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Dear Colleagues,

Dartmouth-Hitchcock (D-H) encourages us to 
imagine. Imagine a sustainable health system. 
Imagine a healthy population and our ability to  
serve our communities for generations to come. 
I came to D-H because I want to be part of an 
organization that isn’t content to sit and wait 
for someone else to find solutions, but one that 
is determined to lead the way in innovative care 
delivery models and systems in this rapidly  
changing health care landscape. There are three 
additional words or themes that come to mind  
as I think about the role of nursing in this new  
future: integration, unity and world-class nursing. 

When I came here, I immediately recognized 
the extraordinary work being done across the 
organization and, in particular, by our nursing  
teams. This Year in Review recognizes exemplars 
that align with each of these nursing themes,  
as well as demonstrate the strong foundation  
we have for achieving world-class nursing into  
the future. 

For the first time, the D-H nursing community  
will bring inpatient and ambulatory practices  
under one common umbrella. The integration  
of our nursing care across the continuum is  
critical to meeting the needs of our communities, 
particularly as we continue to grow as a system. 
Nurses in all settings across our system need to 
know one another as partners in care delivery, 
providing consistent messaging and standardized 
care, to ensure a smooth, efficient and satisfying 
experience for our patients and families. 

This will require staffing models that ensure  
the right care is being provided at the right time, 
across our system and by all members of our  
nursing community in the region. This also  
requires a unity of purpose and a shared vision  
and will be guided by a common framework with  
our nursing professional practice model.

The role of care coordinators in the Accountable 
Care Organization model across our ambulatory 
settings sets the stage for ensuring consistency  
in the care continuum. As we continue to build 
service lines to achieve consistency, we can learn 
from the work being done in this arena by our 
interdisciplinary colleagues in the Dartmouth-
Hitchcock Norris Cotton Cancer Center  
and cardiovascular services. In our rural community, 
we also must consider enhancing the use of 
technology in providing care.

To achieve world-class nursing, the care we  
provide must be based on the most current 
evidence. This may mean we are creating new 
knowledge through robust nursing research,  
or accessing, evaluating and applying the most 
current evidence. We have incredible resources  
to begin that journey, and we will grow our  
nursing research infrastructure through the 
development of an Institute for Nursing  
Scholarship under the leadership of a nurse  
scientist, and the creation of a graduate school  
of nursing at D-H to continue to build our  
academic service partnerships. The recognition 
of these efforts will occur in part through our 
application to the Magnet Recognition Program  
this spring. 

These are turbulent but exhilarating times in  
health care, and I’m thrilled to partner with you  
in creating the vision and future state for nursing  
at D-H in the years to come. 

Sincerely,

Gay Landstrom,  

PhD, RN, NEA-BC, Chief Nursing Officer
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There's an inspiring sense of alignment and opportunity 
in our Dartmouth-Hitchcock (D-H) nursing community. 
Together, across practice settings, our pride in providing 
world-class care that is both high-tech and high-touch is 
a shared experience that bonds us. 

A new colleague asked me recently, "What does it mean 
to be a D-H Nurse?" The 2014 Dartmouth-Hitchcock 
Nursing A Year in Review features stories of the work 
being done by some exemplary D-H nurses, both 
individuals and teams. And there are many more stories 
that we share every day—examples of rescues and 
breakthroughs and slow, steady progress—all in the 
service of providing an extraordinary patient experience 
for every patient, every day.

Imagine new models of care delivery that engage D-H 
nurses and patients working together to achieve the 
healthiest population and the healthiest workplace 
possible. We are structurally aligned and empowered to 
innovate and learn from each to provide that depth and 
continuity of care. It's exciting to read about nurses from 
D-H Norris Cotton Cancer Center getting to know each 
other and their patient population better by providing 
care at different sites. Connection and collaboration 
across the continuum of care is the future of nursing at 
D-H. 

Nursing leadership in major D-H initiatives is a powerful 
force for achieving the fullest potential of new models 
of care delivery. The Remote Medical Sensing group 
is doing amazing work—not just because of the 
technology, but because it's increasing personalization 
and access to care. D-H Knowledge Map is building an 
evidence-based framework that provides ready access  
to the right information for ambulatory nurses to 
facilitate better patient care in fewer steps. The 
Children's Hospital at Dartmouth-Hitchcock (CHaD) 
Primary Care Medical Home at D-H Manchester 
recognizes that the difference is often in the details and 
is striving to provide the most supportive, least stressful 
experience possible for our CHaD families. 

Relationships are fundamental to achieving the 
healthiest workplace and healthiest population possible. 
This year many new relationships are generating new 
opportunities. Our Team Care initiatives are mixing 
disciplines and matching leadership partners to design 
and produce the safest, most effective care in the 
hospital setting. Our Nursing Excellence initiatives are 
informed by leaders in many roles from all of our D-H 
campuses to seek out diversity of perspective and listen 
carefully to the people who best know the work.

All around us we hear D-H nurses asking, "What's  
the evidence for that practice?" Awareness and access 
to resources informing evidence-based practice has 
reached nurses at all levels of experience who are 
excited and empowered to provide only the best 
evidence-based care. 

Listening to and educating—our patients and each 
other—are key skills of the D-H nurse. Our colleagues 
profiled here have so much to share as we appreciate 
their expertise, enthusiasm and dedication to achieving 
an extraordinary patient experience in a sustainable 
health system. I look forward to more opportunities 
to listen and learn, and to share my enthusiasm for 
and dedication to a D-H Nursing Shared Governance 
system that connects every D-H nurse and sets 
a world-class standard for nursing clinical and 
professional practice governance. 

I am grateful for the leadership of our Chief Nursing 
Officer Gay Landstrom, PhD, RN, NEA-BC, and for the 
pleasure and privilege of working with so many of you 
across “One D-H.” 

What does it mean to be a D-H nurse? We are all 
unique and our differences unite us. Together we are 
D-H nursing, and we are world-class. 

Sincerely,

Cheryl L. Abbott, MSN, CNRN 
Neurosciences/ENT 
Staff Nurse Executive Chair
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New Models of Care:  
The Future of Nursing 

As health care evolves, care delivery models must adapt 
in order to continue to provide high-quality, patient-
centered care. At Dartmouth-Hitchcock (D-H), nursing 
has always served in the capacity of care coordinators, 
but this role is becoming more visible as health care 
delivery shifts to a population health focus. These 
new models of care help ease this transition and bring 
nursing into the future. 

Susan DiStasio, DNP, MS, APRN, AOCNP, an 
Advanced Practice Registered Nurse (APRN) in the 
Pain Clinic, says a new model of care is providing 
high-quality, consistent care across multiple sites as part 
of a service line focus. As D-H continues  
to build service lines that focus on specific health care 
delivery services, it can build on the successes  
and lessons learned from the Dartmouth-Hitchcock 
Norris Cotton Cancer Center.  

“This increases communication and makes it easy 
for staff to go between sites to help out, and it gives 
them a different perspective than what they’re used 
to, which is also beneficial,” she says. “When I first 

Susan DiStasio, DNP, MS, APRN, AOCNP

NEW MODELS OF CARE
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started here, inpatient, ambulatory and regional 
nurses didn’t know each other, and there was no 
communication. Now, nurses spend time at other 
sites, providing the same high-quality care, which 
may sound simple, but had not been done before.” 

