is key in help-
ing reduce the acquisition, re-
tention, and transmission of 
harmful pathogens on health 
care worker attire. Working 
together, the fluid-repellent 
barrier causes harmful con-
taminants to bead up and roll 
off the fabric, and the antimi-
crobial agent limits growth of 

bacteria on the fabric. Vestex’s 
active-barrier apparel is cur-
rently the only textile technol-
ogy that has shown clinical 
effectiveness at reducing MRSA 
infections by 99.9%, in com-
parison to traditional attire.

Active-barrier apparel is al-
ready available in scrubs and 
white coats for health care 
workers and health care fa-
cilities to purchase. Hospitals 
such as Baptist Health in Jack-
sonville, Florida, have already 
established a systemwide uni-
form policy that requires staff 
to wear active-barrier protec-
tive uniforms. The organiza-
tion made a commitment in 
2014 to transition more than 
6,000 workers, and all patient 
attire, to Vestex garments to 
enhance their culture of safety.

“As more data shows the risk 
that attire can play in transfer-
ring harmful contaminants, we 
believe that advancements in 
textile technologies will soon 
become the new industry stan-

dard for nurses in all health 
care settings,” DeBaun says.

Better Security
Nursing is the third most 

dangerous profession in the 
country because the vast major-
ity of nurses are attacked by the 
people they are trying to help. 
According to data from the 
BLS, U.S. health care workers 
experience the most nonfatal 
workplace violence compared 
to other professions by a wide 
margin, with attacks on them 
accounting for almost 70% of 
all nonfatal workplace assaults 
and causing days away from 
work. 

In 2014, 68-year-old Charles 
Emmett Logan, a patient at a 
Minnesota hospital, attacked 
a group of nurses with a pipe 

pulled from his hospital bed. 
The incident,  which was 
caught on video, showed Logan 
running through the nurse’s 
station wielding a metal pole, 
hoisting it over his head, and 
hitting nearby nurses who at-
tempted to flee the scene. One 
nurse suffered a collapsed lung, 
another fractured her wrist, and 
others had cuts and bruises. 
Medical staff told police that 
Logan, who died in police cus-
tody, suffered from paranoia.

“Hospitals do not protect 
their nurses, and it’s time they 
do,” says Robbins. “There is so 
much more that can be done, 
both tangible changes and ma-
jor shifts in attitudes.”

Some hospitals believe that 
posting security personnel near 
triage looks negative, so they 
don’t put enough security staff 
at the entry points to the hos-

About one in two nurses experience blood exposure, 
other than from a needle stick, on their skin or in their 
eyes, nose, or mouth at least once a month, accord-
ing to a 2012 study by the International Healthcare 
Worker Safety Center at the University of Virginia.

“Hospitals do not protect their nurses, and it’s time 
they do,” says Robbins.
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pital and near triage. This puts 
the triage staff at risk when 
patients who are high, drunk, 
or psychotic come in the door, 
explains Robbins.

After the episode in Min-
nesota, the hospital initiated 
a training program to teach 
workers how to recognize and 
de-escalate potentially violent 
situations. However, many hos-
pitals lack this basic safety mea-
sure — an oversight that leaves 
caregivers vulnerable.

“Understandably, nurses are 
focused on providing the high-
est quality and safest care to 
their patients, and often at the 
unintended risk of not protect-
ing themselves,” Mitchell says. 
“A shift towards promoting a 
culture of safety that encom-
passes both patient and worker 
safety and security can create 
an overall better, more effec-
tive health care environment.”

To help promote a culture of 
safety, Robbins recommends 
that hospitals take the follow-
ing steps:

• Install metal detectors to 
reduce the chances of pa-
tients or visitors injuring 
nurses and other staff mem-
bers with weapons.

 • Keep a computer database 
that flags patients known to 
be belligerent or aggressive.

 • Install bulletproof glass and 
beef up security.

 • Practice safe staffing and hire 
enough nurses so that the 
nurse–patient ratios are safe.

“The secret to improving 
American health care is to 
hire more nurses and insist 
that workplaces do a better job 
of protecting our frontline re-
sponders,” Robbins adds.

New Policies and Procedures
Exposures to BBFs pose a 

very large safety risk to nurses. 
According to data from EPI-

Net, 47.7% of nurses were ex-
posed to BBFs while on the job 
in 2012. Perhaps even more 
alarming, from 2003 to 2012, 
83.9% had BBFs touch unpro-
tected skin. These rates are high 
because nurses aren’t protect-
ed from unanticipated expo-
sures, and compliance with 
PPE is surprisingly low. There 
is mounting evidence as well 
that nurses’ attire is contami-
nated with pathogens and can 
thus become a vector of trans-
mission to other nurses as well 
as the patients they treat.  

Mitchell believes that hospi-
tals need to have programs in 
place that not only promote 
the use of PPE, but also mea-
sure compliance. This type of 
surveillance can allow the facil-
ity to identify where risks are 
high and compliance is low, 
and target programs in those 
areas, thus reducing exposures 
and reducing risk.

“EPINet is free to use and is 
an example of a surveillance 
system that can help hospitals 
to reduce risks,” Mitchell says. 
“The National Institute for Oc-
cupational Safety and Health 
[NIOSH] is launching a national 
system called the Occupational 
Health Safety Network [OHSN], 
and it is compatible with EPI-
Net. Using systems like these al-
low facilities to compare them-

selves to others like them and 
to constantly improve.”

It is important to remem-
ber that safety is guided by a 
hierarchy of controls, which 
means that it is important first 
to eliminate hazards and risks 
to the lowest possible extent. 
Mitchell says this is done using 
engineering controls such as 
safety-engineered devices that 
eliminate or protect needles 
(e.g., needleless IV systems, 
retracting or shielded needles 
used on syringes, and blunt 
suture needles). For exposures 
to BBFs that splash and splat-
ter, engineering controls might 
include closed systems for suc-
tion canisters or spill-resistant 
specimen containers. It may 

even include the use of new in-
novations in textiles, including 
those that are fluid-repellent 
and antimicrobial so that BBFs 
run right off of them, and fluids 
don’t soak in to the skin.

There will always be more 
that can be done to address 
nursing safety risks, Mitchell 
believes. Organizations like 

OSHA, NIOSH, and the Asso-
ciation of PeriOperative Regis-
tered Nurses, are always open 
to feedback, and it is only in 
providing them with your expe-
riences and opinions that they 
can provide better guidance. 

Mitchell adds that addressing 
nursing safety risks means creat-
ing the safest possible working 
environments and identifying 
and measuring hazards, so that 
programs and interventions can 
be designed to target and pre-
vent them. 

“This involves frontline nurs-
es contributing to the review, 
evaluation, and selection of 
engineering controls, medical 
devices, and even textiles used 
in their hospitals,” Mitchell 

says. “Finally, it means work-
ing together across specialties, 
across units, across facilities, 
and across disciplines to share 
ideas, foster collaboration, and 
learn from each other.” 

Terah Shelton Harris is a freelance 

writer based in Alabama.

“The secret to improving American health care is 
to hire more nurses and insist that workplaces do 
a better job of protecting our frontline responders,” 
Robbins adds.
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Outside a dining room in the Longworth House Office Building on Capitol Hill, I asked 

Congresswoman Karen Bass of California how nursing prepared her for service in 

Congress. Her response was quick: “Good bedside manner.” But she has had only 

three terms to hone those skills to propose, advocate, or deliver legislation that 

impacts the field of her choosing. Not so for Congresswoman Eddie Bernice Johnson 

of Texas. She is an accomplished nurse, administrator, and legislator covering 23 

years in Congress and 60 years as a nurse. I recently visited with them both and 

gained a fresh perspective on their experiences as nurses in Congress, as well as a 

candid reflection on the issues currently afflicting our country.

BY JAMES Z. DANIELS

From the Bedside 
      to the 

Halls of Congress
Our National Nurses
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C
ongresswoman Johnson 
set her mind on becom-
ing a nurse as a teenag-
er, but in 1952 no nurs-

ing program in Texas would 
accept her, so she applied and 
was admitted to St. Mary’s Col-
lege in Notre Dame, Indiana, 
graduating in 1955. She holds 
the BS degree in nursing from 
Texas Christian University, 
and in 1976, she was awarded 
the MPA degree from South-
ern Methodist University. Ten 
years into her nursing career 
at Veterans Affairs (VA), she 
was appointed chief psychiatric 
nurse at the VA Hospital in Dal-
las. In 1977, she was appointed 
regional director of the U.S. 
Department of Health, Educa-
tion, and Welfare.

Before her election to Con-

gress, Johnson served as a 
member of the Texas State 
House of Representatives from 
1972-1977 and a member of 
the Texas State Senate from 
1986-1992. She was elected as a 
Democrat in 1992 to the 103rd 
Congress and is in her 12th 
term representing the 30th 
Congressional District. In De-
cember 2010, she was elected 
as the first African American 
and first female ranking mem-
ber of the House Committee 
on Science, Space, and Tech-
nology, a standing commit-
tee of the U.S. House of Rep-
resentatives. Additionally, she 
was the first African American 
female to serve as chairwoman 
of the Subcommittee on Water 
Resources and Environment 
during the 110th and 111th 

sessions of Congress. Her name 
is attached to several pieces of 
legislation. Her office in the 
Rayburn House Office Build-
ing impresses visitors who can 
clearly see what seniority pro-
vides.
James Daniels: Mrs. Johnson, 
your accomplishments are im-
pressive and even astonishing. 
Your firsts set you apart as a 
genuine trailblazer. You are the 
first woman ever elected to rep-
resent Dallas in the U.S. Con-
gress. You are the very first chief 
psychiatric nurse of Dallas; first 
African American elected to the 
Texas House of Representatives 
from Dallas; first woman in 
Texas history to lead a major 
committee of the Texas House 
of Representatives; first African 
American appointed regional 

director of U.S. Department of 
Health, Education, and Wel-
fare; and the first female African 
American elected from the Dal-
las area as a Texas senator since 
Reconstruction. Your crowning 
accomplishment, however, is 
as the first nurse elected to the 
United States House of Repre-
sentatives.
Congresswoman Johnson: And 
I hope I won’t be the last!
Daniels: You are clearly regarded 
as a pioneer because of all the 
firsts you have accomplished. 
What does this mean to you? 
How do you handle that?
Johnson: I never think about 
it until someone brings it up. 
I don’t see it as extraordinary. 
I see it as opportunities that 
appeared, and I took advan-
tage of them and was fortunate 

The author (left) sharing a copy of Minority Nurse with Congresswoman Eddie Bernice Johnson.
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enough to get elected. It has 
not been easy because I was the 
first. As a matter of fact, it has 
probably been more difficult 
because of that. 
Daniels: What motivated you 
to enter politics coming from a 
stellar career in nursing?
Johnson: When I was first ap-
proached about running for 
office, I thought it was a joke. 
All of the women I spent most 
of my volunteer time work-
ing with were mostly white at 
that time. The judge that gave 
Lyndon Johnson the oath of 
office, Sarah T. Hughes, was the 
one who pushed it, and along 
with others, encouraged me. 
It was the white community 
that persuaded Stanley Marcus 
[Chairman of Neiman Mar-
cus] to give me a job because 
I was working for the govern-
ment at that time. My African 
American community had to 
be brought along because they 
thought what I was doing was 
a man’s job.
Daniels: So, you were a pioneer.
Johnson: I guess so! My cam-
paign was run out of my garage 
and my dining room. Not until 
I went into a run-off against 
my opponent did my African 

American women bring their 
support. After I won, everyone 
became my friend.
Daniels: You could not get into 
any university in Texas to ob-
tain your nursing degree. 
Johnson: There was no nursing 
degree program in Texas [in 
1952] with national recogni-
tion that I could attend. This 
was before the University of 

Texas opened [its doors to black 
students]. It was before Baylor 
or Texas Christian opened, so 
that’s why I went out of state. 
The colleges [in Texas] were not 
integrated at that time.
Daniels: Growing up, did 
your parents influence you to 
achieve? What role did your 
parents play?

Johnson: My parents played a 
very key role, because educa-
tion was number one for them. 
They thought it was very im-
portant. My grandmother was 
a teacher and went to Prairie 
View College. My father fin-
ished high school but did 
not want to go to college. He 
wanted to be a businessman. 
I watched them as examples.

