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MNORN Delegation will  address practice issues this month at the                     
ANA Membership Assembly in Washington DC 

During Membership Assembly, representatives will be meeting with Members of Congress on 
Capitol Hill; voting on issues of governance; electing new officers for ANA; and discussing 
and advising the ANA Board on practice issues through a series of dialogue forums. . Our 
delegation will report on the outcomes of Membership Assembly at the July Member 
Meeting (date to be determined).  

Members of this year’s delegation: Cami Peterson-DeVries, Nicholas Churchill, Christy Waltz, 
Seth Schweiger, and Tiira Washington. Also attending will be Jennifer Tucker, Stephanie 
Witwer, and Kathi Koehn.  

Here are the dialogue forum topics we will be addressing:  

Dialogue Forum #1: Establishing a National Framework for the Prevention Reporting 
Accountability of Incivility Bullying Across Nursing Education Practice Settings 

Overview: 
Incivility and bullying are pervasive, well-documented threats across both nursing education 
and practice settings. Despite ANA’s revised 2025 Position Statement onWorkplace Violence 
(American Nurses Association, 2025a), no unified national policy framework addresses 
nursing students’ well-being alongside protections for the practice environment. This gap 
leaves nursing students, who represent the foundation of the profession’s future workforce, 
without consistent, enforceable protections during their most vulnerable period of 
professional formation. This proposal asks ANA to establish a prevention-focused 
coordinated national framework that treats education and practice not as separate 
domains but as a continuum that requires aligned behavioral standards, accountability 
mechanisms, and support infrastructure. 

Dialogue Forum #2:  Nurses Leading Health Care Sustainability 

Overview: 
Nurses must lead health care sustainability initiatives because their ethical mandate, 
clinical expertise, and trusted community presence uniquely position them to drive 
meaningful change at the intersection of human health, environmental health, and equity. 
As the largest segment of the health care workforce and the professionals most 
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consistently engaged with patients and communities, nurses are both witnesses to and 
responders to the health consequences of environmental degradation, climate change, 
and unsustainable health care practices. 

Provision 10.3 of the ANA Code of Ethics for Nurses affirms that “nursing advances a vision of 
a good and healthy global society through sustainable environmental practices” (American 
Nurses Association [ANA], 2025). This provision recognizes that health is inseparable from the 
conditions in which people live, work, and heal, and that 
environmental harms disproportionately affect marginalized communities. When nurses 
lead health care sustainability initiatives—such as reducing health care waste, advocating 
for climate-smart health care, or promoting responsible resource use, they operationalize this 
ethical vision into concrete system-level change. 

Nurse leadership in sustainability directly supports ANA Strategic Goal 3 by fostering 
inclusive engagement and strategic partnerships. Nurse leadership in health care 
sustainability initiatives requires collaboration across disciplines, sectors, and 
communities, including administrators, clinicians, supply chain leaders, policymakers, 
and community organizations. Nurses bring a holistic, equity-centered lens to these 
partnerships, ensuring that health care sustainability strategies protect patients, workers, 
and vulnerable populations while advancing community well-being. By centering frontline 
perspectives and lived experience, nurse-led efforts strengthen engagement among nurses 
themselves, empowering them as change agents rather than passive recipients of top-
down mandates. The ANA Nursing Scope and Standards of Practice (2021), particularly 
Standard 18 on Environmental Health, further reinforces the need for nurse leadership. 
Nurses who lead health care sustainability efforts and advocate safer 
purchasing practices that reduce harmful exposures and reduce waste are advancing both 
patient safety and long-term population health. 