In addition to orienting nurses to different settings, 
DiStasio says it is also important to follow survivors  
after they leave NCCC. 

“What happens after their cancer experience? How 
do we keep people more healthy?” she says. “This 
falls in line with population health. Even after you 
go through cancer and you’re done with treatment, 
how can we help you build your physical strength? 
What are the lingering side effects? How can we help 
you get back to work? We’re collaborating with other 
departments on this, so instead of nurses working in 
isolation, it’s more about teamwork.” 

In addition to the changing health care landscape, 
technologies are also continuing to develop. D-H is at 

the forefront of utilizing these technologies in new 
and innovative ways within the health care delivery 
system. Justin Montgomery, APRN, director of 
Clinical Services, Remote Medical Sensing, is leading 
this work, using new care models to find ways to help 
patients and their families manage their health in the 
comfort of their own home. 

“We’ve been tasked with thinking about innovative 
ways to use remote medical sensing—how we 
can take things like pressure cuffs, glucose meters, 
activity trackers and other sensors people are 
already using—to help you manage your health,” 
Montgomery says. 

Montgomery uses an activity tracker as an example. 
Before a physical, a clinician can look at a patient’s 
data from their tracker, and take note of his or her 
health status. If a clinician notices something like 
high blood pressure in a patient, they could tell the 
individual to lower their sodium intake or increase 
their activity levels.

From left to right: Justin Montgomery APRN, Deborah Jadczak, RN, and Meghan Poperowitz, BSN, RN, CHPN, RN-BC
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Renee Champany, RN

“Clinical teams can give you feedback about whether  
or not you’re hitting your goal on a day-to-day basis.  
That’s when we come in and put information together  
in a way that makes sense. This way, we’re helping  
people feel like they’re in control of their health,” he 
says. “It’s cutting-edge. We’re moving health care from 
reactionary to a proactive model of care.” 

The goal is that when patients leave the hospital, they 
not only understand how to manage their health, but 
they continue to get the support they need. 

“In these new models of care, and when we  
think about care coordination, nursing is helping to drive 
it. The typical care coordinator has a responsibility for 
people with a series of complex conditions across  
various care settings,” Montgomery says. “As we  
develop new uses for technology, we create new 
approaches that allow nurses to utilize technology 
to do their jobs more efficiently."

C H A N G E  I N  T H E  N U R S I N G 
S T R U C T U R E  AT  D - H 

D-H’s new Chief Nursing Officer (CNO),  
Gay Landstrom, PhD, RN, NEA-BC, has prioritized  
improving integration of health care throughout all 
settings. To move away from competitive models of 
care to collaborative models of care, D-H has been 
growing its health care system to achieve a model  
that benefits patients, families and communities. 

Nursing is a consistent care provider across this 
continuum. A unified vision, consistent messaging, 
patient education and standards of care are key 
elements to achieving this organizational vision. 

“It’s really the idea of bringing nursing all together.  
In our system, all of our nurses have a voice.  
And a direct link to the CNO—there’s two-way 
communication. This makes us a much stronger  
nursing community,” DiStasio says. 

Paula Johnson, MSN, DA, RN, clinical program 
coordinator, Magnet and Retention, says 
communication can be a challenge for any 
organization, but as D-H continues to grow,  
there are several elements in place that will help  
overcome these. 

“We have a clear vision from Gay as our CNO, a  
nursing strategic plan with various high-level goals, 
specific tactics and metrics, and a professional practice 
model for nurses that defines what it means to  
be a nurse at D-H,” she says. “In this way, nurses  
throughout the system have guiding principles and  
an understanding of how they fit within the structure  
and their critical role in achieving these goals.” 

T H E  F U T U R E  O F  N U R S I N G 

“As an academic medical center, D-H maintains  
a commitment to a foundation based in education  
and research. Nursing, as a defined profession,  
has a unique body of knowledge steeped in the 
research of the discipline. There is an obligation 
to participate in the creation of new knowledge 
through research studies, as well as the obligation 
to continuously review, assess and evaluate current 
evidence and apply it to practice,” Johnson says.  
“The average length of time from new research 
findings to translation to practice is generally  
about 10 years; nursing has a goal to utilize  
evidence-based practice tools and models to 
significantly shorten that gap.”
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Lynne Chase, MPH, MMgt, RN, CEN, is providing  
the most current evidence-based practice from 
bench-to-beside through her interdisciplinary  
work with the Dartmouth-Hitchcock (D-H) 
Knowledge Map.  

This initiative takes the best evidence in health  
care and implements it throughout the system.  
This process improves the quality of care to  
patients, increases patient satisfaction and 
contributes to the development of a sustainable 
health system. Active participation of nursing in  
D-H Knowledge Map is essential because of  
nurses’ close proximity to patients and their  
scientific understanding of care practices.

“D-H Knowledge Map helps to empower D-H  
nurses and support the great care they continue 
to deliver by translating science into tools that 
supplement the patient-provider interaction.  
I was brought into D-H Knowledge Map because  
of the need for an interdisciplinary and collaborative 
approach to patient care,” says Chase, a nursing 
consultant to D-H Knowledge Map. “The work in 
D-H Knowledge Map allows me to affect practice, 

education and leadership—all key principles of the 
IOM [Institute of Medicine] report on the future  
of nursing.” 

Chase’s contributions to D-H Knowledge Map  
are multifold; she is in the midst of researching 
the topic of nurse-led clinics for specific disease 
processes, like hypertension. “Gaps in the health 
system are identified, our curators conduct 
literature searches, we work with interdisciplinary 
teams and review our outcomes. We then develop 
products such as guidelines, protocols and system 
improvements. Many of our projects are projected  
to be implemented throughout the D-H system,”  
says Chase.

“Being part of this team gives me the opportunity  
to improve patient care on a much larger scale,  
taking my clinical experience and combining it 
with the best knowledge and research to improve 
population health,” she says. ●

NURSING YEAR IN REVIEW // 2014

Knowledge Map 
and Nursing: 
Collaboration  
Results in Best  
Patient Outcomes  

Lynne Chase, 
MPH, MMgt, 
RN, CEN

Focus On:
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Magnet Readiness 
and Nursing 
Recognition  

Nursing  
Excellence 
Committee  
In November 2014, the Magnet Ambassador 
Committee changed their name to better describe 
their broader scope. Now called the Nursing Excellence 
Committee, they will focus on both Magnet readiness 
and nursing recognition. It’s a seemingly small change 
but is set to have a big impact. “This is an amazing 
opportunity to approach nursing practice across all 
settings and campuses in a standardized way using 
our Professional Practice Model, the Nursing Strategic 
Plan and Magnet Model as the framework,” says Paula 
Johnson, MSN, DA, RN, clinical program coordinator, 
Magnet and Retention. 

Nursing Excellence Committee membership includes 
Magnet ambassadors, who are all direct care nurses, 
and nursing leaders from every Dartmouth-Hitchcock 
(D-H) campus.  “Members get a high-level view of 
nursing across the organization,” says Johnson. “They 
discuss best practices and collaborate on nursing 
excellence work in all settings.”

Magnet readiness and nursing recognition encompass 
almost every aspect of nursing at D-H. Committee 
members provide education about Magnet and Magnet 
standards to D-H stakeholders. They are currently 
involved in a gap analysis of previous and current 
Magnet manual standards to prepare for the upcoming 
application and will serve as Magnet appraiser escorts 
during the site visit phase of the application process. 