Daniels: You’ve been here since 
1993. What do you isolate as 
high points during your tenure?
Johnson: My high point was 
my first two years. Bill Clinton 
was president and we [Demo-
crats] had a majority, and I had 
a chance to work very closely 
with the president in an en-
vironment where we were in 
the majority and with others 
who thought just the way we 
did. It lasted two years. This is 
my 23rd year and I’ve been in 
the majority six of those years. 
What I’ve learned during that 
time is to keep focused on my 
work and set the goals of what 
I was trying to achieve and just 
keep my attention on that. I 
have been able to get monies 
for research, and monies for 
transportation projects of all 
kinds. I always saw this as an 
opportunity to make things 
better at home. When I look 
back over my achievements, 
it feels pretty good.
Daniels: There are six members 

of the House of Representatives 
who are nurses. Do you ever 
find common ground on any 
legislative issue? 
Johnson: Well, some. Four of 
us are Democrats. Unless I look 
on the roster, it is hard to tell 
who are nurses from the Re-
publican side, primarily be-
cause they are governed from 
the top. Many things that we 
try to do—if they do not get 
permission to do it they will 
disappear on you.  
Daniels: Some of your nursing 
background includes time with 
the VA. What do you think of 
the state of affairs in the VA?
Johnson: Most of my nursing 
career was at the VA. It needs 
great improvement. I didn’t 
blame the secretary [of VA]. It 
is that layer of management 
right under the secretary who 
has gotten their buddies in 
these hospitals, and it is fu-
eled by retaliation if anyone 
complains. Until that is broken 
we will never get to solve the 

It has not been easy because I was the first. As a 
matter of fact, it has probably been more difficult 
because of that. —Congresswoman Johnson 

The author (left) interviewing Congresswoman Karen Bass.
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problems of the VA. People are 
so afraid if they report some-
thing because there is going to 
be retaliation. It’s a very bad 
situation.
Daniels: Do you think the pres-
ident is on top of it?
Johnson: The president is try-
ing. We appropriate enough 
money for every veteran to 
get first-class care. Care is not 
being given to the veterans as 
this point.
Daniels: Do you think Hill-
ary Clinton is going to be the 
Democratic Party’s standard 
bearer?
Johnson: I don’t know, but if 
Hillary runs I will support her 
and will give it all I’ve got to 
see that she becomes presi-
dent. I’ve known Hillary before 
she married Bill Clinton, so I 
know her very well. 
Daniels: What’s the whisper 
regarding who is the likely 
Republican candidate?
Johnson: I have not seen 
too many Republican candi-
dates that I liked—and I never 
thought I’d say this—the one 
that I liked, compared to the 

rest of them, was [George W. 
Bush] I never ever thought I’d 
say this. He was fun to work 
with, easy to talk with, he was 
accessible. He was more acces-
sible than Obama is. Listen, 
when he called me and told 
me he would run for governor 
[of Texas], I said, “You what?”  
I asked him, “What made you 
decide to run for office?” He 
loved to have fun. He loved 
people. He still loves people. 
When he was in office he was 
a people person. I remember I 
called him to tell him I need-
ed his support on the Water 
Resources Development bill I 
sponsored [in 2007]. I told him 
it’s to make sure there is no 
flooding of the Trinity River. I 
said, “Are you going to move 
back to Dallas when you leave 
the White House?” He said, “If 
I can find a house I can afford.” 
I said, “I just need your address 
because I want a trench from 
the Trinity to your front door so 
you’ll be the first to know when 
it floods.” But that’s the kind of 
relationship we had. We have 
the same relationship now.  

About this time in our con-
versation, Johnson’s director of 
communications, Yinka Robin-
son, signaled that Johnson had 
another engagement. I thanked 
her for her time and invited her 
to take some photos with me. As 
she did, she leaned towards me 
and said, “I wish I had time to 
tell you what it was like to be the 
only black student at St. Mary’s. 
Perhaps we could do that at some 
later time.”

Congresswoman Karen Bass 
grew up with three brothers in 
the Venice/Fairfax area of Los 
Angeles and is the only daugh-
ter of DeWitt and Wilhelmina 
Bass. In 1990, she graduated 
from California State Univer-
sity, Dominguez Hills, with a 
BS in health sciences and certi-
fication as a licensed vocational 
nurse. She completed the Uni-
versity of Southern California’s 
Keck School of Medicine Physi-
cian Assistant Program, and for 
nearly a decade, worked as a 
physician assistant (PA). She also 
served as a clinical instructor. 

Prior to serving in Congress, 
Bass made history when the 
California Assembly elected 
her to be its 67th Speaker, the 
first African American woman 
in U.S. history to serve in this 
powerful state legislative role. 
Bass serves on the House Com-
mittee on Foreign Affairs where 
she is the ranking member of 
the Subcommittee on Africa, 
Global Health, Global Human 
Rights, and International Or-
ganizations. As a member of 
the House Judiciary Commit-
tee, she is also working to craft 
sound criminal justice reforms 
as well as protect intellectual 
property right infringements 
that threaten the economic 
health of the 37th Congres-
sional District she represents.

Bass’s office is in the Cannon 
House Office Building, but she 

is on her way to a luncheon 
with the Congressional Black 
Caucus and pauses to chat 
with me.
Daniels: You are the first PA 
ever elected to the Congress, 
and the first African American 
and woman elected as Speaker 
of any legislature in the United 
States. Does that give you a 
sense of pioneering?
Congresswoman Bass: No, it 
gives me a sense of enormous 
responsibility. I am happy to 
step up to that responsibility, 
but it definitely is a big respon-
sibility.
Daniels: You leaped past nurs-
ing to obtain credentials as a 
PA. Why did you do that, and 
what drew you to the role of 
the PA?
Bass: When I was a nurse, the 
pathway to be a nurse practitio-
ner was very, very long. I was a 
licensed vocational nurse. The 
pathway to be a PA was much 
more direct. And in those years 
I had originally started out to 
be a PA. But the PA profession 
was very new, [so] you had to 
be another profession first. 
Daniels: Looking at your nurs-
ing and PA careers, how do they 
inform you to be an effective 
legislator?
Bass: Well, you know bedside 
manner can apply in a lot of 
different places. [Uproarious 
laughter.] And bedside manner 
in the political context is called 
diplomacy. As a PA, I worked 
in the emergency room, and 
when I was a nurse, I worked in 
acute care—both life and death 
areas—and that type of respon-
sibility and pressure make this 
pressure seem a lot easier. It 
gives me a level of calmness in 
the midst of crisis that other 
people might not share.
Daniels: Now there are six nurs-
es in Congress. Do you ever 
collaborate or find common 
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ground with those on the other 
side of the isle?
Bass: Yes, as a matter of fact, 
Diane Black [Tennessee Repub-
lican Representative] and I are 
working on child welfare is-
sues. We are both co-chairs of 
the Child Welfare Caucus. We 
know each other! It might not 
be nursing issues per se that we 

are working on, but it certainly 
is human service issues.
Daniels: I like what you just said 
about equipping you with good 
bedside manner. Does that say 
you use a lot of touchy, feely 
ways to persuade support for 
legislation you are advocating?

Bass: Absolutely.
Daniels: Tell us about your work 
on behalf of the foster care issue 
in the country.
Bass: It’s one of those issues 
that bring Republicans and 
Democrats together. The basic 
premise is that for kids who do 
not have families, who don’t 
have parents, it becomes the 

responsibility of government 
to take care of those kids. And 
we should take care of those 
kids as we would take care of 
our own. Those are the values 
that underlie the work that I do 
on child welfare. 
Daniels: Do you run up against 

Republicans who believe this is 
just another government over-
reach?
Bass: No, no, I don’t at all. Di-
ane Black is a Republican and 
she is the co-chair of the com-
mittee. This is an area where 
members of Congress come 
together because most of the 
members of Congress are par-
ents. When it comes to juve-
nile dependency, kids who are 
without parents, people are a 
lot more open. 
Daniels: About your work on 
behalf of Africa, do you see a 
movement towards democracy 
and the establishment of demo-
cratic institutions?
Bass: Absolutely. The big issue 
in Africa right now from the 
perspective of minority nurses 
is the reason why the Ebola 
crisis happened. The health in-
frastructure in those particular 
countries was so weak that it 

got out of control. In countries 
like Nigeria, where they had 
a few cases, they were able to 
bring it under control. I think 
one of the biggest issues for the 
continent of Africa right now 
is making sure its health infra-
structure is strong enough so 
that when an epidemic happens 
it is not catastrophic.
Daniels: And your hot button 
issue that you are pursuing in 
this Congress?
Bass: My hot button issue re-
garding Africa is trade. There is 
a trade agreement that we need 
to have happen, the African 
Growth and Opportunity Act. 
In terms of health care, it is 
to ensure that our health care 
reforms stay strong. 

James Z. Daniels is a consultant 

and writer who lives in Durham, 

North Carolina, and frequently 

contributes to Minority Nurse.

Well, you know bedside manner can apply in a lot of 
different places. And bedside manner in the political 
context is called diplomacy. —Congresswoman Bass
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“Why Do They  
Make Me Do That?” 

A Look at Rules on Nurses’  
Physical Appearance

BY LEIGH PAGE
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Some rules on physical appearance in hospitals and other institutions can be off-putting to nurses, 
especially students entering the profession. “Why can’t I wear nail polish?” they might ask, or “Why do 
I have to cover up a tiny butterfly tattoo on the back of my neck?” Sometimes, these rules are based on 
concerns about infections, backed by rigorous scientific studies. But in many cases, the rules are based on 
less definable concerns, such as concepts of nursing professionalism or what is thought to bother patients. 

T
he rules vary widely 
by institution, and 
they are evolving as 
social norms change. 

For example, a growing num-
ber of young nurses wear tat-
toos and piercings, pressuring 
hospitals to relax rules. Also, 
the Civil Rights Act of 1964 
protects discrimination against 
racially based hairstyles such as 
afros and dreadlocks. 

The following is an analysis 
of some of the most controver-
sial rules, based on dress codes 
posted on institutions’ websites 
and nurses’ comments on mes-
sage boards. 

Banning Nail Polish and Gel
Some hospitals and nurs-

ing schools ban all form of 
nail polish, which can upset 
some nurses. For example, a 
nurse on the allnurses.com 
discussion forum wrote that 
a ban on all nail polish would 
make her seriously consider 
finding a new job. “I think 
that ‘no nail polish’ is a pretty 
ridiculous requirement,” she 

wrote. “Seeing a cheerful color 
on my nails brings a smile to 
my face.”

Such bans are based on stud-
ies showing that when the 
polish chips, infections can 
lodge inside the crevices. That’s 
enough reason to ban all nail 
polish, according to Beverly 

Malone, PhD, RN, CEO of the 
National League for Nursing. 
“Patient safety should be the 
paramount concern,” she says. 

However, many institutions 
only ban long fingernails and 
artificial nails, which have 
been shown to have higher 
risks of infection than ordi-
nary nail polish. And other 
hospitals, focusing on the 
problem of chipping, simply 
ban chipped nails or require 
new polish on nails every four 

days, to reduce the risks of 
chipping. But this requires 
strict enforcement. 

The problem is that rules 
that are nuanced may be diffi-
cult to carry out, and enforce-
ment relies on frontline man-
agers who may be less than 
enthusiastic about them. “A 

policy that says ‘NO...but!’ 
is no policy at all,” another 
nurse wrote about nail stan-
dards on  allnurses.com. “If 
they make allowances (4 day 
changes, etc.), they might as 
well just shut up about the 
issue and everyone can wear 
what they want.”

The introduction of gel and 
shellac nails over the past few 
years has only complicated 
matters. These polishes last 
longer than traditional prod-

ucts and are touted as chip-
free. Although they are still 
too new to be well-studied for 
infection risks, some hospitals 
have included them in bans 
of artificial nails, and this has 
caused uproar among some 
nurses.

Tess Walters, a manicurist 
in Logansport, Indiana, says 
a ban on gel nails at a nearby 
hospital brought in six nurses 
who needed emergency re-
does. “Hospital policies lump 
gel polish together with artifi-
cial nails,” Walters says, adding 
that “sweeping policies make 
for disgruntled employees.”  

Excluding Unusual Hairstyles
Many hospitals and nurs-

ing schools ban hair in bright, 
unnatural colors, and some 
specifically ban unusual 
styles. “Extreme trends such 
as dreadlocks, Mohawks, and 
long spiked hair is not accept-
able,” according to the Uni-
versity of Utah Health Care’s 
dress code. Other institutions 
are more easy-going: “There 

But in many cases, the rules are based on less de-
finable concerns, such as concepts of nursing pro-
fessionalism or what is thought to bother patients.



20 Minority Nurse | SUMMER 2015

are 3 nurses on my unit that 
have locks and I never heard 
a problem about it,” according 

to a comment on an allnurses.
com forum discussing nurses 
with dreadlocks. “Personally, I 
think if the unit and region is 
culturally diverse then it won’t 
be a problem.”

Hairstyles that can be pulled 
up or tied back don’t appear to 
present problems with infec-
tion control. But, Malone says 
unusual looks may offend some 
patients and staff. When hospi-
tals formulate rules, “patients’ 
views and the professionalism 
of nurses ought to be major 
considerations,” she says. 