Dialogue Forum #3: Integrating Cannabis Nursing Competencies Through Education and 
Policy to Advance Patient Safety and Compassionate Care in Practice 

Overview: 
This proposal addresses the critical intersection of nursing education, clinical practice, 
and health policy in response to the increasing use of cannabis for therapeutic purposes 
across the United States (Congressional Research Service [CRS], 2023). Cannabis is widely 
utilized by patients for symptom management in a variety of acute and chronic conditions, 
including pain, cancer-related symptoms, neurological disorders, and palliative care needs 
(Bryan, 2025; Centers for Disease Control and Prevention [CDC], 2025; National Academies 
of Sciences, Engineering, and Medicine [NASEM], 2017). Despite this growth, corresponding 
advancements in nursing education, institutional policies, and regulatory frameworks have 
not progressed proportionately. 
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In 1996, California became the first state to permit the medical use of cannabis. As of 
March 1, 2026, 40 states, the District of Columbia, Puerto Rico, Guam, and the U.S. Virgin 
Islands have enacted comprehensive medical cannabis laws. An additional eight states 
allow limited-access cannabis use, typically restricted to low-THC or cannabidiol (CBD) 
products. Many states have also enacted adult-use cannabis policies, further contributing to 
a complex and evolving regulatory environment for health care providers and patients 
(CRS, 2023). While the legal landscape continues to evolve rapidly, a small number of 
jurisdictions still prohibit medical cannabis use entirely (CRS, 2023). 

As a result, nurses are frequently placed in complex clinical situations without the 
foundational knowledge, institutional support, or policy guidance necessary to provide 
safe, ethical, and evidence-informed care. These gaps have significant implications for 
patient safety, nursing practice, and health care equity. 

Grounded in the Code of Ethics for Nurses (American Nurses Association [ANA], 2025), this 
proposal affirms nursing’s ethical obligations to practice with compassion; prioritize 
patient-centered care; and advocate for the health, safety, and rights of individuals and 
communities. Nursing also has a responsibility to advance knowledge, inform policy, and 
address health inequities through leadership and advocacy (ANA, 2025). Integrating 
cannabis nursing competencies with compassionate care policies represents a unified 
approach to addressing current gaps in practice (Parmelee, 2025; Parmelee, 2022). 

********************** 

MNORN’s submission for a possible dialogue forum topic this year was “Economic 
Value of Nurse Faculty: insufficient faculty pay and its impact on the nursing shortage.” This 
was the second year MNORN submitted this topic. This year it was submitted with support 
from the following states: Arkansas, Connecticut, Illinois, Kentucky, Montana, New Jersey, 
New Mexico, and Wisconsin.  

Overview of our proposal: 
It is well known that nurse faculty, while requiring the highest levels of education, are paid 
much less than other nurses with similar education. Average CRNA pay nationally this year is 
$185,126; average APRN pay is $129, 480. The average salary for a staff nurse is around 
$88,000 a year, which is about $43.00 per hour. Average nurse faculty pay this year in the US 
is $80, 623, which is about $39.00 per hour. Looking at the numbers, it is easy to explain why 
there is such a shortage of nurse faculty. Appropriate compensation is about fairness and 
respect - and. at the end of the day, the ability to pay the bills! 
  
While professional nursing organizations have been aware of the issues of low faculty 
salaries, our solutions have been, for the most part, limited to faculty loan repayments and 
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grants. This helps nurse faculty with education requirements but does not address the needs 
they have for an increased salary.  
  
In 2024, the American Nurses Association endorsed H.R. 7002, the Nurse Faculty Shortage 
Reduction Act, which aimed to address the shortage of nurse faculty by providing three-
year grants to augment the salaries of nurse faculty who have been in their positions for two 
years or less. At the conclusion of the three-year period, the Secretary shall report on the 
impact of the program on the recruitment and retention rates of nursing faculty, as data 
allows, specifically for each participating faculty member. The report should also provide 
recommendations and considerations for Congress regarding the continuation of the 
program under this section through the Medicare program pursuant to title XVIII of the Social 
Security Act. This bill was introduced 13 months ago and by year’s end, only had twenty-
eight co-sponsors. It is unlikely to make headway in Congress in 2025, and it only addresses 
the salaries of the newest nurse faculty members. 
  
There is a critical need to re-examine nurse faculty pay through the lens of nurse shortage. 
ANA has conducted extensive research on the economic value of nurses over an extended 
period. A similar study on the economic value of nurse faculty could inspire new and 
innovative solutions. These solutions may be in the form of public/private partnerships; state-
based initiatives such as  the Nurse Faculty Fellowship program in Maryland and joint 
appointments between academia and practice.  
  