Paula Johnson, MSN, DA, RN, left, and  
Janice Chapman, BSN, RN 

They also are involved in the nursing recognition 
activities which include Certified Nurses Day, Nurses 
Week, Licensed Nursing Assistants Week and the 
DAISY Award for Extraordinary Nurses.

It’s a big to-do list, but the committee will also  
ensure that nursing excellence is a continuous process.  
“The Magnet Ambassador Committee played a critical 
role in the development and implementation of our 
nursing Professional Practice Model,” says Johnson. 
“Now the Nursing Excellence Committee will work 
on modifications to model design and continued 
implementation throughout the organization. The 
committee is also bringing in exciting speakers during 
Nurses Week to inspire those efforts.”

An all-day retreat held in January helped the committee 
to plan the next steps and action items toward the 
Magnet gap analysis and education efforts that will 
support D-H’s re-designation application. “As an 
experienced Magnet Appraiser, Gay Landstrom, PhD, 
RN, NEA-BC, our chief nursing officer, is a phenomenal 
leader to assist us in that journey,” says Johnson.  “We’ll 
also discuss creative strategies for instilling pride in the 
exceptional work done by nurses at D-H.” ●
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Building Nursing 
Relationships  

Mary Ann 
Aldrich, 
MMgt, RN
“Nurses are very sensitive to the importance of 
relationships. Their relationships with patients,  
patient families, health care providers and nursing 
teams are essential to their job," says Mary Ann 
Aldrich, MMgt, RN, director of Clinical Operations, 
Dartmouth-Hitchcock (D-H) Manchester. Also 
essential are relationships between nurses and  
their peers across the D-H system.  

Building a relationship with a nurse peer who works 
between 10 and 70 miles away is difficult. That’s the 
challenge for nurses who work in D-H ambulatory 
clinics in Lebanon, Manchester, Concord and Nashua. 
Under the direction of Gay Landstrom, PhD, RN,  
NEA-BC, chief nursing officer (CNO), Aldrich is  
creating opportunities for nurses in those locations  
to improve collaboration and communication.

To get things started, Lebanon-based nursing leaders 
have been visiting nurses in all four locations to discuss 
priority initiatives. Paula Johnson, MSN, DA, RN, clinical 
program coordinator for Magnet and Retention, has 
explained D-H’s Magnet designation initiative. Cheryl 
Abbott, MSN, CNRN, staff nurse, and staff nurse-
executive chair of Shared Governance, discussed  
Shared Governance and related projects. Landstrom 
is visiting clinics to meet and talk to nurses. “Southern 
locations haven’t had visits from the CNO in years,”  
she says. “They see that Gay really understands health 
care systems.”

She is also encouraging nurse managers to go after  
“low hanging fruit,” by collaborating on routine,  
system-related issues. “For example, wherever  
possible we should have consistent policies, even  
if procedures have to vary a bit from place to place,”  
she says. “Nurse managers should be asking, ‘Have  
you checked with other campuses to make sure  
there isn’t already something in place?’ before they 
approve a new policy.”

Leadership visits and encouragement to collaborate 
on ongoing programs are just the first steps in building 
system-wide nursing relationships. Aldrich has drafted 
a list of initiatives designed to bring nurses together. 
“When people meet, put a name to a face and have  
an open and honest dialog, then it’s easier to build  
the relationship over the phone or email,” she says.

“We’re all part of the same health care system,” 
says Aldrich. “Better working relationships between 
ambulatory clinic nurses across D-H will lead to clear, 
timely, accurate communication and that will make  
us better colleagues and better providers.” ●

9
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TEAM CARE

Team Care:  
Unifying Nurses to Improve  
the Patient Experience in 2014

Team Care Collaborative, Dartmouth-Hitchcock’s 
(D-H) interdisciplinary, relationship-based care 
(RBC) model, began in 2013 to enhance the patient 
experience and improve patient outcomes using an 
“all teach, all learn” approach.  

In 2014, based on four key interventions— 
Purposeful Rounding, Interdisciplinary Rounding,  
Nurse Knowledge Exchange and Leadership 
Rounding—16 teams representing 20 inpatient units  
set goals and measurement strategies to provide 
reliable and quality health care to patients.

“Team Care Collaborative brings together all 
disciplines —nursing, physical therapy, occupational 
therapy, physicians and care managers—to create 
a complete sense of a patient’s story. By working 
together, providers are able to establish what a 
patient’s basic needs are, and how they can most 
effectively give care,” Pam Brown, BSN, MS, RN, 
Team Care Collaborative improvement advisor, says, 
“This past year, we’ve been able to strengthen our 
teamwork through Team Care, ultimately creating 
and sustaining a culture of safety for our patients.”

The following highlights are just a few of the many 
improvements that were made across these  
patient care areas. 

P U R P O S E F U L  R O U N D I N G

Purposeful Rounding, or hourly rounding, is an 
effective way to check patient safety and attend to 
patient needs quickly. Through Purposeful Rounding, 
the nursing staff will preemptively round 

on all patients every hour with the goal of four 
interventions, checking on a patient’s pain level, 
position, personal needs and environment. 1 West 
incorporated this intervention by making small, 
focused, incremental changes and continuously 
expanding and improving practice changes. 

"Purposeful Rounding started as a pilot with one 
nurse in one of the unit’s four pods," says Alyssa 
Olson, Unit Based Council chair. "We collected and 
analyzed data including patient and nurse feedback 
and tweaked the process before expanding to a 
whole pod and then the entire unit." For example, 
to clarify responsibility, registered nurses (RNs) and 
licensed nursing assistants (LNAs) are responsible  
for Purposeful Rounding for their assigned patients.  
If they can’t do a round, they delegate it to a 
colleague and check on completion. Display boards 
meant to serve as hourly round reminders were  
taken down after proving unnecessary.

Based on 1 West’s success, the 4 West unit invited 
them to a staff council meeting to describe their 
experience and to share their observations and 
opportunities for improving the process. This  
allowed the 4 West staff to change their process 
more quickly and standardize their approach for 
Purposeful Rounding. 

"We were already rounding but needed to add the 
purpose — to make sure that patients are safe,  
their pain is managed and their needs are met,"  
says Melissa Garland, BSN, RN, nurse manager.  
"We also discussed the value to patients and staff. 
Regular contact and communication with patients 
really increases the quality of care."



I N T E R D I S C I P L I N A R Y  R O U N D I N G

Interdisciplinary Rounding is a daily bedside 
discussion that involves the entire patient care 
team: nurses, physicians, care managers, physical 
therapists, occupational therapists, dieticians, 
pharmacists and social workers. Since the entire 
team involved in the patient’s care is present, it 
helps close communication gaps and allows them 
to give effective care. The 5 West unit team's 
implementation of Interdisciplinary Rounding 

resulted in more coordinated, efficient and  
timely care. 

“If a patient needs a PT [physical therapy] referral,  
for example, it can be taken care of right then and 
there, rather than through what may be several 
individual conversations during the day,” says Myra 
Kebalka, BSN, RN, a unit supervisor on 5 West. 
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From left to right: Alexandra Patch, 
BSN, RN; Anne McGowan PA-C; 
Wade Newman, BSN, RN; and Janet 
Lowell, BSN, RN



On 1 West, they used whiteboards to communicate 
patient goals established during interdisciplinary rounds. 
"Every patient room has a whiteboard that lists patient 
goals," says Olson. "We track two kinds of goals: daily 
goals and medical goals. Goals for the day might be to 
take a shower, go for a walk, or sit up for all three meals. 
Medical goals might be to start chemo, get a PICC 
[Peripherally Inserted Central Catheters]line, or have a 
CT scan. Revised goals are updated on whiteboards so 
that the whole team—including the patient—can view 
the goals.”