However, Malone doesn’t 
think the rules should impinge 

on natural hairstyles, such as 
dreadlocks, worn by African 
Americans who choose not to 

straighten their hair. According 
to the Equal Employment Op-
portunity Commission (EEOC), 
Title VII of the Civil Rights Act 
makes a distinction between 
racially based hairstyles and 
ones that could be worn by 
anyone, such as Mohawks or 
green hair.

The EEOC compliance man-
ual, which carries out Title 
VII, prohibits employers from 
restricting hairstyles that in-
volve “racial differences in hair 
textures.” However, a federal 
judge in Alabama recently de-
nied an EEOC lawsuit against 
an insurance company that 

terminated a dreadlocked em-
ployee, arguing that African 
Americans have a choice to 
wear other hairstyles besides 
dreadlocks. The case, EEOC 
v. Catastrophe Management 
Solutions, is being appealed. 

But even hairstyles not pro-
tected by Title VII are flour-
ishing in some places—per-
haps because employers have 
no interest in being strict, or 
because they prize the nurse’s 
skills and patients don’t seem 
to mind. Another nurse on all-
nurses.com says she has worn 
spiked hair and a rattail in a 
wide variety of health care set-
tings for about 20 years, and 
she now works in a rural Appa-
lachian community. “The little 
old country Baptist preachers’ 
wives often comment on how 

much they like my hairstyle,” 
she asserts.

Curbing Tattoos
Hospital rule-makers have 

had to contend with a surge of 
young employees with tattoos. 
A 2012 Harris survey found 
that 38% of Americans in their 
30s had at least one tattoo. 
Minorities in particular seem 
to have them. A 2006 study 
published in the Journal of the 
American Academy of Derma-
tology found that 38% of His-
panics and 28% of blacks had 
tattoos, compared with 22% 
of whites.

“Tats” were traditionally for 
males, but the Harris survey 
found that as of 2012, more 
women than men wore them. 
However, most female tattoos 

aren’t visible. According to 
a 2010 Pew Research Center 
survey, only 13% of tattooed 
women had art that could be 
seen outside their clothing.

Unlike nail polish, tattoos 
don’t present safety issues like 
harboring germs, but they can 
upset patients and other staff. 
According to a 2012 study 
in The Journal of Nursing Ad-
ministration, patients tend to 
have negative attitudes toward 
health care workers—especial-
ly women—who have tattoos. 
Moreover, certain tattoos, such 
as depictions of demons, may 
strongly offend some patients. 

Hospitals typically prohibit 
visible tattoos but often allow 
employees to cover them up 
under long sleeves, Band-Aids, 

Unlike nail polish, tattoos don’t present safety issues 
like harboring germs, but they can upset patients 
and other staff.

The problem is that rules that are nuanced may 
be difficult to carry out, and enforcement relies on 
frontline managers who may be less than enthusi-
astic about them.
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or larger bandages. “I’m not 
saying get rid of your tattoos,” 
Malone says. “Just cover them 
up when you’re at work. You’re 
in a professional setting.” 

Some hospitals soften the 
rules on covering up. The ra-
diography school at Akron Chil-
dren’s Hospital calls for cover-

ing up “to the extent possible,” 
and Rochester General Hospital 
calls for covering “inappropri-
ate” tattoos.    

A few, though, have stricter 
rules. For instance, the nursing 
school of Missouri Southern 
State University not only bans 
visible tattoos but won’t allow 
students to cover them up, ei-
ther. In 2009, the policy drew 
many protests from applicants, 
according to The Joplin Globe. A 
spokesman for the school told 
the Globe that a bandage put 
over the tattoo “could become 
wet or soiled, and there is the 
potential for cross-contamina-
tion.” The school’s 2014-2015 
student handbook shows the 
tattoo rule is still in place. 

Like employees with green 
hair or a Mohawk, people with 
tattoos basically don’t have any 
Title VII protections either, ac-
cording to Robert G. Brody, an 
employment attorney in West-
port, Connecticut. In a 2010 
analysis, he wrote that the law 
“does not include ‘tattooed’ as 
a protected classification.”   

Rules on Body Piercings 
and Earlobe Gauges 

Body piercings are now com-
mon among younger women 
in particular. According to the 

2010 Pew Research Center sur-
vey, 35% of women and 11% 
of men under age 30 have a 
piercing somewhere other than 
in an earlobe. 

The eyebrows, nose, top 
of the ear, lips, and tongue 
may be pierced. In addition, 
holes in the earlobes can be 

stretched and fitted with 
round ornaments, or “gauges,” 
which are as much as 1½ inch-
es in diameter. Piercings don’t 
seem to present much of an 
infection hazard for patients, 
but items like large nose rings 
could be grabbed by patients, 
and the sight of these adorn-
ments can be off-putting to 
some people. 

Basically, piercings don’t 
have Title VII protections from 
employers’ actions. Hospital 
rules typically state that “vis-
ible” piercings are prohibited, 
but it’s not clear what that 
means exactly. Does it mean 
that piercings will be allowed 
if the jewelry is removed and 
replaced with clear or skin-
color pieces—the equivalent 
of a Band-Aid over a tattoo? 
Or, does it mean that only 
piercings under the clothing 
will be allowed? 

Children’s of Alabama, 
a hospital in Birmingham, 
meant the second interpreta-
tion, according to Deborah 
Wesley, RN, MSN, the hos-
pital’s chief nursing officer 
and coauthor of its rules. But 
some institutions specifically 
allow some camouflaging. “Ear 
gauges must be covered/non-
conspicuous,” according to 

the nursing student guidelines 
at Tarrant County College. Al-
ternatively, Lancaster General 
Health in Pennsylvania allows 
gauges that are solid, don’t ex-
ceed ¼ inch in diameter, and 
don’t have jewelry connectors.

Rulemaking and 
Enforcement 

When making rules on ap-
pearance, hospitals have to 
balance the conflicting de-

mands of patient safety, pa-
tient satisfaction, and employ-
ee satisfaction, says Wesley. To 
make sure employee satisfac-
tion has a role, staff nurses at 
Children’s of Alabama develop 
the first draft of the dress code, 
which is then sent to leader-
ship for approval, she adds.

This process produced a rule 
on tattoos that is unusually 
tolerant. “Tattoos that con-
sist of nudity, profanity, or 

are racial in nature are not 
allowed,” the Children’s of 
Alabama rules state. As a re-
sult, tattoos “have not been 
an issue for us,” Wesley says. 
“We understand that newer 
generations have evolving 
views on this.”

For rules to be respected 
by staff, they have to be en-
forced in an equitable way, 
she argues. Management has 
to understand the rules and 

believe in them. At Children’s, 
“the rules are managed at the 
unit level,” Wesley said. “Our 
frontline leaders know these 
policies and procedures.”

“We have really tried to find 
a balance,” she says. 

Leigh Page is a Chicago-based 

freelance writer specializing in 

health care topics.

When making rules on appearance, hospitals 
have to balance the conflicting demands of pa-
tient safety, patient satisfaction, and employee 
satisfaction, says Wesley.

Hospital rules typically state that “visible” pierc-
ings are prohibited, but it’s not clear what that 
means exactly.
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Injury 
Prevention  
in Indian 
Country

BY PAM CHWEDYK
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W
hen three young 
children from the 
same family were 
killed in a car acci-

dent on the Pine Ridge Indian 
Reservation in South Dakota 
about five years ago, the lead-
ers of the Oglala Sioux Tribe 
realized that they needed to do 
more to reduce the high rates 
of child passenger fatalities in 
their community. 

The tribe’s Department of 
Public Safety applied for a 
Tribal Injury Prevention Co-
operative Agreement Program 
(TIPCAP) grant from the feder-
al Indian Health Service (IHS) 
Injury Prevention Program. As 
a result, Pam Pourier, RN, was 
hired as her tribe’s full-time 
injury prevention coordinator. 
“The important thing about 
using Native nurses in injury 
prevention activities on their 
home reservations is that the 
nurses know, and can identify 
with, the community people,” 
she says.

Since then, Pourier has 
worked tirelessly to promote 
and increase the use of child-
restraint car seats throughout 

the reservation’s nine districts. 
In addition to educating fami-
lies about the importance of 
securing their kids in safety 
seats, she has distributed hun-
dreds of free seats to parents 
who otherwise couldn’t af-
ford them. Her efforts have 

made such an impact in the 
Oglala community that she 
has earned the nickname Su-
per Car Seat Lady.  

A Different Kind of 
Health Disparity

Injury prevention is a criti-
cal concern for the 566 fed-
erally recognized American 
Indian and Alaska Native (AI/
AN) tribes in the United States. 
According to IHS, uninten-
tional injury from prevent-
able accidents—such as motor 

vehicle crashes, drownings, 
poisonings, fires, and falls—
is the third leading cause of 
death in AI/AN communities 
(after cancer and heart dis-
ease). Even more troubling, 
accidental injuries are the 
number one killer of young 

AI/AN people between infancy 
and middle age.

Although American Indians 
and Alaska Natives make up 
only about 2% of the total 
U.S. population (as of the 2010 
Census), their risk of dying 
from unintentional injuries 
is disproportionately high. 
Statistics from IHS, the Cen-
ters for Disease Control and 
Prevention (CDC), and the 
Alaska Native Tribal Health 
Consortium (ANTHC) reveal 
a litany of disparities:

AI/AN people have the high-
est motor vehicle-related mor-
tality rates of any racial or eth-
nic group in the nation.

AI/AN infants younger than 
one year old are eight times 
more likely to die in motor 
vehicle accidents than non-
Hispanic whites.

Death rates from poisoning 
and falls are twice as high for 
AI/AN people than for their 
Caucasian counterparts.

Alaska Native children are 
five times more likely to die of 
an accidental injury than U.S. 
children as a whole.

Overall, Alaska Natives die of 
unintentional injuries twice as 
often as non-Native Alaskans 
and almost three times as often 
as Americans in general.

What accounts for these un-
equal outcomes? The IHS In-
jury Prevention Program cites 
a number of interconnected 
factors, including: the high 
proportion of young adults 
in AI/AN communities; haz-
ards associated with living in 
rural environments; limited 
resources for providing safety 
infrastructure, such as street 

Even though nurses—and especially culturally and 
linguistically competent American Indian and Alaska 
Native nurses—are ideally suited to be injury pre-
vention specialists in AI/AN communities, there are 
surprisingly few of them working in this field.

Disproportionately high rates of unintentional injuries are a leading cause of 
death for American Indians and Alaska Natives. From their unique vantage point 
on the front lines of community health, nurses can make a life-saving difference 

in helping tribes reduce and prevent these deadly disparities.
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lighting, on reservations; 
low seatbelt and car seat use 
among AI/AN people; the need 

for stronger enforcement of 
state and tribal traffic safety 
laws; and higher-than-average 
numbers of alcohol-related 
accidents.

Injury Prevention 
Nurses Needed

Whether they work at the 
federal level (e.g., for IHS clin-

ics or the U.S. Public Health 
Service Commissioned Corps), 
for state public health depart-

ments, or for tribally operated 
health care systems, nurses 
can play an exceptional lead-
ership role in planning and 
implementing community-
based education and interven-
tions to reduce and prevent 
injury disparities in Indian 
Country.

“Nurses are the first line of 

community outreach,” says 
Sharon Ponkilla, LPN, a con-
tract health and public health 
nurse for the Absentee Shaw-
nee Tribal Health System’s In-
jury Prevention Program in 
Norman, Oklahoma. “They 
go into the homes and they 
see firsthand how our tribal 
members are living.”

Even though nurses—and 
especially culturally and lin-
guistically competent Ameri-
can Indian and Alaska Native 
nurses—are ideally suited to 
be injury prevention special-
ists in AI/AN communities, 
there are surprisingly few of 
them working in this field. 
“There aren’t that many Na-
tive injury prevention nurses 
in these programs, especially 
at the tribal level,” Pourier 
says. “I think there needs to 
be more.”

So does CAPT Nancy Bill, 
MPH, CHES, manager of the 
IHS Injury Prevention Pro-
gram. “There’s certainly a need 
for more nurses to become 
involved in injury prevention 
efforts,” she agrees. “Nurses 
are so important in this initia-
tive, because they bring in that 
clinical side that [injury pre-
vention specialists from other 
disciplines] are not trained in. 
They see things that we don’t, 
because we don’t have that 
background.”

One of the best ways nurs-
es can build a foundation for 
getting started in this much-
needed work is through spe-
cialized training, recommends 
Jaylene Wheeler, coordinator 
of the ANTHC Injury Preven-
tion Program. For example, 
IHS and ANTHC offer com-
prehensive injury prevention 
courses designed specifically 
for health professionals who 
work in AI/AN communities 
(see sidebar). 