It is evident that the shortage of nursing faculty is largely attributable to the fact that their 
salaries are lower than what they could earn in other positions. The solution to this issue 
remains unclear. Therefore, it is important that we consider both national and state-level 
strategies to address this problem effectively. 

***************** 

While the MNORN dialogue forum topic was not selected, ANA is now advocating for 
increased faculty pay strategies through the Nurse Faculty Shortage Reduction Act (H.R. 
7279/S. 3707). This bill would address the pay disparity between clinical nurses and nursing 
faculty ( briefing paper from AACN ). We hope that ANA will also become a clearinghouse 
for states to share information about the innovations being created at the state level to 
address this issue.  
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Call for Nominations: ANA Appointed Positions (May 8 – July 6) 
- There is still time to apply for these positions! 

The American Nurses Association (ANA) is pleased to announce the opening of the 2026 
Call for Nominations for appointed positions across its subsidiary units and standing 
committees. 

ANA invites qualified members to submit nominations for the following structural units and 
standing committees: 

STRUCTURAL UNITS 
• ANA-PAC Board of Trustees 
• Center for Ethics and Human Rights Advisory Board 

STANDING COMMITTEES 
• Committee on Bylaws 
• Committee on Nursing Practice Standards 
• Minority Fellowship Program National Advisory Committee 
• Professional Policy Committee 

These appointed roles offer ANA members the chance to support the association’s mission, 
strengthen organizational governance, and influence the future of nursing practice, ethics, 
policy, and leadership. 

Members interested in serving are encouraged to review the structural unit and committee 
profiles available on this page and submit a nomination through the official portal. 

Deadline: Nominations must be received by 11:59pm ET, Monday, July 6, 2026. 
For questions or additional information, please contact: aneappointments@ana.org 
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Remembering Diane Carlson Evans and the Vietnam Women’s Memorial Project  

 

Diane Carlson Evans was born Diane Althea Carlson in Buffalo, 
Minnesota, on November 10, 1946.[1] She was raised on a dairy farm in 
rural Minnesota and graduated from nursing school in Minneapolis, 
Minnesota. Upon graduation, she joined the Army Nurse Corps and 
served in Vietnam, at age 21, in 1968–1969. She served in the burn unit of 
the 36th Evacuation Hospital in Vung Tau and at Pleiku in the 71st 
Evacuation Hospital, 30 miles from the Cambodian border in the Central 
Highlands, just 10 to 20 minutes by helicopter from the field. Including her 
one year in Vietnam, Carlson Evans completed a total of 6 years in the 

Army Nurse Corps. 

Details of her death from her obituary: . “Diane Althea Carlson Evans, 79, of Helena, Mont., 
passed away peacefully on May 20, 2026, after a long and courageous battle against 
cancer.” The Washington Post names the cancer as a rare one, linked to exposure to Agent 
Orange.  

In 1982, following the dedication of the statue of three soldiers at the Vietnam Veterans 
Memorial in 1984, Carlson Evans founded the Vietnam Women's Memorial Project, to honor 
the service of American military women who served during the Vietnam War era.  This 
project took years of advocacy to come to fruition.  

As we honor the life of Diane Carlson Evans, we can read her telling us her story of the years-
long struggle to bring the Vietnam Women’s Memorial to its place near the Vietnam 
Memorial on the National Mall.  

In her own words: The Fight for the Vietnam Women's Memorial 

By Diane Carlson Evans 

I can still envision looking out on the hospital ward and seeing 
the rows of beds covered with olive green malaria netting. 

I can see myself walking softly past the patients in blue 
pajamas. I can hear subdued cries of pain and can still smell 
the heated stench of pseudomonas and jungle compost. 