Patient Goals was also a natural fit for Inpatient 
Psychiatry. "Our focus is on empowering patients  
to meet the goals they set," says Lisa Chartier, chief  
mental health therapist. Goals help a patient take 
charge of their own treatment and move forward. 
They're a thread that we follow through the day."

N U R S E  K N O W L E D G E  E X C H A N G E  
AT  T H E  B E D S I D E

During Nurse Knowledge Exchange, an incoming and 
outgoing nurse meet at a patient’s bedside to exchange 
information regarding the patient assessment and plan 
of care, to perform safety checks and address any issues, 
which allows the patient to have an active role in his or 
her care. On 2 West, the team not only implemented 
Nurse Knowledge Exchange successfully, but also took 
it one step further and implemented Licensed Nursing 
Assistant (LNA) Knowledge Exchange at the bedside by 
having the incoming LNA and outgoing LNA review the 
patient’s goals and safety checks. 

“The LNAs update the communication boards, 
check for safety and make sure all the appropriate 
identification wristbands are on the patient,” says 
Angela Price, BSN, RN-BC, unit nurse manager.  
“They really focus on the physical safety pieces, and  
the registered nurses focus on the actual hand-off  
and assessment.” 

 “Traditionally, the nurses have their handoffs at  
the nurses' station," explains Melissa Golightly, BSN, 
RN, unit nurse manager and Team Care leader 
for Medical Specialties. "With Nurse Knowledge 
Exchange, the patients are involved (if they choose 
to be). It's a more personalized approach—studies 
have shown that it increases patients' satisfaction 
and trust, as they are able to take part in the handoff 
of their care. It allows both nurses to visualize the 

patients when discussing how they're doing. We also 
help patients set goals for the day. It might involve 
getting out of bed or having their catheter removed, 
which for some can be a huge milestone.”

LEADERSHIP ROUNDING 

Leadership Rounding is a scheduled, dedicated time set 
aside for asking questions and identifying challenges to 
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TEAM CARE



providing the best patient care. “It is a time when we 
can observe staff and provide real-time feedback in a 
positive manner that helps to instill the Team Care core 
behaviors and prevention bundles, for hospital-acquired 
conditions (HAC),” Team Care Co-chair, Johanna 
Beliveau, BSN, MBA, RN, says.

During Leadership Rounding on 3 West, staff were 
asked by a senior leader about an issue in their unit – 
decreasing patient falls with injury. The senior leader 

challenged them to reduce these incidences by 50 
percent, which they did.  

“We presented all of our data, and from that, we were 
able to trial a different ratio of LNAs on the floor,” says 
Ericka Bergeron, BSN, RN, unit supervisor. “And it was 
successful. From that one experience with a senior 
leader we had a great outcome.” 
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From left to right: Stephanie Pintal, BSN, RN; Frederic   
Lansigan, MD; Tracy Tillotson, LNA; and Tanis Fico, BSN, RN 
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Evidence-Based  
Practice and Research  
in Nursing

Nurses at Dartmouth-Hitchcock 
(D-H) have always been committed 
to providing the highest quality 
patient-centered care. They are in 
the ideal setting to identify clinical 
or administrative questions related 
to nursing practice. These questions 
drive a method of inquiry that leads  
to either the creation of new 
knowledge through a nursing research 
study, or the application of knowledge 
through evidence-based practice.

Foundational documents for nursing provide the 
expectation that all nurses practice autonomously 
and hold accountability for their practice. This is 
framed by the formation of a clinical question, an 
assessment and appraisal of the literature, and the 
development of a research question or application of 
existing evidence to practice. Over the past 10 years, 
evidence-based practice, which in part describes 
the time between discovering new research and 
knowledge and implementation at the bedside, has 
become more of a focus. Usually, the time span 
between finding research and point of care is 10-17 
years, but now the intent is to close that gap and 
bring evidence into practice much faster, according 
to Paula Johnson, MSN, DA, RN, clinical program 
coordinator, Magnet and Retention. 

EVIDENCE-BASED PRACTICE AND RESEARCH IN NURSING

Emma Furlone, BSN, RN
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NURSING EXCELLENCE COMMITTEE

E V I D E N C E - B A S E D  P R A C T I C E  
I N  N U R S I N G 

Evidence-based practice includes three components: 
looking at literature and research/empirical studies, 
taking into consideration a nurse’s expertise and 
knowledge, and knowing a patient’s preferences  
and values, according to Johnson. 

“Evidence-based practice is the integration of all 
three of these. Regardless of the practice setting, 
the approach and intention are the same. Nurses are 
actively seeking out and assessing and appraising,  
then applying the latest evidence,” Johnson says. 
“There’s an opportunity to really grow nursing  
research, particularly since we’re part of an academic 
medical center. With today’s rapidly changing landscape 
in health care, nobody can afford to sit idly. We need 
to create a culture of continuous inquiry, where we 
are seeking out and applying the best evidence, or 
creating research studies to answer the questions  
and contribute to generalizable nursing knowledge 
and the advancement of our profession. That’s  
how you create world-class nursing.”

R E S E A R C H  I N  N U R S I N G

With the addition of Gay Landstrom, PhD, RN,  
NEA-BC, as chief nursing officer, she has set a clear 
vision and direction to build a new infrastructure  
that will ultimately create a graduate school of  
nursing at D-H, as well as implement a director of 
nursing research/nursing scientist who will lead the 
work of developing strategies and relationships. 

“We’re building the program from the ground  
up. It’s a high priority. The graduate school will  
support the nursing workforce and goals for  
advancing us as an academic institution, beginning  
to develop doctorally-prepared nurses that would 
prepare them to generate additional research,”  
Johnson says. “The director of nursing research/ 
nursing scientist would serve as a mentor to nurses 
who are interested in conducting research but are 
unsure of the process. That person will also have  
his or her own research portfolio and help obtain 
grants to support research studies.”

Nurses working in Intensive Care 
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T H E  I O W A  M O D E L  O F  E V I D E N C E -
B A S E D  P R A C T I C E  T O  P R O M O T E 
Q U A L I T Y  C A R E

In order to achieve a level of nursing inquiry, D-H 
needed to establish a strong foundation and choose a 
model for evidence-based practice that supported this. 
Three years ago, the Research Council reviewed nine 
evidence-based practice models, and determined  
which model would be the best fit at D-H. They chose 
the Iowa model primarily because it first asks how 
the proposed clinical question fits within the  
organizational priorities and goals. 

“It then provides tools and templates to guide the 
process in a standardized way from the development  
of the clinical question through practice change, 
evaluation and sustainability, as well as the emphasis  
on disseminating outcomes and lessons learned to 
contribute to the knowledge of the discipline,”  
Johnson says. 

W H E R E  D - H  N E E D S  T O  B E  H E A D E D

“The Institute of Medicine recommends that 90 percent 
of all practice be evidence-based by 2020. It is important 
to note that the definition of evidence-based practice 
includes not only the current empirical evidence found 
in the literature, but also incorporates the knowledge  
and expertise of the nurse, as well as patient  
preferences.”