Nurse-Led Success Stories
When Pourier came on 

board as the Oglala Sioux in-
jury prevention coordinator 
in December 2010, her first 
step was to use her nursing 
assessment skills to evaluate 
the extent of the problem. 
“After reviewing all the data 
that was available, I saw that 
we had a loss of children [in 
motor vehicle accidents] that 
was just totally unacceptable,” 
she says. “Our child safety seat 
usage rate was 2%—probably 
because of the cost. Car seats 
are expensive.”

She also identified an ur-
gent need to increase her tribal 
members’ awareness of how 
to actually use the safety seats 
her program would be giving 
them. “When we lost the three 
little ones in that one acci-
dent, those children had car 
seats but they weren’t buckled 
into them,” Pourier explains. 
“A car seat is not going to do 
your child any good if you’re 
not buckling them in or if the 
seat is not installed correctly.”

To bring her message that 
child restraints save young 
lives to as many community 
members as possible, Pourier 
has crisscrossed the approxi-
mately 3.1-million-acre reser-
vation, giving presentations 
and handing out car seats at 
tribal Head Start programs and 
Family and Child Education 
programs. She also meets with 
groups of parents, grandpar-
ents, and other child caregiv-
ers, and she follows up regular-
ly with what she calls “checkup 
events” to ensure that the car 
seats are being used.

Today, Super Car Seat Lady 
is a ubiquitous presence in 
the Pine Ridge area. To pro-
vide constant public service 
reminders about the difference 
child safety seats can make, 

“Understanding the culture of individual AI/AN com-
munities is vital to planning and implementing injury 
prevention programs,” Bill emphasizes.

Alaska Native children wearing bicycle helmets to help prevent traumatic 

brain injuries.

Photo credit: Jaylene Wheeler
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she can be found everywhere 
from the Oglala Nation Pow-
wow to her own weekly one-
hour radio show. As her five-
year grant period comes to a 
close, Pourier’s efforts have 
achieved remarkable results: 
The tribe’s car seat usage rates 
have soared to 71%. 

At the Absentee Shawnee 
Tribal Health System, which 
serves Native people living in 
five Central Oklahoma coun-
ties, injury prevention servic-
es are provided by the Public 
Health Nursing Department 

at the Little Axe Health Cen-
ter in Norman. The TIPCAP-
funded program is led by a 
team consisting of Ponkilla 
(who is Absentee Shawnee); 
Injury Prevention Coordina-
tor Rosie Tallbear (a member 
of the Cheyenne and Arapaho 
Tribes and the Crow Nation); 
and public health nurse Gloria 
Seeley, BSN, RN (a member of 
the Choctaw Nation). They 
focus primarily on three ar-
eas: adult motor vehicle safety, 
child passenger safety, and el-
der fall prevention.

The fall prevention initiative 
is based on a multifaceted pub-
lic health nursing approach, 
Ponkilla says. “We do physi-
cal assessments, and we use the 
resources within our clinic to 

refer elders to the services they 
need,” she explains. “We do bal-
ance assessments and refer pa-
tients to physical therapists for 
strengthening. We send them to 
optometrists for vision exams.”

In addition, being thoroughly knowledgeable about 
a particular tribe’s traditional beliefs and attitudes 
can help nurses develop customized safety edu-
cation messages that are more likely to resonate 
with people in that community, says Bill, who is a 
member of the Navajo Nation.

Alaska Native children wearing life jackets to help prevent drowning. Photo credit: Jaylene Wheeler
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Tallbear and Ponkilla teach 
tai chi and exercise classes to 
help community elders im-
prove their health and lower 

their likelihood of falling. 
Adds Ponkilla, “Our program 
partners with a [Department 
of Health and Human Services, 
Administration for Commu-
nity Living] Native American 
Caregiver Support Program, 
Title VI, Part C grant that is-
sues durable medical equip-
ment, such as canes, walkers, 
and rollators, to elders ages 
55 and older who need assis-
tive devices to help them stay 
independent in their homes. 
We wish to keep our elders 
independent and living within 
their communities for as long 
as safely possible.”

The team also visits elders 
on the reservation to conduct 
home safety risk assessments. 
For instance, Seeley says, “We 
look for [potential risks] such 
as throw rugs. People can get 
their feet caught up in those, 
and there they are with a fall 
and possibly a broken hip.” As 
a result of the injury preven-
tion program’s recommenda-
tions, the tribal government 
has helped elders fall-proof 
their homes by installing safe-
ty features such as bathroom 
grab bars, wheelchair-accessi-
ble showers, and additional 
lighting.

Culturally Competent 
Safety Messages

“Understanding the culture 
of individual AI/AN communi-
ties is vital to planning and im-
plementing injury prevention 

programs,” Bill emphasizes. 
“Injury prevention practitio-
ners should be aware of their 
community’s tribal history, tra-

ditional health and wellness 
practices, political structure, 
community infrastructure, 
demographics, and lifestyle.”

Native nurses who have first-
hand familiarity with both the 
culture and the community are 
in a perfect position to engage 
tribal members in injury reduc-
tion interventions. “Rosie and 
I have worked among our tribe 
for years, and so our people 
trust us,” says Ponkilla. “That’s 
really key. You’ve got to have 
your nurses build a rapport 
with the community and es-
tablish that trust relationship.”

In addition, being thor-
oughly knowledgeable about 
a particular tribe’s tradition-
al beliefs and attitudes can 
help nurses develop custom-
ized safety education mes-
sages that are more likely to 
resonate with people in that 
community, says Bill, who is a 
member of the Navajo Nation.

“For example, speaking 
about death is a taboo in Na-
vajo culture,” Bill notes. “So 
when we educate that commu-
nity about preventing motor 
vehicle fatalities by using oc-
cupant restraints, we focus on 
a positive message—the lives 
that could be saved, rather 
than the deaths. That approach 
has made a big difference in 
getting Navajo people’s atten-
tion, because it respects the 
culture.”

During the 16 years Bill 
worked in the field as the IHS 

How to Get Involved  
in Injury Prevention: 
Resources for Nurses  
and Tribes

The Indian Health Service Injury Prevention Program 
(www.ihs.gov/InjuryPrevention) has many 
resources for IHS and tribal personnel, including 
courses, fellowships, and community-based safety 
training programs. The Tribal Injury Prevention 
Cooperative Agreement Program (TIPCAP) provides 
multiyear funding and guidance to help AI/AN tribes 
develop solutions for reducing injury disparities in 
their communities.

The Alaska Native Tribal Health Consortium Injury 
Prevention Program (www.anthc.org/chs/wp/
injprev/index.cfm) provides a full range of 
services for tribal partners and the public, such as 
education, publications, data collection/analysis, 
digital storytelling workshops, and assistance in 
identifying safety resources.

The CDC’s National Center for Injury Prevention and 
Control (www.cdc.gov/injury) and the Bureau of 
Indian Affairs’ Division of Transportation (www.bia.
gov/WhoWeAre/BIA/OIS/Transportation) offer 
funding and technical assistance for tribal motor 
vehicle safety programs.

The National Child Passenger Safety Board (http://
cpsboard.org) and Safe Kids Worldwide (http://
cert.safekids.org) provide Child Passenger Safety 
Technician (CPST) training and certification.

Cultural considerations also come into play when 
injury prevention nurses do elder home assessments.
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Navajo Area injury prevention 
specialist, one of her biggest 
accomplishments was playing 
a leading role in an initiative 
that was highly successful in 
increasing seatbelt use in the 
Navajo Nation.

“Another Navajo belief is 
that if you talk about a prob-
lem, you bring it upon your-
self,” Bill says. “So we imple-
mented a program called Saved 
by the Belt. It gave recognition 
to people from the community 
who had been in horrible car 
crashes but were able to walk 
away safely because they were 
seatbelted. That really changed 
people’s attitudes about wear-
ing seatbelts. If someone who 
didn’t understand the culture 
had come in and used tactics 
like showing pictures of people 
who were killed or injured in 
car accidents, it wouldn’t have 
worked at all.”  

Cultural considerations also 
come into play when injury 
prevention nurses do elder 
home assessments. “Many of 
our elders use wood stoves,” 
says Ponkilla. “So we need to 
make sure they have smoke de-
tectors and carbon monoxide 

detectors installed.”
Being culturally sensitive 

when interacting with AI/AN 
elders is an absolute must, 
Bill adds. “You can’t just go 
up to somebody’s home and 
go into the house. You have 
to be invited. And you need 
to know how to speak to an 
elder. The elders are very re-
spected, and so you don’t talk 
down to them, for example. 
Knowing those cultural cues 
is important.”

The Alaska Native 
Perspective

Alaska Native communi-
ties have their own unique 
injury prevention issues, in-
cluding high rates of injuries 
and deaths from snowmobile 
accidents, all-terrain vehicle 
crashes, hypothermia, boating 
accidents, ice-related falls, and 
hunting accidents.

“It’s a whole different cul-
ture up here,” says ANTHC’s 
Wheeler, who is a member of 
the Inupiaq and St. Lawrence 
Island Yupik People. “For many 
Alaska Natives who live in rural 
areas, it’s still very much a sub-
sistence lifestyle—hunting and 

fishing. People are out at differ-
ent times of the year gathering 
their food, and for the most 
part they’re doing that by tak-
ing a boat to go to their camp 
or to go up the river.”

Injury prevention nurses 
face special challenges in try-
ing to provide Alaska Natives 
with the same kind of com-
munity-centered outreach that 
works so well with tribes in 
the “lower 48.” That’s because 
most of Alaska’s 229 tribes live 
in remote, geographically iso-
lated rural villages, rather than 
on large, centralized reserva-
tions.

“Some of our tribal commu-
nities are accessible by road. 
But most are not; you can 
only get to them by plane,” 

Wheeler explains. “When we 
think about how to involve 
nurses in injury prevention 
work, we also have to think 
about what type of support 
is needed to help them reach 
Alaska Native people where 
they live.”

Wheeler, whose Anchor-
age-based program provides 
training and capacity-building 
services to tribal injury pre-
vention staff in six Alaskan 
regions, offers this advice for 
how nurses can create targeted 
safety awareness campaigns 
that will connect with Alaska 
Native populations in a mean-
ingful, empowering way:

“It’s not necessarily about 
developing new interventions. 
Often, it’s about taking evi-
dence-based strategies or best 

practices that are already avail-
able and figuring out how to 
adapt them to make them cul-
turally appropriate,” she says. 
“For example, in the Alaska 
Native community, we’re 
very much an oral culture. 
So telling stories is one way 
to reach [our] people that’s 
been around for generations.” 

To bring that oral tradition 
into the social media age, 
ANTHC produced a series of 
digital storytelling videos and 
public service announcements 
featuring Alaska Natives talk-
ing about their personal ex-
periences of why injury pre-
vention is important to them. 
In one video, for instance, a 
woman shares her memories 
of friends and relatives who 

drowned in boating accidents. 
Then she explains how such 
tragedies can be prevented by 
wearing life jackets, learning 
to swim, and not overload-
ing boats.

In other words, says Wheel-
er, “We didn’t change the [ex-
isting] safety tips. What we did 
was create an audiovisual tool 
for drawing Alaska Native peo-
ple into the work that we’re 
doing, getting them excited 
about becoming advocates for 
injury prevention, and making 
them feel proud of the com-
munity and culture that we 
come from.” 

Pam Chwedyk is a freelance 

health care writer based in Chi-

cago. She is a former editor of 

Minority Nurse.
Pourier (right) promoting child passenger safety on a parade float.

Injury prevention nurses face special challenges in 
trying to provide Alaska Natives with the same kind 
of community-centered outreach that works so well 
with tribes in the “lower 48.”
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“A
t the beginning 
of this semester, 
a faculty mem-
ber said, ‘I just 

did an assessment of our new 
cohort and 15% of the incom-
ing class are men, and it’s the 
most we’ve had in a cohort,’” 
says Sheldon D. Fields, PhD, 
RN, FNP-BC, AACRN, FNAP, 
FAANP, dean of the Mervyn 
M. Dymally School of Nursing.

But gender diversity is just 
part of the story at the histori-
cally black and Hispanic gradu-
ate institution based in South 

Central Los Angeles. “Not only 
is our male student population 
up, I also only have minority 
male students in my program,” 
says Fields, who previously 
served as an assistant dean 
and codirector of the Doctor 
of Nursing Practice Program in 

the Nicole Wertheim College 
of Nursing and Health Sciences 
at Florida International Univer-
sity. At that Miami school—a 
historically Hispanic institu-
tion—the male nursing enroll-
ment is much higher at 30%.  

Such historically diverse 
schools of nursing are key to 
getting more men of color 
into the nursing pipeline, says 
Fields. “Minority-serving insti-
tutions, I think, stand a better 
chance of attracting men be-
cause we are more flexible and 
we don’t have those historical-

ly traditional ways of looking 
at who should and who could 
be a nurse.”