EVIDENCE-BASED PRACTICE AND RESEARCH IN NURSING

D-H has several initiatives aimed at evidence- 
based practice and creating a culture of  
inquiry. One of the innovative approaches to  
evidence-based practice is D-H Knowledge  
Map development. Partnership between  
the remote medical sensing work aimed at  
improving population health and the team  
working on D-H Knowledge Map is leading  
to the development of a nurse-run clinic in  
primary care. Nurses in this setting will use  
evidence-based standards to practice  
autonomously and contribute to the mission  
of the organization to create a sustainable  
health system to serve communities and  
improve population health. The Team Care  
work also is guided by evidence-based  
guidelines and approaches to care delivery  
that  have demonstrated outcomes in  
various patient care metrics. 

From left to right: Remy Bacaicoa, APRN; Abigail Fenstermaker, BSN, RN;  
and Seth Brown, LNA
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Providing Nursing 
Education 

Michelle 
Cammack, 
MSN, RN-BC
Medical practice and research constantly raise new 
questions and provide new answers. One question 
is how do registered nurses (RNs), licensed practical 
nurses (LPNs), Medical Assistants (MAs), Patient 
Service Center staff and administrative staff keep up 
with constant advances in health care? One answer is 
Michelle Cammack.

Cammack, MSN, RN-BC, staff development educator 
for the Community Group Practices (CGPs), works 
with a team to deliver new employee orientation 
and training. That’s just part of her job. She is also 
the nurse planner for the CGPs. In that capacity, she 
develops educational sessions that keep Dartmouth-
Hitchcock (D-H) staff current with best practices. 
Participants also earn the contact hours needed to 
maintain specialty certifications or renew licenses.

“Courses focus on the topics and issues D-H staff 
suggest,” says Cammack. “Our nurse leaders offer 
ideas during meetings, we send surveys to nurses, 
people contact me directly, or I notice education 
needs when I’m out and about.” In 2014, suggestions 
inspired courses including triaging patients with 
mental illness, rabies diagnosis and treatment,  
female pelvic health, concussions, pre-diabetes  
care and effective communication skills. 

New courses are being developed all the time.  
“We are offering a program on legal issues in 
telephone triage in May and are hoping to offer 
allergy testing education as well” says Cammack. 
She finds in-house and outside presenters to deliver 

courses and works with them and the Center for 
Continuing Education in the Health Sciences to 
ensure content is evidence-based, unbiased and 
meets standards for specialty certification and license 
renewal.

Feedback indicates that the training is helping nurses 
improve their practice. “Surveys help us evaluate 
courses and verbal feedback makes it clear the 
information is worthwhile,” says Cammack. “I often 
hear things like ‘I really learned a lot,’ or, ‘I really 
needed that course,’ from participants. Nurse leaders 
report that they use the information to improve or 
create new processes.”

While continuing nursing education is available from 
a number of outside organizations, the benefits of 
D-H delivered programs are many. Participants don’t 
have to pay. Offered on-site, courses are convenient 
and the organization saves on travel expenses. And, 
since most courses are recorded, they are always 
available to all D-H employees. “We don’t want to 
leave anyone out,” says Cammack. ●
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Nikki Crean, RN, center, with Catherine Collier, RN



Creating a Medical Home to Improve  
the Patient Experience

Nikki Crean, RN
Being sick is scary for kids and their parents. Incorrect 
expectations for appointments and long waits for test 
results make the experience even harder. Pediatric 
clinics at Dartmouth-Hitchcock (D-H) Manchester are 
reducing stress and uncertainty to improve the patient 
experience by creating a Primary Care Medical Home 
at the Children’s Hospital at Dartmouth-Hitchcock 
(CHaD) at D-H Manchester.

“A medical home isn’t a building or a place but an 
approach to primary care,” says Nikki Crean, RN,  
clinical nurse supervisor for Primary Care Pediatrics 
and CHaD Specialties in Manchester. “It’s a familiar 
environment. Standardization of processes from 
booking an appointment to checking out is crucial. 
When patients and families know what to expect,  
the experience isn’t as scary.”

Crean describes herself as “passionate” about the 
medical home approach. “When I joined Pediatrics in 
2004, I was immediately immersed and worked with 
great leaders,” says Crean. “I learned how to look at 
structure and think about change management and 
building teams that had the willingness to change.”

Three years ago, Crean began to oversee Manchester 
Pediatrics and CHaD Specialties and put her primary 
care medical home experience to work. “I noticed 
that work was very siloed and we began to implement 
the primary care medical home across functions,” 
says Crean. She involved secretaries, medical 
assistants, registered nurses, licensed practical nurses, 
sonographers, technicians, and providers, to break  
down walls and make sure everyone was invested. 

They began with the basics. “We made sure that patient 
calls were returned within four hours and letters sent 
within two business days,” says Crean. “We put things 
in writing. We had huddles every morning to review 
who was in that day, who was on call, what system 
notifications had changed, that kind of thing. We also 

focused on hiring smart with the goal of staff retention, 
which is crucial for building and maintaining patient 
relationships.”

More recently, the Pediatric Cardiology team worked 
to set and meet reasonable expectations for patient 
visits. “Many patients travel far for our services and 
visit duration is a big concern,” says Crean. As is 
often the case, the answer was found in improved 
communications.

The team now tracks patient appointments using an 
operating room-type scheduling board. “Staff see if a 
patient is waiting and ready, if another staff member is 
delayed, if they can fit one patient in ahead of another,” 
says Crean. “We also gave secretaries a script that 
allows them to fully describe the appointment so that 
patients and families know what to expect when they 
arrive. These were minute changes that are making a 
big difference.”

All those changes are translating into a better patient 
experience as measured through patient satisfaction 
surveys. “Pediatric Cardiology surveys show a 10 percent 
increase in patients who say they would return for care,” 
says Crean. “We’re also seeing a significant increase in 
staff satisfaction.”

With the primary care medical home approach moving 
in the right direction, Crean sees a path for next steps. 
“We should expand the approach to more services,” 
says Crean. “We should increase the use of huddles, 
standardize cancellation and notification processes 
across services, optimize eD-H, our electronic health 
record, and do better pre-visit preparation work to  
make sure patients are ready.”

That’s an ambitious but realistic to-do list. “There’s a 
really fantastic team in place and people are ready to 
talk about these things,” says Crean. “We’ve created a 
solid primary care medical home foundation.” ●
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Finding the Evidence for 
Evidence-Based Nursing  

Ellen Flaherty, 
PhD, APRN, 
AGSF
“Research allows nurses to ask, ‘If we do it this way, 
will we achieve the very best patient outcomes?” says 
Ellen Flaherty, PhD, APRN, AGSF, co-director for the 
Dartmouth Centers for Health and Aging. “Research 
informs and provides the best evidence that will 
improve the care of our patients. ”

Flaherty works to secure grant funding for both 
traditional research and to advance the science 
for improvement through rapid cycle testing. “It’s 
important to participate in long-range studies that 
establish baselines and utilize control groups to test 
the impact of outcomes,” says Flaherty. “Sometimes 
it’s hard to wait five years for results. We need to 
be able to quickly test interventions and develop 
systems change using a quality improvement 
approach to provide the best patient care.”