Increasing Gender Diversity 
Today, one out of 10 nurses 

is a male. And while more men 
are resisting stereotypes and 

increasingly pursuing a career 
in the most trusted health pro-
fession, many more are needed 
not only to achieve gender par-
ity, but also to reflect the na-
tion’s demographics, says Wil-
liam T. Lecher, RN, DNP, MBA, 
NE-BC, immediate past presi-
dent of the American Assembly 
for Men in Nursing (AAMN).

AAMN has aligned its goals 
to improve gender diversity 
with the recommendations of 
the Institute of Medicine nurs-
ing report, which stated that to 
improve the quality of patient 

care, more efforts are needed 
to increase the diversity of the 
nursing workforce, especially 
in the areas of gender, race, 
and ethnicity. 

“Our patients and families 
know the important role men 
in nursing play in meeting 

Why Gender Diversity in the Workforce Matters

At Charles R. Drew University of Medicine and 
Science, the number of male nursing students 
seeking a master’s degree is reason to celebrate.
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Why Gender Diversity in the Workforce Matters
BY ROBIN FARMER
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their nursing and health care 
needs. For example, The DAISY 
Award is provided by almost 

2,000 health care facilities and 
celebrates and honors the ex-
traordinary compassion and 
direct care nurses provide to pa-
tients and families every day,” 
says Lecher, senior clinical di-
rector at Cincinnati Children’s 
Hospital Medical Center.  

“The DAISY Foundation 
has found that men are rec-
ognized by patients, families, 
and health team members two 
to three times the rate they are 
employed. Or, in other words, 
the patient and family experi-
ence benefits by having men 
in the nursing workforce. As 
such, our patients, families, 
and health care administrators 
should demand our nursing 
schools do a better job recruit-

ing and retaining more men 
in nursing school. It is hard 
to believe that, in this day and 

age, men in nursing school 
only account for 12% of stu-
dents [as of 2012] and their 
attrition continues about twice 
the rate of women in nursing 
programs,” says Lecher.

According to a report by the 
American Association of Col-
leges of Nursing, 2014-2015 
Enrollment and Graduations 
in Baccalaureate and Graduate 
Programs in Nursing, men com-
prised 11.7% of students in 
baccalaureate programs, 10.8% 
of master’s students, 9.6% of 
research-focused doctoral stu-
dents, and 11.7% of practice-
focused doctoral students. One 
of AAMN’s goals is to have men 
make up 20% of nursing stu-
dent enrollment by 2020.

To encourage schools of 
nursing to support its male 
students, AAMN has created 
the Excellence in Nursing Edu-
cation Environments Support-
ive of Men program, a rec-
ognition designed to provide 
evidence to stakeholders that 
a specific program is gender-
inclusive. Recognition symbol-
izes excellence in providing 
male students a positive and 
equitable educational environ-
ment as determined by AAMN. 

The program’s goals include 
increasing awareness of issues 
that may challenge the suc-
cess of male student nurses, 
fostering the recruitment and 
retention of men as nursing 
students, and recognizing 
nursing education programs 
that have achieved excellence 
in supporting male students. 
Recognition is valid for eight 
years. Schools interested in ap-
plying can do so at AAMN.org.

Increasing the gender di-

versity of students to create 
a workforce prepared to meet 
the demands of diverse pop-
ulations requires schools of 
nursing to do a better job of 
recruiting and retaining male 
students, says Marianne Baern-
holdt, PhD, MPH, RN, FAAN, 
professor and director of the 
Langston Center for Quality, 
Safety, and Innovation at Vir-
ginia Commonwealth Univer-
sity  (VCU). 

“You won’t find a school of 
nursing today... that wouldn’t 
say we do everything we can 
to increase minorities in nurs-
ing and that includes men. 
If you are not going to put 
money or specific actions be-
hind [these goals] well, you 
will just keep doing what you 
are doing,” Baernholdt says. 
At VCU, men are 12.5% of the 
undergraduate nursing school 
enrollment, she adds.

VCU offers several entry-
ways into nursing, including 

William T. Lecher, RN, DNP, MBA, 

NE-BC

Marianne Baernholdt, PhD, MPH, 

RN, FAAN
Peter McMenamin, PhD Elliot Brooks

The profession’s low unemployment, a desire to 
make a difference, and a shift in how male nurses 
are viewed are among the reasons men are entering 
nursing, experts say.

And while more men are resisting stereotypes and 
increasingly pursuing a career in the most trusted 
health profession, many more are needed not only 
to achieve gender parity, but also to reflect the na-
tion’s demographics, says William T. Lecher, RN, 
DNP, MBA, NE-BC, immediate past president of the 
American Assembly for Men in Nursing.
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the RN-to-BSN program, and 
an accelerated bachelor’s de-
gree program. “Because we 
have that mix, I think we have 
a higher proportion of male 

students. But VCU is known 
for its diversity, so that’s an-
other reason we also have as 
many African Americans as we 
have males. Does that mean 
we could do better?  Of course, 
we need to do even better,” 
says Baernholdt.

Growing Numbers 
From 2010 to 2013, the 

number of male RNs increased 
from 8% to 10.7%. During 
that three-year period, an ad-
ditional 70,000 male nurses 
entered the workforce, in-
creasing their number to over 
300,000. Since the 1970s, the 
percentage of male nurses has 
more than tripled.

The profession’s low unem-
ployment, a desire to make a 
difference, and a shift in how 
male nurses are viewed are 
among the reasons men are 

entering nursing, experts say.
“The increased visibility of 

AAMN and men in other nurs-
ing organizations make it easier 
for men to see themselves as 

nurses,” says Lecher. “Further-
more, the recent recession has 
helped men choose nursing 
as a way to help others, have 
purpose and meaning in their 
work, and earn good income 
for their families.” 

Alexandra Robbins, author 
of The Nurses: A Year of Secrets, 
Drama, and Miracles with the 
Heroes of the Hospital, agrees. 
“I think they are increasingly 
drawn to the profession as the 
stigma and stereotypes wane 
and as more men realize just 
how hands-on a nursing career 
can be,” she says.

Fueling the growth of male 
nurses are innovative initia-
tives, including programs that 
train foreign-educated physi-
cians—who cannot practice 
in this country—to become 
nurses, says Fields. The number 
of returning military veterans 

is another factor. “There are 
several medic-to-RN programs 
around the country, and the VA 
has put money into continuing 
education for vets, and a large 
number of them are coming 
into nursing,” says Fields, not-
ing that the military is dispro-
portionately higher in men.

Pay Disparity
While male nurses are the 

minority, they still earn more 
money than women in the 
same role.

A report published earlier 
this year in JAMA: The Journal 
of the American Medical Associa-
tion, found that the average fe-
male nurse earns about $5,100 
less than her male counter-

part—even when researchers 
controlled for factors such as 
race, age, marital status, and 
specialty. The uneven wages 
also varied significantly by spe-
cialty. The highest salary gap 
was for nurse anesthetists, a 
role held by many men. 

“I don’t think what we’re 
seeing should surprise anybody 

because we live in a country 
that has a pay disparity be-
tween men and women, with 
men making more money,” 
says Fields. “In nursing, there is 
a slightly larger number of men 
who pursue an administrative 
role, and they tend to work in 
critical care roles, which re-
quires more credentials and 
pay more money,” he adds. 
Men seemed to be promoted 
quicker, too. 

The bottom line? “In Amer-
ica, we have a patriarchal so-
ciety that says men are worth 
more,’’ says Fields.

The salary gaps are dismay-
ing but may not be as wide-
spread as the study suggests, 
says Peter McMenamin, PhD, 
senior policy fellow and health 
economist at the American 
Nurses Association.

The challenge is in the data, 
which included information 
that stretched back more than 
10 years, when there were few-
er male nurses. Also, the wage 
differences are not explained 
but may include women who 
took time off to have children 
and, so, lost their place in the 
labor force and never caught 
up. Or, the data could include 
male nurses who worked two 
or more jobs, which meant 

their total compensation in-
creased, explains McMenamin. 

“So there are all these little 
things that suggest it’s not as 
simple as taking the average 
wage for men and women in 
the same category” because of 
other issues, including training 
and experience, says McMe-
namin. Still, he is dismayed 

Gender diversity may help to resolve the uneven 
wages, says Lecher.

While male nurses are the minority, they still earn 
more money than women in the same role.
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that the differentials exist. 
“We’d like to live in a world 
where experience and educa-
tion were the primary deter-
minant of compensation...but 
gender alone should not.”

Gender diversity may help to 
resolve the uneven wages, says 
Lecher. “Gender occupational 
segregation does not promote 

wage advancement in nurs-
ing or any other occupation. A 
more gender-diverse workforce 
will benefit the wage potential 
for all nurses.”

While that remains to be 
seen, gender diversity improves 
culture competence and out-
come for patients, says Elliot 
Brooks, senior vice president of 
human resources at MJHS, one 
of the largest health systems 
in the greater New York area.

“New York is one of the most 
diverse cities in the world. At 
MJHS, we believe that our em-
ployee population should re-
flect, understand, and respect 
the diversity of this great city. 
That doesn’t just extend to 
gender; it also means culture, 
faith, tradition, ethnicity, sex-
ual orientation, et cetera. Our 

anecdotal qualitative research 
shows that our patients, of any 
background, appreciate receiv-
ing care from nurses who are 
culturally sensitive. This en-
hances care management, goal 
setting, and having difficult 
conversations. But, the benefits 
go beyond those important 
things,” Brooks says.

 Amplifying Voices
Patients are more likely to 

open up “about their personal 
lives, dreams, hopes, and chal-
lenges,” Brooks continues. “By 
extending compassion, digni-
ty, and respect to our patients, 
we are able to help provide 
care to the whole person—
physically, socially, emotion-
ally, psychologically, and, of 
course, culturally.”

The nursing community, 
health care stakeholders, and 
the public must work together 
to improve gender opportuni-
ty in nursing. “There’s been a 
huge cultural expectation and 
assumption shift in the past 40 
to 50 years,” says Brooks. “It 
used to be that most people 
assumed all nurses were wom-
en. Today, fewer people make 
that assumption. I think the 
Millennials and future gen-
erations will help continue to 
push for greater gender oppor-
tunity in all professions, not 
just nursing.”

Lecher agrees that more 
vocal support is needed, par-
ticularly from fellow nurses. 

More men and women nurses 
need to demand that the pro-
fession become more gender 
diverse and inclusive, he says. 
“It would be a mistake to think 
that men can solve gender re-
cruitment and retention by 
themselves when women dom-
inate the profession,” he adds. 

“We have many women in 
nursing advocates for gender 
diversity. There are presently 
five women serving in the role 
of AAMN chapter presidents. A 
lot of nurses believe our mem-
bership is limited to men, but 
that is not the case,” says Lech-
er. “The truth is our women 
in nursing colleagues need to 
take a leadership role for such 
change, or our progress will 
continue to be glacial.” 

Robin Farmer covers health, 

business, and education as a 

freelance journalist. Based in Vir-

ginia, she contributes frequently 

to Minority Nurse magazine and 

website. Visit her at www.Robin-

FarmerWrites.com. 

“There’s been a huge cultural expectation and 
assumption shift in the past 40 to 50 years,” says 
Brooks.
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Real Talk about Breast Cancer
BY PHYLLIS MORGAN, PhD, FNP-BC, CNE, FAANP

Breast cancer is one of the most diagnosed cancers among African American women, 
yet research into their experiences with treatment lags behind. In particular, few 
studies have examined how African American women cope with fatigue, the most 
common side effect of treatment. To help fill the gaps, my research colleagues and 
I explored how fatigue affects African American women undergoing breast cancer 
treatment.

W
hen it comes to 
breast cancer and 
African American 
women, fatigue 

coupled with fear are a sig-
nificant part of the experience, 
with many African American 
women viewing breast can-
cer as an automatic death sen-

tence. When we examine the 
mortality rate of breast can-
cer among African American 
women compared with women 
from other ethnic and racial 
groups, this perception is un-
derstandable. The American 
Cancer Society’s Breast Cancer 
Facts and Figures 2013–2014 

report indicates that Afri-
can American women had a 
lower breast cancer incidence 
rate than non-Hispanic white 
women; however, that same re-
port states that African Ameri-
can women with breast cancer 
have a higher mortality rate. 
Many factors contribute to this 

racial disparity, including in-
adequate or lack of health in-
surance, screening behaviors, 
obesity, and a genetic com-
ponent that results in more 
aggressive tumors. 

A fatalistic view of breast 
cancer leads some African 
American women to delay 
follow-up visits or even avoid 
obtaining mammograms, 
which can lead to them be-
ing diagnosed at a later stage 
and having a worse prognosis. 
Then fear can turn into real-
ity. Of all types of cancer di-
agnosed in African American 
women, breast cancer is the 
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second leading cause of death. 
The five-year breast cancer sur-
vival rate for African American 
women was 79% compared 
with 92% for their white coun-
terparts.

As health care practitioners, 
we can help improve these 
outcomes. We play a major 
role in educating African 
American women about the 
importance of early screening, 
dispelling myths associated 
with breast cancer, and reduc-
ing fatalism. To do this effec-
tively, we need to understand 
how breast cancer affects the 
lives of African American 
women and the ways they 
cope with a breast cancer di-
agnosis, which begins at diag-
nosis and continues through 
treatment and beyond. 

Recognize the Impact 
of Fatigue

Research suggests that Af-
rican American women may 
experience more fatigue than 
others with breast cancer, a 
condition that I’ve also ob-
served in my own research. 
Rather than ordinary fatigue, 
they feel cancer-related fa-
tigue—a form more distress-
ing and severe and less likely 
to be relieved by rest. 

For the women in our study, 
cancer-related fatigue began 
soon after their second che-
motherapy treatment or mid-
way through radiation. Symp-
toms worsened as treatment 
progressed, affecting their 
daily function. Their fatigue 
made it difficult to engage in 
the mental processes need-
ed to complete simple tasks, 
make routine personal deci-
sions, and balance work and 
health responsibilities. 

Though our research in-
volved a limited number of 
participants, our findings offer 

insights that can help health 
care practitioners become bet-
ter prepared to treat African 
American women with breast 
cancer and address their can-
cer-related fatigue symptoms. 

Encourage Open 
Communication

Interactions with health 
care practitioners are crucial to 
alleviating the fatigue African 
American women experience 
during breast cancer treat-
ment. We can ask the women 

to rate their level of fatigue on 
a scale to gauge its severity, 
but the best approach is to 
ask them to describe it, and 
explore the fatigue experience 
from a qualitative perspective. 

For example, how does the 
fatigue make them feel, and 
what are they doing about it?

In our study, the response 
was “real talk,” a common 
term in the African Ameri-

A fatalistic view of breast cancer leads some African 
American women to delay follow-up visits or even 
avoid obtaining mammograms, which can lead to 
them being diagnosed at a later stage and having 
a worse prognosis.
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can community to describe 
how people speak candidly 
and without reservation about 
their feelings. The women 
used words like these to de-
scribe how cancer-related 
fatigue made them feel: dis-
connected, depressed, tired, 
burned out, weak, broken 
down, and washed out. 

Recognizing the terminol-
ogy African American women 
use allows health care practi-
tioners to determine the medi-
cal implications of the words 
and helps build understanding 
and trust between patients and 
their nurses and doctors. It is 
equally important that health 
care practitioners convey em-
pathy and validate what they 
hear, including what African 
American women are convey-
ing about their fatigue symp-
toms. We need to acknowledge 
the fatigue African American 
women experience and have 
open communication with 
them so their symptoms can 
be made more tolerable and 
manageable. 

Consider Alternative 
Treatments  

Many of the African Amer-
ican women in our study 
shared with us that the med-

ications they were prescribed 
to combat fatigue were of lim-
ited benefit or made them feel 
worse. In contrast, choosing 
to exercise (such as walking) 
helped relieve their symptoms. 
Despite feeling too weak and 
tired to exercise, the women 

discussed how they pushed 
through the fatigue because 
they knew exercise would be 
beneficial to their health. This 
is consistent with past research 
indicating that walking has a 
positive effect on fatigue re-
lated to breast cancer. With 
permission from their physi-
cians, the women also turned 
to alternative treatments, such 
as vitamins and supplements, 
herbal remedies, natural teas, 
and acupuncture. 

Their experiences tell us 
that medication is only one 
option available to relieve fa-
tigue. As health care practi-
tioners, we should consider 
incorporating complemen-
tary therapies that may offer 
benefits to African American 
women undergoing breast 
cancer treatment.

Understanding the Power 
of Prayer and Community

More than anything else, 
faith and prayer helped the 
women in our study cope with 
breast cancer’s overwhelming 
effect on their lives. Their spiri-
tual identity made both their 
diagnosis and cancer-related 
fatigue seem more manageable. 

No woman should go 
through breast cancer alone, 

and studies show that African 
American women rely on a 
wide social network that in-
cludes their church, family, 
friends, and faith-based, Afro-
centric support groups. Join-
ing a group of women who 
have similar backgrounds and 

experiences can help spiritu-
ally, psychologically, and emo-
tionally. Afrocentric support 
groups also offer a venue where 
nurses and oncologists can 
educate women about breast 

cancer and fatigue related to 
treatment. Other health care 
practitioners, such as physical 
therapists and nutritionists, 
should be invited to the sup-
port groups for a more com-
prehensive approach.

Provide Culturally 
Appropriate Care

Addressing racial dispari-
ties and quality of life issues 
for African American women 
with breast cancer calls for 
culturally appropriate care as 
well as effective outreach in 
the African American com-
munity. Health care practi-
tioners who are part of the 
community and culture may 
better understand how to ac-
cess and educate women about 
breast cancer screening and 
treatment.

Research studies support the 
idea that African American 
women are more comfortable 
relating their experience with 
breast cancer to health care 
practitioners who are from 
their same ethnic, racial, or 
cultural background. In a pre-
vious study I conducted, the 
African American women were 
more comfortable with breast 
cancer education and sharing 
of health tips when they heard 
them from African American 
health care practitioners and 
their peers. Unfortunately, the 

number of African American 
health care practitioners today 
is low. To provide culturally 
sensitive breast cancer edu-
cation and care for African 
American women, we need 

to encourage more African 
Americans to become oncol-
ogy nurses and enter related 
health care fields.

Breast cancer continues to 
take its toll on African Ameri-
can women, but the outlook is 
improving. Nurses and other 
health care practitioners have 
made significant strides in edu-
cating African American wom-
en about the disease and de-
creasing fatalistic views. Since 
2000, screening has increased, 
and breast cancer is being de-
tected earlier. Further research 
and better understanding of 
the fear, fatigue, and coping 
strategies of African American 
women with breast cancer will 
help us continue to build on 
this progress and provide bet-
ter care. 

Phyllis Morgan, PhD, FNP-BC, 

CNE, FAANP, is a nurse educator, 

certified family nurse practitioner, 

and researcher focused on African 

American women’s health issues. 

She is the coordinator for the 

Family Nurse Practitioner special-

ization at Walden University and 

a nurse practitioner in northern 

Virginia for Minute Clinic.

To provide culturally sensitive breast cancer educa-
tion and care for African American women, we need 
to encourage more African Americans to become 
oncology nurses and enter related health care fields.

Recognizing the terminology African American wom-
en use allows health care practitioners to determine 
the medical implications of the words and helps build 
understanding and trust between patients and their 
nurses and doctors.
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Providing Culturally Sensitive  
Pediatric Palliative Care
BY KAREN J. SMITH, MSN, CRNP, NP-C

Coping with the potential loss of one’s child is a devastating experience, and cultural influences may further hinder 
the opportunity for the integration of pediatric palliative care. A 2008 survey published in Pediatrics reported that 
over 40% of health care providers identified cultural differences as a frequently occurring barrier to adequate 
pediatric palliative care. Children with life-limiting illnesses deserve a cultural reassessment of how we care for 
them when the goal of care has changed from curative to palliative. 

T
he concept of cultural 
competence and its ne-
cessity in the treatment 
of diverse patients 

has come to the surface 
of the medical community 
within the last decade. Health 
care providers must demon-
strate knowledge and respect 
of individual as well as group 
value systems to become ef-
fective in providing care to 

this population. In response 
to the United States becom-
ing increasingly multicultur-
al, the Institute of Medicine 
has published two reports 
that support the need for 
cross-cultural training: Un-
equal Treatment: Confronting 
Racial and Ethnic Disparities 
in Healthcare and The Future 
of Nursing: Leading Change, 
Advancing Health.

According to the Ameri-
can Academy of Pediatrics, 
the goals of pediatric pallia-
tive care are the same goals 
as adult palliative care, which 
includes providing support 
and care for pain, psychologi-
cal and social stress, physi-
cal symptom management, 
and spirituality. However, the 
difference regarding pediatric 
palliative care is that the focus 

An appreciation for cul-
tural norms and customs 
is critical if we are to be 
successful in supporting 
the child and the family 
in reducing suffering and 
providing comfort and 
support.
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is specifically aimed at serv-
ing the needs of the child as 
well as the family. A challenge 
specific to pediatric palliative 
services is that end-of-life 
care for a child seems inher-
ently unnatural in the mind 
of many parents and family 
members who often struggle 
to accept that nothing more 
can be done for a child.

The literature frequently ref-
erences the underutilization of 
palliative care services among 
ethnic minorities, including 
African American, Latino, Na-
tive American, Russian, and 
Vietnamese cultures. The fol-
lowing attributes have been 
identified in the literature  as 
a source of  underutilization: 
a lack of the family’s famil-
iarity with hospice and pal-
liative care services; language 
barriers; religious differences; 
difficulties in accessing insur-
ance; distrust of the health 
care services; and  discomfort 
with introducing additional 
health care with professionals 
not of one’s ethnic or cultural 
background.

In 2002, the Initiative for 
Pediatric Palliative Care (IPPC) 

published recommendations 
for providing culturally sensi-
tive end-of-life care that utiliz-
es a framework that includes: 
improving pediatric palliative 
care by maximizing family 
involvement; understanding 
the influence of religion in 
pediatric palliative care; and 
understanding how culture 
influences lifestyle and shapes 

the universal experiences of 
illness, pain, and death across 
the cultural barriers. An appre-
ciation for cultural norms and 
customs is critical if we are to 
be successful in supporting the 
child and the family in reduc-
ing suffering and providing 
comfort and support. 

Cultural Influence in 
Decision Making

As a result of the IPPC 
recommendations, several 
organizations have created 
reference materials and guide-
lines for clinicians to use. For 
instance, the University Of 
California School Of Nursing 
published Culture and Clinical 
Care, which discusses cultur-
ally competent care across 35 
cultural groups. The Univer-
sity of Washington Medical 
Center (UWMC) offers Cul-
ture Clues fact sheets of use-
ful tips when communicat-
ing with Latino, Russian, and 
Vietnamese cultures (among 
others). The journal Palliative 
and Supportive Care published 
an article in 2013 comparing 
cultural and religious consid-
erations in pediatric palliative 

care. These resources cited 
the following cultural differ-
ences in end-of-life decision 
making:

African American 
• Many aspects of African 

American culture today 
reflect the culture of the 
general U.S. population. 

 • The structure in African 

American families is often 
nuclear and extended with 
nonrelated “family” mem-
bers. 

 • The family may be matri-
archal, although father or 
mother may take on the 
decision-making role.

Latino 
 • Family involvement is very 

important in the Latino 
culture. 

 • The family-centered model 
of decision making is high-
ly valued and may be more 
important than patient au-
tonomy. 

 • The mother is typically re-
garded as the primary care-
giver and often will make 
the decisions regarding 
care; however, when pos-
sible, Latino women will 
seek permission of the 
child’s father before a de-
cision is made regarding 
continuing or discontinu-
ing treatment. 

 • Often, when language be-
comes a barrier, the nor-
mative hierarchical family 
structure is waived and de-
ferred to the family spokes-
person who speaks the best 
English.  

Native American 
 • Given the importance of 

family in the Native Ameri-
can culture, the entire fam-
ily may be included when 
making decisions and sign-
ing documents. 

 • Native Americans may also 
desire that information is 
shared with community 
leaders so that they can as-
sist in the decision-making 
process for the child.

Russian 
 • Health care information is 

shared with family mem-
bers. 

 • The entire family makes 
decisions along with the 
patient, and the person 

While guidelines may offer an approach to religious 
considerations pertaining to end-of-life care, the 
provider must perform an individual assessment of 
the family as to their beliefs and practices.
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closest to the patient of-
ten has the most influence. 

 • The doctor—not the 
nurse—is expected to share 
the patient’s prognosis 
with the patient and fam-
ily, as he or she is typically 
regarded as the ultimate 
authority in all medical 
matters.

Vietnamese 
 • Family has a central role. 
 • Decisions are often the re-

sponsibility of the eldest 
male, yet older women 
may also have significant 
influence. 

 • Traditionally, the eldest 
male is the family spokes-
man; however, the person 
with the best English often 
assumes this role. 

 • Removal of life support 
may require extensive 
family discussion, which 
places the responsibility 
for the decision on the en-
tire family instead of one 
individual. 

Importance of Faith and 
Religious Traditions

Faith and religious traditions 
are held of great importance in 
the majority of cultures; how-
ever, it is important to note 
that cultural traditions are 
dynamic and cannot be gen-
eralized to all families. While 
guidelines may offer an ap-
proach to religious consider-
ations pertaining to end-of-life 
care, the provider must per-

form an individual assessment 
of the family as to their beliefs 
and practices. The UWMC’s tip 
sheets and the 2013 study in 
Palliative and Supportive Care 
offer a glimpse of the cultural 
differences in religious tradi-
tions during end-of-life care:

African American 
 • Death rituals for African 

Americans vary widely, 
related to the diversity in 
religious affiliations, geo-
graphic region, education, 
and economics.