Depression management research sponsored by 
the Patient Centered Outcomes Research Institute 
(PCORI) is an example of traditional research. 
Dartmouth-Hitchcock (D-H) recently applied to 
be one of 10 institutions in the U.S. testing the 
implementation of an evidence-based protocol 
by visiting nurses in collaboration with Cornell 
University. 

“Depression is strongly linked to service utilization 
and outcomes,” says Flaherty. “When we think about 
Accountable Care Organizations and value-based care, 
it’s important to find ways to reduce a patient’s time in 
therapy and get them back to work and their life.” 

If D-H’s application is accepted, the Center’s team 
will either train visiting and community nurses 
to implement the protocol or act as a control 
group. Data will be collected over five years and 

then analyzed against a baseline to determine the 
effectiveness of the protocol.

A Health Resources and Services Administration (HRSA) 
grant, an extention of the already funded Northern 
New England Geriatric Education Center at Dartmouth, 
has been submitted to fund, in part, rapid-cycle research 
in geriatric care training. "We are providing innovative 
programs for professionals, patients and family 
members,” says Flaherty. “We use the Patient Safety 
Training Center to train nurses and families how to 
care for patients with dementia, run a learning lab that 
uses real patients to teach students about falls, and are 
developing 10-minute videos that guide care givers and 
families through the three stages of dementia.” 

As those programs are administered, they are evaluated 
for quality and impact. For example, Center staff will 
test video effectiveness by looking for associated 
practice changes and improved patient outcomes. Using 
the feedback and evidence they collect, improvements 
are designed and implemented.

Essential for nursing practice, long-range and rapid-
cycle research projects will continue to support 
evidence-based advances at D-H. “Both approaches 
use the same research skills but employ different 
methods for collecting and analyzing data,” says 
Flaherty. “Our research will generate new knowledge 
while testing will help us make faster improvements 

Focus On:
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Having a nurse or other health care provider who  
is a good listener can make a big difference in a 
patient’s experience. By tuning out distractions,  
they can sharpen their focus and fully understand 
what patients are saying and how they are feeling. 
This care and concern helps to make patient visits 
less stressful and more productive.

These are some of the skills learned in Active 
Listening, one of four communication classes 
taught by Jaylee Cohen, BSN, RN, staff educator 
at Dartmouth-Hitchcock (D-H) Manchester. “We 
all know how fast-paced health care is these days, 
and being able to stop, really listen and make that 
connection with patients is key to having them feel 
that they are being heard and that their needs are 
being met,” explains Cohen. 

Learning how to become a better listener, and a 
better communicator in general, is not just  
beneficial to patient and caregiver interactions.  
“It’s an important part of interacting well with  
others and developing good working relationships, 
whether you’re a nurse, a secretary, a server in the 
café or a coder,” she says. “That’s why we offer  
classes like Principles in Communications to all  
D-H staff.”

Cohen has worked in many different care 
environments during her 34 years in nursing, but  
has “always loved the training aspect of nursing—
from patient education to being a preceptor to  
other nurses,” she says. “I’ve been very lucky in my 
career to be able to pursue this passion in various 
roles. To see the ‘light bulb’ go on for someone that 
I’m training is such a rewarding aspect of my work.  
I really enjoy making the learning experience fun!” 

Cohen now devotes all of her time to being a  
staff educator, as part of D-H’s new Department 
of Learning and Leadership Development. “In the 
past, our classes have been in the Community 
Group Practices,” she says. “Now we’re looking at 
expanding—it’s exciting to think about how we can 
help to serve the needs of the whole organization.” ●

The Power of Listening Well  

Jaylee Cohen,  
BSN, RN 

Focus On:
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AWARDS

Lindsay Bergmann, BSN, RN, 
received the Claire Martin 
Memorial Scholarship from 
the New Hampshire Nurse 
Practitioner Association.

Lynn Feenan, MSN, RN, AE-C, 
received the Mary M. Kontos 
Care Champion Award 
from the Cystic Fibrosis 
Foundation. 

Daisy Goodman, CNM, 
WHNP-BC, DNP, MPH, 
received the Leadership 
Award from The Dartmouth 
Institute for Health Policy  
and Clinical Practice.  

Daisy Goodman, CNM, 
WHNP-BC, DNP, MPH, 
received the VA Quality 
Scholars Fellowship 
from the Veteran’s Health 
Administration.

Michael Raymond, RN, 
was named a Diplomate 
for the American Board 
of Medicolegal Death 
Investigators. 

PROFESSIONAL 
ACTIVITIES

Lindsay Bergmann, BSN, RN
• Member, Sigma Theta Tau 

International Honor Society 
of Nursing

 
Michelle Buck, MSN, RN
• Member, American College 

of Healthcare Executives

Pauline Burton, RN, CDE
• Member, American 

Association of Diabetes 
Educators

• Member, Granite State 
Diabetes Educators

Deborah Cantlin, BSN, RN
• Member, Sigma Theta Tau 

International Honor Society 
for Nursing

• Member, Practice and 
Education Committee,  
New Hampshire Board  
of Nursing

• Member, New Hampshire 
Nurses Association

• Member, American  
Nurses Association

• Member, Oncology  
Nursing Society

Janet Caroll, RN, CEN, 
SANE-A
• Member, International 

Association of Forensic 
Nursing

• Member, Emergency Nurses 
Association

Karen Clements, BSN,  
MBA, RN, FACHE
• President-Elect and 

Education Chair,  
American College of 
Healthcare Executives

Laurin Comeau, BSN, OCN
• Member, Oncology Nursing 

Society
• Member, Infusion  

Nurses Society

Mary Coutermarsh,  
MSN, RN, VA-BC
• Secretary, Association for 

Vascular Access Membership 
Committee

Amy Curley, MSN, RN, CEN
• Vice President, Vermont 

State Nurses Association
• Member, Board at 

Large, Sigma Theta Tau 
International Honor Society 
of Nursing, Vermont Chapter

Susan D’Anna, MSN, APRN
• Member, American 

Association Heart  
Failure Nurses

Mariel Day, BSN, RN, CCRN
• Member, American 

Association of Critical  
Care Nurses

Lisa Davenport, RN, CCRN
• Member, American 

Association of Critical  
Care Nurses

• Member, New Hampshire 
Nurses Association

Teresa Didehbani, RN
• Member, American Society 

for Apheresis

Stacey Fennelly, MS, RN, 
CCM
• Member, Case Management 

Society of America

Paulette Fraser, MSN, RN-BC
• Member, Workgroup 

to revise the Scope and 
Standards of Nursing 
Informatics, American 
Nurses Association

Stacia Ghafoori, RN, CCRN
• Member, American 

Association of Critical  
Care Nurses

Daisy Goodman, CNM, 
WHNP-BC, DNP, MPH
• Member, American  

College of Nurse Midwives
• Associate Provider Member, 

American Society of 
Addiction Medicine

Debra Hastings, PhD, RN-BC
• Member, Education 

Committee, NHNA/
Northeast Multi-State 
Division of ANA

• Member, New Hampshire 
Domestic Violence Fatality 
Review Committee, New 
Hampshire Department 
of Justice, Office of the 
Attorney General

Megan Howe, BSN, RN, OCN
• President-Elect, Oncology 

Nursing Society, NH/VT 
Chapter 

Dorothy Mullaney, MSN, 
APRN, DNP
• Member, Neonatal Nurse 

Practitioner Quality Metrics 
Task Force, National 
Association of Neonatal 
Nurses