 • Emotional expression var-
ies; you are likely to see 
a mix ranging from pub-
lic displays of crying and 
wailing to silent and stoic 
behavior.

 • Death is not viewed as a 
formal break with life, giv-
en the belief that the spirit/
soul continues and may be 
able to interact from the 
next plane of existence.

 • Bereaved African Ameri-
cans are more likely to seek 

help from clergy than from 
health care professionals.

 • Depending on their specif-
ic cultural beliefs, African 
Americans might involve 
a healer or “root worker” 
whose role is important in 
orchestrating the natural, 
spiritual, and relational as-
pects of life. 

 • African Americans often 
rely on the health care team 
for help with cleaning and 

preparation of the body.
 • African Americans may re-

fuse to stop life-prolonging 
treatments because of be-
lief in divine rescue.

Latino 
 • Prayer and ritual may be 

a part of the end-of-life 
process for the patient and 
family members. 

 • Latino families may request 
that they keep candles 
burning 24 hours a day as 
a way of sustaining wor-
ship. Since candles are not 
permissible in hospital set-
tings, the suggestion of us-
ing electric candles is often 
viewed as an appreciated 
gesture of respecting one’s 
beliefs.

 • The patient and the family 
may wish to display pic-
tures of saints, as saints 
have specialized as well 
as general meanings for 
Catholics. 

 • Some Latino families may 
want to honor their de-
ceased relative by cleans-
ing the body.

 • The last rites are often im-
portant for Latinos who are 
Catholic when a person is 
close to death. If your pa-
tient is Catholic, ask about 
their preference and plans 
for this ritual. 

 • Latinos often demonstrate 
wailing and strong emo-
tions at the time of death, 
which may be considered a 
sign of respect. 

Native American 
 • Death rituals among the 

Native American tribes vary 
widely because they all 
have different religious and 
spiritual beliefs. It is impor-
tant to assess the religious 
practice of the individual 
and follow accordingly.

 • Native Americans may wish 
to seek traditional healers 
for help in restoring har-
mony of life.

 • Herbal remedies may be 
used in healing ceremonies. 

 • The medicine man or spiri-
tual leader leads the ritual.

 • The circle is symbolic in 
the ritual, as in the circle 
of life; therefore, the family 
and relatives may form a 
circle around the patient’s 
bed.

 • Native Americans follow 
the belief that the spirit of 
the person never dies.

 • Silence is highly valued.
 • Native Americans may be 

hesitant to sign advanced 
directives or other end-of-
life documents because of 
general mistrust related to 
past misuse of written trea-
ties and documents with 
the U.S. government. 

Russian 
 • Russians may practice dif-

ferent denominations. De-
pending on the denomina-
tion, the family may desire 
to have a pastor, priest, or 
rabbi present at the mo-
ment of death. 

 • The family plays a major 
role in supporting the sick. 
Usually, there is a family 
member present at the bed-
side to attend to the pa-
tient at all times.

 • Russians who practice 
their religion may consider 
prayer an important and 
powerful healing tool. 

 • In the Russian culture, rela-
tives and friends are all ex-
pected to visit the patient. 
They frequently bring food 
and may include gifts for 
the clinicians as a sign of 
respect and thanks. 

 • Wailing and other displays 
of grief may not be dem-

Every person is unique, and clinicians who under-
stand their patients’ cultural values, beliefs, and 
practices are more likely to have positive interac-
tions with their patients and provide culturally ac-
ceptable care.
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onstrated as they may be 
reserved primarily for ex-
pression in the home (as 
opposed to public display). 

 • Often, the family may 
have some specific prac-
tices for washing the body 
after the death. It is impor-
tant to ask about prefer-
ences and try to accom-
modate. 

Vietnamese 
 • It is important to note 

that there are a variety of 
Vietnamese cultures and 
religious practices. Most 
Vietnamese are Buddhist; 
however, other religious 
preferences include Cath-
olic, Evangelical Protes-
tant, and Chinese Con-
fucianism. 

 • Vietnamese who practice 
the Buddhist faith may 

call a monk to give bless-
ings. Buddhist patients 
and family may chant 
and create an altar for 
prayer. Vietnamese who 
are Catholic may ask for 
a priest for last rites.

 • In the Vietnamese culture, 
white is considered the 
color for mourning.

 • The expression of grief var-
ies in the Vietnamese cul-
ture. Families may express 
grief with either a stoic re-
sponse or with crying and 
weeping. 

 • Upon death, organ trans-
plant and/or autopsies 
may be accepted by the 
Vietnamese family with 
very careful explanation. 

 • The bereavement process 
of the Vietnamese culture 
has an extremely positive 
impact on family health.  

There is intensive and 
extensive community in-
volvement with frequent 
visits from family and 
friends when death first 
occurs and then visits are 
slowly weaned off over a 
2- to 3-year period. 

Today’s multicultural soci-
ety presents health care pro-
viders with unique challenges 
for providing cultural care 
and competence to the pedi-
atric palliative care popula-
tion. This article attempts to 
provide insight to but a few 
of the cultures that we may 
come across in our practice. 
Every person is unique, and 
clinicians who understand 
their patients’ cultural val-
ues, beliefs, and practices are 
more likely to have positive 
interactions with their pa-

tients and provide culturally 
acceptable care.

In nursing school, we were 
often told by our instructors to 
“treat the patient as you would 
want to be treated.” When it 
comes to treating patients 
with a different cultural back-
ground, this mantra should 
translate to “treat your patients 
as they want to be treated in-
stead of how you would want 
to be treated.” 

Karen J. Smith, MSN, CRNP, NP-C, 

is a doctoral nursing student at 

Wilkes University in Wilkes-Barre, 

Pennsylvania. Her background in-

cludes hospice and palliative care, 

and she has written health-related 

articles for West End Happenings.
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Second Opinion

From the Bronx: 
The Importance of Sexual Intelligence
BY BEHLOR SANTI

Hilda Ortiz-Morales, ACNP, MSN, PhD, has a history with 
HIV prevention and treatment—a history that nearly 
traces back to the origin of the HIV/AIDS epidemic in 
the United States. With degrees from Lehman College 
and the College of New Rochelle, Ortiz-Morales has 
spent 34 years as a nurse practitioner, many of those 
years at Montefiore Medical Center, one of the busiest 
hospitals in the Bronx, New York.  

L
ike many registered 
nurses, Ortiz-Morales 
had wanted to work in 
the field since child-

hood. Her mother was chroni-
cally ill, requiring visiting 
nurses. “The care and caring 
they provided my mother left 
a lasting impression on me,” 
she says. “I knew then that 
I was going to become a RN 
when I grew up.”

With immigrants from 
the Dominican Republic, Ja-
maica, Ghana, Bangladesh, 
and many other nations, the 
Bronx is an extraordinary ex-
ample of America’s increasing 
diversity. With a population 
of 53% Latinos, 30% African 
Americans, 11% whites, and 
3% Asians, the Bronx differs 
from the average American 
county in several ways. Almost 
one-third of its residents were 
born outside the United States, 
half of its children are born 
to foreign-born mothers, and 
the borough stands as the first 
borough in New York City to 
have the majority be people 
of color. 

While the Bronx benefits 
from its diverse population, 
historic problems of poverty 
and poor health continue to 
plague its residents. The Bronx 
is one of only five American 
counties to have more than 
30% single-parent households. 
In New York City, neighbor-
hoods as varied as mostly 
black Harlem, and mostly 
white Chelsea, are familiar 
with the devastation brought 
by the HIV/AIDS pandemic. 

The Bronx is no exception. 

African Americans represent 
12% of the U.S. population 
and are the second-biggest mi-
nority in the Bronx. Yet ac-
cording to 2010 statistics from 
the Centers for Disease Con-
trol and Prevention (CDC), 
blacks accounted for about 
41% of people living with HIV. 
Things are especially dire for 
young black men who have 
sex with other men (MSM). 
In 2010, 4,800 new HIV infec-
tions occurred in this group. 
Young black MSM represented 
45% of black MSM who new-

ly became infected and 55% 
among all young MSM newly 
infected. 

Nurses, working at places 
as varied as hospitals, private 
clinics, and community cen-
ters, are using their scientific 
knowledge, as well as their 
helping, healing “soft” knowl-
edge, to educate vulnerable 
populations about HIV and 
STDs. Cultural competency 
is key to reaching people who 
feel marginalized by main-
stream medicine. 

“My experiences include in-
fectious diseases, HIV/AIDS, 
critical care, utilization man-
agement/quality assurance, 

While the Bronx benefits 
from its diverse popula-
tion, historic problems of 
poverty and poor health 
continue to plague its 
residents.
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medicine, and surgery,” Ortiz-
Morales continues. She cur-
rently works at the Montefiore 
Infectious Diseases (ID) Clinic, 

where she serves as coordi-
nator and primary clinician 
of the HIV/Hepatitis C virus 
(HCV) specialty service. While 
HCV doesn’t get the constant 
attention of HIV/AIDS, it’s a 
serious sexually transmitted 
infection that many people 
with HIV have concurrently. 
The HIV/HCV specialty pro-
gram evaluates and treats all 
co-infected and mono-infect-
ed patients treated in the ID 
clinic.

Ortiz-Morales works to edu-
cate patients—and the com-
munity in general—about HIV 
and STD misconceptions, such 
as the “lack of understanding 
about the acquisition of STDs 
among adolescents and adults 
in the Bronx.” Young people 
bare the brunt of sexually 
transmitted infections, HIV, 
and unintended pregnancies. 
Case in point: Young people 
aged 15 to 24 years acquired 

half of all new STDs in 2013, 
according to the CDC’s Sexu-
ally Transmitted Diseases Sur-
veillance statistics. The Bronx, 
in particular, has several zip 
codes with some of New York 
City’s highest rates of STDs 

and HIV. 
Recognizing the importance 

of HIV/STD testing as preven-
tion and treatment strategy, 

Montefiore’s Emergency De-
partment launched an initia-
tive to offer HIV testing to all 
patients coming in for treat-
ment. 

“This mandatory offer  is 
the latest example of Monte-
fiore’s commitment to drive 
AIDS awareness and deliver 
seamless care to patients with 
HIV/AIDS,” says Ortiz-Mo-
rales. Montefiore also offers 
the Adolescent AIDS Program 
(AAP). AAP provides compre-
hensive care to HIV-positive 
youth, as well as risk reduc-
tion and HIV counseling and 
testing services for such high-
risk groups as young men who 
have sex with men, intrave-
nous drug users, and young 
people involved in sex work. 

The increasing attention to 
hepatitis C influences Monte-
fiore’s newest initiative, Proj-
ect INSPIRE NYC. According to 
Ortiz-Morales, Project INSPIRE 

NYC “is an integrated, innova-
tive, and evidence-based com-
prehensive service model that 
… demonstrates a model of 
service delivery and payment 
that can reduce morbidity and 
death from chronic hepatitis C 

… [and] reduce costs associ-
ated with its complications.” 

Of the estimated 146,500 
New Yorkers with chronic 
hepatitis C, about half do not 
know that they are infected, 
according to the New York 
City Department of Health. 
Over the next three years, cli-
nicians at Montefiore plan to 
use an integrated model of 
care for Medicare and Med-
icaid patients at risk for hep-
atitis C. Primary care clini-
cians work closely with care 
coordinators and specialists 
to increase access to effective 
hepatitis C care for patients. 
HCV care coordinators pro-
vide care coordination, navi-
gation, health promotion, and 
medication adherence to each 
patient; they also work with a 
peer educator. The peer educa-
tor is a person formerly with 
hepatitis C, who shares his 
or her experiences and helps 
patients navigate through the 
process.

The Bronx represents 
both the best and worst de-
velopments in 21st-century 
America. The future of this 
borough’s young people, as 
well as people of all ages and 
backgrounds, is dependent 
on nurses comfortable with 
sexual intelligence, reaching 
people without judgment. 

Behlor Santi is a freelance writer 

based in New York.

Cultural competency is key to reaching people who 
feel marginalized by mainstream medicine. 

Of the estimated 146,500 New Yorkers with chronic 
hepatitis C, about half do not know that they are 
infected, according to the New York City Depart-
ment of Health.
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Highlights from the Blog

Newsletter

MINORITYNURSE.COM

To read more, visit www.minoritynurse.com/blog.

Recharge Your Energy with Less Stress

In a job that is often 24/7 and requires the most technical and most empathetic skills to be 
used simultaneously and at a moment’s notice (and often in less-than-ideal and sometimes 
dangerous conditions), a nurse’s job is hardly peaceful. But Amiee Bernstein, author of 
Stress Less, Achieve More, and president of Open Mind Adventures, says you can use that 
ramped-up adrenaline to actually get more done.

Should You Teach Nursing?

With all the choices nurses have in the nursing field, teaching is one of the many options 
nurses enjoy. And with a major nursing faculty shortage looming, now is a great time to 
consider teaching. Is a faculty position in your future? Can you teach nursing to the next 
generation of nurses?

6 Reasons Why it’s Great to Be A Nurse Now

Now that National Nurses Week is here, it’s a good time to think about all the great reasons 
to be a nurse. Here are some things to think about when people ask you about your career 
choice!

Why Should You Set Nursing Goals?

If you think setting your professional and personal goals as a nurse are two separate things, 
you should consider all the ways the two overlap. 

Highlights from the Blog

Newsletter

MINORITYNURSE.COM
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Brenda Dockery

 It is with great sadness that we inform you that Brenda Dockery, 
director of community wellness and patient education at 
Wheaton Franciscan Healthcare, died on April 22, 2015, after 
losing her battle with a rare and extremely aggressive cancer. 
Her death is a tremendous loss to not only her family but also 
to Wheaton Franciscan Healthcare as well as the nursing 
profession, the Milwaukee community, and her church and 
other organizations she was involved with. 
 Brenda had a significant impact on the community through 
her work as a nurse, nurse practitioner, and leader. She was a 
founding member and past president of the Milwaukee Chapter 
of the Black Nurses Association and continued to be an active 
member after 35 years. The national organization named her 
Advanced Practice Nurse of the Year in 2004. She was also 
active in the community and had served on the YWCA Phillips 
Center, Day Care Services for Children Board, and the UWM 
Alumni Board. Additionally, she volunteered as a nurse at the 
Antioch Missionary Baptist Church and with Nurses Affecting 
Change doing breast exams in the community on a weekly basis. 
 Brenda first started with the Wheaton organization in 2000 
serving as a nurse practitioner at St. Michael Hospital and has 
worked in a variety of roles since then with Wheaton including 
NP at the Angel of Hope Clinic. Over her career, she also worked 

as a nurse and NP in several other hospitals and community 
health clinics. She was dedicated to continual professional growth 
and was participating in Wheaton’s Nursing Ministry Leadership 
Development Program. In her application to the program, Brenda 
wrote, “I am passionate about giving back, being visible, and 
providing culturally appropriate and competent health care 
services to all. I believe in meeting individuals where they are 
at in a welcoming environment and engaging and supporting 
their efforts to be proactive with their own health care.” Brenda 
often shared how important her work was to her. 
 In addition to her own development, Brenda was committed 
to supporting others and served as a preceptor for NP students 
from UW-Oshkosh, UW-Milwaukee, and Marquette School 
of Nursing. She also accompanied Concordia University NP 
students on mission trips for the past seven years. 
 Please keep Brenda’s family in your prayers as they grieve 
her loss. Brenda touched so many lives, and we are invited by 
her family to share any memories or things that you would like 
them to know about her by e-mailing brendadockerymemorial@

gmail.com. 

 Many of us will remember Brenda as a passionate and 
extremely caring individual who often shared hugs with people 
throughout the organization. She will be greatly missed. 

In Memoriam

Newsletter

MINORITYNURSE.COM
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Academic Opportunities

Take the next step to advancing 
your education and your career.
From Nursing Informatics to Neonatal Nurse  
Practitioner to Psychiatric Primary Care  
Nurse Practitioner—we have many  
programs to fit your needs.

For online and on-site program options,  
visit nursing.pitt.edu or call 1-888-747-0794.

School of Nursing

Ranked seventh among schools of nursing in U.S. News & World Report’s 2011 America’s Best Graduate Schools

NURSING
INVEST IN YOUR FUTURE IN

SCHOOL OF NURSING

BACHELOR’S DEGREE

• Nursing (Traditional 4 yr)
• Nursing (Accelerated, 14 mos.)
• Nursing (RNBSN)

MASTER’S DEGREE

• Nursing Administration
• Nursing Education
• Primary Care Nursing (NP)

• ASN-MSN
• MSN MBA
• MSN Post MBA
• Psychiatric-Mental Health Nurse Practitioner (MHNP)

DOCTORAL PROGRAMS

• Doctor of Nursing Practice (DNP)

CERTIFICATE PROGRAMS

• Certificate Parish Nursing

indwes.edu  |  866.498.4968ONLINE & ONSITE
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o n l i n e  p r o g r a m s

recommended

f o r  n u r s e s
by nurses

Online nursing programs at  
W. Cary Edwards School of Nursing
> RN-BSN: All BSN courses offered quarterly

> RN-BSN/MSN

> MSN

>  Graduate Nursing Certificate Programs

>  Accelerated 2nd Degree BSN  
(Campus-based)

E XC L U S I V E LY  F O R  A D U LT S

L E A R N  M O R E :

VISIT www.tesc.edu/nursingdegree 
OR CALL (888) 906-8619

Thomas Edison State College is one of the 11 senior public colleges and universities in New Jersey, and is accredited by the Middle States 
Commission on Higher Education, 3624 Market Street, Philadelphia, PA 19104 (267-284-5000). All nursing programs are accredited.  
For specific accreditation information, please visit the nursing Web page at www.tesc.edu/nursing.

Michelle Mijares
BSN Degree Program Alumna

As you are probably aware, the de-
mand for nurses continues to sky-
rocket. What you may not know is 

that there’s also a critical need for nurses 
with advanced degrees, as hospitals turn 
to nurses to fill more administrative and 
leadership roles. 

Nursing schools around the country are 
jumping at the chance to fill this void by of-
fering flexible Master of Science in Nursing 
and Doctor of Nursing Practice programs, 
and you’ll find many great examples in the 
following pages. 

There truly has never been a better time to 
pursue an advanced nursing degree. Be 
sure to secure your spot in the program—
and your financial aid—by applying early.
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Academic Opportunities

Discover 
Johns Hopkins 
doctoral nursing  
education

Doctor of Nursing Practice (DNP)  
Advance the practice of nursing and 
improve healthcare outcomes as a  
clinical leader. 

Doctor of Philosophy (PhD)  
Advance the science of nursing and 
healthcare delivery as a research leader.

Choose your path at Johns Hopkins School of 
Nursing—a place where exceptional people 
discover possibilities that forever change 
their lives and the world. 

www.nursing.jhu.edu/doctoral

At the Betty Irene 
Moore School of 
Nursing at UC Davis, 
we prepare nurse 
practitioners to provide 
needed primary-care 
in underserved areas.  

nursing.ucdavis.edu

SEE WHY UC DAVIS 
IS DIFFERENT

Become a 
NURSE 
PRACTITIONER

Join one of the 
fastest-growing
professions.

NEW TRACKS FOR NURSES
FAST TRACK ONLINE RN-BSN DEGREE COMPLETION
n Be more marketable

n If you’re an RN, you can complete your BSN in just 16 months

n More and more hospitals are moving toward a staff of 80% BSN 
prepared nurses 

n Beginning winter 2016 

FORENSIC NURSING
n From crime scene to court room—the need for Forensic Nurses          

is growing

n Oakland offers the first program in Michigan and one of the few          
in the country

n MSN—Forensic Nursing can be completed with 38 credits

n Graduate Certificate in Forensic Nursing is 18 credits

School of Nursing

To learn more, call (248) 370-4253,

email nrsinfo@oakland.edu, or visit oakland.edu/nursing.

son11307/5.15
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#VUSN

 #11 ranked nursing school

 Practice specialties for all interests

 State-of-the-art nursing informatics  
and facilities

 Community of scholars with broad  
faculty expertise

 Distance learning opportunities

 Seamless BSN entry-MSN-DNP option

Learn more. Apply today:
nursing.vanderbilt.edu

Earn a Credential That’s 
in Demand Nationwide

T E A C H I N G   |   P R A C T I C E   |   R E S E A R C H   |   I N F O R M A T I C S

Vanderbilt is an  
equal opportunity  
affirmative action university.

MSN

DNP

PhD

MASTER OF SCIENCE 
IN NURSING (MSN)

DOCTOR OF NURSING 
PRACTICE (DNP)

PhD IN NURSING 
SCIENCE

clinical interventions, 
health services research Connect with us:

 

 NORTH CAROLINA AGRICULTURAL 
AND TECHNICAL STATE UNIVERSITY 
SCHOOL OF NURSING 

ADVANCING YOUR CAREER  
OPPORTUNITIES IN NURSING BEGIN 

ENROLL IN THE BSN         
COMPLETION (BSNC)  

DEGREE FOR           
REGISTERED NURSES 

Contact us for more information about enrolling in the next cohort: 
336.334.7750 
www.ncat.edu (go to Quick Links and select School of Nursing/Prospective Students) 
Monthly information sessions (see website above for dates) 

Affordable tuition and fees 
Convenient face-to-face sessions once a week 
Online program available 
Complete in 12 months 
Enhanced career development in:  
    Leadership and Management 
    Informatics 
    Interprofessional Collaboration 
Apply now for Fall 2015  
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The world needs more nurses. With that 
comes the need for experienced, dedicated 
nursing faculty to train them. 

There is a true shortage of nursing educators—par-
ticularly minority nursing professors, who comprise 
a small percentage of nursing faculty overall. The 
American Association of Colleges of Nursing says 
the scarcity of professors may actually be stunting 
the growth of nursing programs. To counter this, 
nursing schools are improving the pay for nursing 
school faculty to increase their numbers, especially 
those who hold a doctorate. 

This section of Minority Nurse is dedicated to open 
faculty positions from nursing schools all over 
the country. Requirements vary, but all are sure 
to lead to exciting, rewarding careers in nursing 
education and research.

TRANSFORMING HEALTHCARE, TRANSFORMING LIVES: 
Creating the Nursing Leaders of  Tomorrow and the Research that Improves Health

Faculty Openings in Tampa

We are seeking qualified scholars specializing in a variety of  clinical and research areas. Candidates with evidence of  strong teaching experience, a program of  research or 
creative work supported by scholarly activity, and a desire to be a part of  a truly collaborative and interdisciplinary education and research environment are encouraged to apply. 
We offer degree programs at the bachelors, masters, CRNA, DNP, and PhD levels, with over 350 clinical partnerships in the Tampa Bay area. USF is the fastest growing 
research university in the United States, and ranked 5th in military friendliest and 8th in “Up and Coming” universities in the nation. The College of  Nursing was ranked 43rd 
in NIH funding in 2014, and 38th among best graduate nursing programs in the nation by U.S. News and World Report. Our developing centers of  excellence in research build 
on faculty strengths in chronic illness, symptom management, oncology, palliative care, women’s health, psychoneuroimmunology, and veterans’ health. Visit us online at 
www.health.usf.edu/nursing

Adult Gerontology Primary Care Nurse Practitioner
Concentration Director (job ID #1311)
Provides academic and administrative leadership for the Adult Gerontology Primary 
Care Nurse Practitioner concentration including student outcomes; develop, teach, 
and evaluate assigned courses, participate in mentoring faculty and students, engage 
in scholarly activity, and university, community, and professional service commensu-
rate with the rank of  assistant or associate professor.
 
Family Primary Care Nurse Practitioner
Concentration Director (job ID #3284)
Provides academic and administrative leadership for the Family Primary Care Nurse 
Practitioner concentration including student outcomes; develop, teach, and evaluate 
assigned courses, mentor participate in mentoring faculty and students, engage in 
scholarly activity, and university, community, and professional service commensurate 
with the rank of  assistant or associate professor.

Nurse Practitioner Faculty (job ID #6768 & 6769)
Teach in the undergraduate and/or graduate programs; conduct scholarly activity; 
mentor nursing students; and engage in university, community, and professional 
service commensurate with the rank of  assistant or associate professor. 

Senior Research Scientist (job ID #1100).
Conduct continuing programs of  research, secure external research funding, mentor 
faculty, teach and mentor graduate students, and engage in university, community, 
and professional service commensurate with the rank of  associate or full professor.

PhD Prepared Nurse Faculty (job ID #4899)
Teach in the undergraduate and/or graduate programs; conduct scholarly activity 
and establish a research program with a goal toward securing external funding; 
mentor nursing students; and engage in university, community, and professional 
service commensurate with the rank of  assistant or associate professor.
 

B I G  D R E A M S .  B O L D  F U T U R E .

A P P LY  N OW  . . .  w w w. u s f . e d u / j o b s  

USF Health is committed to increasing its diversity and will give individual consideration to qualified applicants with experience in ethnically diverse settings, who possess varied language skills, or who have 
a record of  research that support/benefit diverse communities or teaching a diverse student population. The University of  South Florida is an EO/EA/AA Employer. For disability accommodations contact 
the College of  Nursing at 813-974-7863 a minimum of  five working days in advance. According to FL Law, applications and meetings regarding them are open to the public. 