• AANP Future Leaders 
Program, American 
Association of Nurse 
Practitioners 

Paula Johnson, MSN, DA, RN
• Member, American Nurses 

Association
• Member, New Hampshire 

Nurses Association
• Member, Association 

for Nursing Professional 
Development

• Member, Sigma Theta Tau 
International Honor Society 
for Nursing

• President, Board of 
Directors, Colby-Sawyer 
College Nursing Honor 
Society

Christine Lesh, BSN, RN, 
OCN
• Member, Oncology Nursing 

Society
• Member, Phi Kappa Phi

Kim Maynard, BSN, RN, OCN
• Treasurer, Oncology Nursing 

Society, Local Chapter

Buffy Meliment, BSN, RN
• Member, Institute for 

Healthcare Improvement

Lindsay Morse, MSN, RN,  
ACM
• Certified Case Manager, 

American Case Management 
Association

Christopher O’Connell, MSN, 
RN, CCRN, CEN, CFRN, 
CTRN
• Colonel, United States Army 

Reserve
• Hospital Commander 405th 

Combat Support Hospital 
• Participant, Medical 

Readiness Training  
Exercise (MEDRTE) in 
Ghana, West Africa to train 
the Ghanaian Army  
in trauma care

Margaret Plunkett, MSN, 
APRN, PMHCNS 
• Treasurer and Member, 

International Society of 
Psychiatric-Mental Health 
Nurses

• Member, American Nurses 
Association

• Member, American 
Psychiatric Nurses 
Association

• Contributor, Psychiatric-
Mental Health Nursing 
Scope and Standards of 
Practice, 2nd ed, American 
Nurses Association

Meghan Poperowitz, BSN, 
RN-BC, CHPN
• Member, Hospice and 

Palliative Care Nursing 
Association

Cathy Pratt, RN, CCTC
• Member, Operations 

Committee, National Kidney 
Registry

Lori Profota, DNP, RN, NE-BC
• Committee Member, 2015 

Scope and Standards of 
Nursing Practice Revision 
Workgroup, American 
Nurses Association

Maureen Quigley, APRN
• Chair, Integrated Health 

Education, American Society 
of Metabolic and Bariatric 
Surgery

Mary Catherine Rawls, MSN, 
RN-BC
• Member, American Nurses 

Association
• Member, New Hampshire 

Nurses Association
• Member, National 

Association of Orthopaedic 
Nurses

• Member, Evidence-Based 
Practice and Research 
National Committee

Maureen Stannard, BSN, RN, 
OCN
• Member, Oncology Nursing 

Society, Local  
and National

Grace St. Pierre, BSN, RN-BC
• Director-at-Large, Board of 

Directors, New Hampshire 
Nurses Association

Lisa Stephens, MSN, APRN, 
ACHPN
• Member, Hospice and 

Palliative Nurses Association
• Member, Clinical User Panel, 

Measuring What Matters 
Task Force of the AAHPM 
Quality & Practice Standards 

Krista Provost-Tate, BSN, RN
• Member, American Nurses 

Association
• Member, New Hampshire 

Nurses Association

Katherine M. Williams, BSN, 
RN, ACM
• Member, American  

Nurses Association
• Member, Vermont State 

Nurses Association
• Member, American Case 

Management Association

Conrad Worrell, RN, CGRN
• Board of Directors, The 

Society for Gastroenterology 
Nurses and Associates

• Board Liaison, Legislative 
Health Care and Public 
Policy Committee

• Member, Health Care Public 
Policy Committee, American 
Society for Gastroenterology 
Endoscopy

PUBLICATIONS 

Akerman, S., Goodman, 
D. (2014). Treating opioid 
use disorders in pregnant 
women: are we doing enough? 
Newsletter of the American 
Association of Addiction 
Psychiatry

Brown, J.R., Solomon, R.J., 
Sarnak, M.J., McCullough, 
P.A., Splaine, M.E., Davies, L., 
Ross, C.S., Dauerman, H.L., 
Stender, J.L., Conley, S.M., 
Robb, J.F., Chaisson, K., Boss, 
R., Lambert, P., Goldbery, D.J., 
Lucier, D., Fedele, F.A., Kellett, 
M.A., Horton, S., Phillips, 
W.J., Downs, C., Wiseman, 
A., MacKenzie, T. (2014) 
Reducing contrast-induced 
acute kidney injury using a 
regional multicenter quality 
improvement intervention. 
Circulation: Cardiovascular 
Quality Outcomes, 7, 693-700.

Chaisson, K., Sanford, M., Boss 
Jr., R. A., Leavitt, B. J., Hearne, 
M. J., Ross, C. S., Duquette, 
D., Likosky, D.S., Horton, S.R., 
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O’Connor, G.T., Malenka, D. 
J. (2014). Improving patients' 
readiness for coronary artery 
bypass graft surgery. Critical 
Care Nurse, 34(6), 29-36.

Chen, Jasper J., Blanchard, 
Michele A., Finn, Christine 
T., Plunkett, Margaret L., 
Homa, Karen, Fournier, 
Debra A., Gregoire, James F., 
Handley, Miranda M., Stedina, 
Elizabeth A., Suresh, Gautham 
K., Nugent, William C. 
(2014). A clinical pathway for 
guardianship at Dartmouth-
Hitchcock Medical Center. 
Joint Commission Journal of 
Quality and Patient Safety, 
40(9), 389-397. 

Corum, V., & Carroll, J. 
(2014). Forensic analysts' 
perspectives: sexual assault 
kits under the microscope. 
Journal of Forensic Nursing, 
10(1), 50-57.

D’Anna, S. (2014). Worsening 
renal function in the 
hospitalized patient with 
heart failure. The Connection, 
39(9), 9.

Didehbani, T.S., Martin, 
C.B., Hofmann, C., Dunbar, 
N., Szczepiorkowski, Z.M. 
(2014). A nursing educational 
tool to improve quality of 
care in patients receiving 
extracorporeal photopheresis. 
Journal of Clinical Apheresis, 
29(1), 19.

Lam, D.H., Dhingra, 
R., Conley, S.M., Kono, 
A.T. (2014). Therapeutic 
hypothermia-induced 
electrocardiographic changes 
and relations to in-hospital 
mortality. Clinical Cardiology, 
37,(2), 97-102. 

Logan, B.A., Correira, K., 
McCarthy, J., Slattery, M.J. 
(2014). Voiding dysfunction 
related to adverse 
childhood experiences and 
neuropsychiatric disorder. 
Journal of Pediatric Urology, 
10(4), 634-638.

Maynard, K. (2014). 
Administration of blood 
components. In M. Fung, 
B. Grossman, C. Hillyer, 
Westhoff, C.M. (Eds.), 
Technical Manual. Bethesda, 
MD: AABB.

Mullaney, D.M., Edwards, 
W.E., DeGrazia, M. (2014). 
Family-centered care during 
acute neonatal transport. 
Advances in Neonatal Care, 
14(5S), S16-S23. 

Shlosser, H. (2014). Clinical 
prevention-hypertension 
group healthcare visits. In 
B. Anderson, J. Knestruck, 
R. Barraso (Eds.), Exemplars: 
Excellence in practice. New 
York, NY: Springer Publishers

Stephens, L. (2014). Palliative 
care clinic. In B. Ferrell, P. 
Coyne and C. Dahlin (Eds.), 
Oxford textbook of advanced 
practice palliative nursing. New 
York, NY: Oxford University 
Press.  

PODIUM AND POSTER 
PRESENTATIONS

Albert, D., Kulcsar, 
Z., Merrihew, K. Tele-
Rheumatology Experience at 
Dartmouth. NNY Tele Health 
Summit. Meredith, NH. 
(November)

Aldrich-Walton, A. CPM Track: 
Collective Farming to Create 
Sustainable Care Plans. Epic 
User Group Meeting. Verona, 
WI. (September)

Aldrich-Walton, A. Ensuring a 
Safe Sleep Message Across the 
Continuum. Optimizing Our 
Interactions with Families with 
Substance Abuse Disorders. 
Lebanon, NH. (November) 

Casarett, D., Norton, S., 
Rotella, J., Herr, K., Makowski, 
S., Carty, M., Stephens, L., Ast, 
K., Lupu, D. Measuring What 
Matters: Recommended Quality 
Measures for Palliative Care 
Programs. American Academy 
of Hospice and Palliative 
Medicine and Hospice and 
Palliative Nurses Annual 
Assembly. San Diego, CA. 
(March)

Comeau, L. Infusion Safety 
for Monoclonal Antibodies. 
2014 National Academy of 
Infusion Therapy and One 
Day Program. Atlanta, GA. 
(November)

D’Anna, S. Atrial fibrillation: a 
brief review and “what’s new?” 
Northeast Regional Nurse 
Practitioner Conference. 
Manchester, NH. (May)

Didehbani, T. A Nursing 
Educational Tool to Improve 
Quality of Care in Patients 
Receiving Extracorporeal 
Photopheresis. American 
Society for Apheresis and 
World Apheresis Association 
Joint Conference. San 
Francisco, CA. (April)

Dowling, M. Growing New 
Wound Documentation 
Standards. Epic User Group 
Meeting. Verona, WI. 
(September)

Feenan, L. The Nuts and 
Bolts of Cystic Fibrosis. North 
American CF Foundation 
Conference. Atlanta, GA. 
(October)

Fraser, Paulette. ANA Scope 
and Standards for Nursing 
Informatics. Summer Institute 
in Nursing Informatics. 
Baltimore, MD. (July)

Gallup, X. Nursing 
Management of COPD/
Asthma in the HIV Patient. 
HIV Regional Conference. 
Lebanon, NH. (May)

Gallup, X. Respiratory 
Medications: Surfing the 
Insurance Tidal Wave. 
Southern NH Area Health 
Education Center Annual 
Asthma Conference. Concord, 
NH. (May)

Goodman, D. Caring for 
Mothers with Opioid Use 
Disorders: A Collaborative 
Model. ACOG/AWHONN 
Regional Conference. 
(October)

Goodman, D. Improving 
Quality of Care for Pregnant 
Women with Substance Abuse 
Disorders. Guest Lecturer, 
MGH Institute for Health 
Professions (July)

Goodman, D. Integrating 
Substance Abuse Screening, 
Brief Intervention and Referral 
for Treatment in Maternity 
Care. Poster Presentation. 
Academy for Healthcare 
Improvement. (May)

Goodman, D. Screening for 
Substance Abuse Disorders in 
Women’s Health. American 
College of Nurse Midwives’ 
National Conference. (May)

Goodman, D. Integrating 
SBIRT in Obstetrical Care. 
Poster Presentation. Academy 
for Healthcare Quality 
Improvement National 
Conference. (May)

Hastings, D. Continuing 
Nursing Education/Nursing 
Professional Development. 
Working Together for the 
Future of Nursing Education 
in Haiti. Nursing Education 
Collaborative for Haiti 
(Cooperative des Infirmières 
en éducation pour Haïti).
Pétion-Ville, Haiti. (November)

Hayes, F. Increasing Awareness 
of Advance Care Planning 
Within a Community Setting. 
21st National Evidence-
Based Practice Conference: 
Promoting Patient Decision 
Making with EBP. Iowa City, 
IA. (April)

Howe, M. Infusion Safety 
for Monoclonal Antibodies. 
Northeast Regional 
Hematology Oncology 
Pharmacists Symposium. 
Burlington, MA. (October)

Howe, M., Olson, A. 
Improving Cross-Departmental 
Oncology Nursing with the 
Lean Six Sigma Model. Poster 
Presentation. Northern New 
England Clinical Oncology 
Society Annual Meeting. 
Bretton Woods, NH. 
(October)

Howe, M., Davis, M., 
DeMatteo, G. Development 
of a Nursing-Led Resident 
Orientation Program to 
Enhance Teamwork. Poster 
Presentation. Oncology 
Nursing Society Annual 
Congress. Anaheim, CA. (May)

Knowlton-Soho, S. The 
Influence of Culture and 
Diversity on the Conversation. 
The 19th Annual NHHPCO 
Conference: A Conversation 
for Everyone. Common Goals, 
Individual Perspectives. 
Bedford, NH. (November)

Meliment, B., Hicks, A. 
Moving NAS from the NICU 
to the Pediatrics Unit: a QI 
Project Aimed at Improving 
Care and Decreasing Nursing 
Hours Per Patient Day. Poster 
Presentation and Whistle 
Stop Tour. Vermont Oxford 
Network Conference, 
Chicago, IL. (November)

Murray, T.L., Stout, J.A. 
Developing Staff Nurses as 
Skills Ambassadors. Association 
of Nursing Professional 
Development Annual 
Convention. Orlando, FL. 
(July)

O’Connell, C. Army Nursing 
and Deployments. Norwich 
University Student Nursing 
Association. Northfield, VT. 
(March)

Ptak, J., Hartford, A., Buckey, 
J. HBO Treatment Outcomes 
from Patients with Brain 
Radionecrosis Following 
Stereotactic Radiosurgery. 
Undersea & Hyperbaric 
Medical Society 2014 Annual 
Scientific Meeting. St. Louis, 
MO. (June)

Ptak, J., Toutain-Kidd, C., 
Mackenzie, G., Zegans, M., 
Buckey, J. Adjustable Lens 
Eyeglasses for Visual Changes 
Associated with Hyperbaric 
Oxygen Treatments. Undersea 
& Hyperbaric Medical Society 
2014 Annual Scientific 
Meeting. St. Louis, MO. (June)

Ptak, J., Walsh, D., Buckey, J. 
Hyperbaric Oxygen Treatments 
for Improving Stump Salvage 
after Above the Knee 
Amputation in Patients with 
Several Unreconstructable 
Vascular Disease. Undersea & 
Hyperbaric Medical Society 
2014 Annual Scientific 
Meeting. St. Louis, MO. (June)

Ptak, J., Buckey, J. The 
Hyperbaric Registry: Progress 
and Challenges. Northeast 
Chapter Undersea & 
Hyperbaric Medical Society 
2014 Annual Meeting. Quincy, 
MA. (October)

Shlosser, H., Calloway, S. The 
Nuts and Bolts of Delivering a 
Mental Health Resrouces Action 
Plan by NP Students. National 
Organization of Nurse 
Practitioner 40th Annual 
Meeting. Denver, CO. (April)

Stephens, L. Dying in America: 
Palliative Care and Hospice. 
American Association of 
Professional Coders, Lebanon 
Chapter. Lebanon, NH. 
(February)

CERTIFICATIONS
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