June MNORN newsletter 6



MNORN Newsletter June 2026

I can see patients watching my movements. Some need my attention and signal for me to 
come to their side. Others turn their faces to the wall. I believe that all are reassured and 
comforted knowing that there are American nurses near them through the night, in the 
morning when they awake, and in their memories when returning to the field. They know 
they may return here to the only place in Vietnam where there is a glimmer of hope and 
some sanity in the combat zone. 

Yes, war is hell, and this hellishness explains some of the things people do when caught up in 
it. When I looked into the eyes of some of these soldiers, I did not see the devil. Their eyes 
were gone to other places. They had seen and done unspeakable things and I knew they 
were not the same boys who left home. 

* * * 
My vision to place a women’s memorial on the National Mall came after attending the 
Vietnam Veterans Memorial dedication in 1982. Touching those names etched on the 
granite walls brought out a flood of long-submerged feelings. I came face-to-face with 
Vietnam for the first time since returning home in 1969, and there was no turning back. 
Photo credit DOD photo 

I believed the Wall was perfect. But like the Vietnam War itself, there were conflicting views 
about the design. Some called it the “black gash of shame.” 
In 1983, I learned there would be a compromise to satisfy the opposition. A bronze 
monument was commissioned portraying three male soldiers. It was dedicated next to the 
Wall the following year. Standing by the Wall at that time, I overheard a female Army nurse 
who served in Vietnam say, “Nobody gives a damn in this country about what we did over 
there.” I was struck by her sense of rejection from our nation. Her lack of hope. Her anger 
and bitterness. I took her name and phone number. 

On its own, the Wall designed by Maya Lin recognized the service of Americans across 
gender lines. Lin designed the perfect, inclusive memorial for Vietnam veterans. The 
addition, however, of the Fredrick Hart-designed statue compromised the inclusive nature of 
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“We were brave because we didn’t know any better,” she 
says. “We were thrown into this situation.” She often 

entered wards with up to 65 beds, each one occupied by 
a soldier in need of help. 

“We were understaffed and short on supplies,” she says. 
“We had to improvise to do everything we could. We 

didn’t run away and hide. We were there to save lives.”
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Lin’s design. His portrayal of men left an exclusion of women in the figurative public memory 
of the war and misrepresented the full contribution of military and civilian personnel. 

Women’s service during the Vietnam era was virtually unknown in our country, as were the 
emotional wounds they carried that were yet to heal. 

I called the nurse I met at the dedication to talk about the idea for a women’s memorial. 
She told me it was an impossible dream, given the hostility shown toward Vietnam veterans 
and lack of awareness that women served. She said she didn’t need a memorial and had 
no interest in helping me. 

While these women soldiers were known to the people whose lives they touched, I realized 
that they were complicit in the collective silence. They were silent and invisible veterans 
here at home. They were omitted from artwork, the media, history books, articles, movies, 
accolades, and memorials. They were not telling their stories because no one would listen. 
They were suffering in silence, and suffering rejection from our national leaders and our 
nation itself. 

After spending time reflecting on my Vietnam experience and its aftermath, the need to 
share my story took over. I’d hidden my service with silence and I couldn’t hide it any longer. 
I was extremely proud of women in military service and had to find my voice. I was aware of 
the stereotypes and myths—too often negative—surrounding these women. 

* * * 

If asked if there was a pivotal moment—or thunderbolt from the sky—directing me on this 
life-long journey, I would have to say no. My life in the Army Nurse Corps during the Vietnam 
War is my vantage point. I was wounded—not physically, but psychologically. The blood of 
heroes that passed through my hands during that turbulent war flashed back to haunt me, 
driving me to tell their story and the story of the women who cared for them. I had no idea 
how I would do it, but something powerful was stirring. 

Those of us who went to Vietnam practiced a lifetime of nursing in our yearlong tour of duty. 
We were the young caring for the young. The average age of the wounded soldier in 
Vietnam was just over 19. I was 21. The average age of a nurse was 23. 

There were 265,000 women who volunteered to serve during this divisive and unpopular war. 
More than 10,000 women went to Vietnam. Approximately 90 percent of those were nurses. 
There were 350,000 men and women who were wounded in the conflict. Eight female nurses 
died. More than 50 civilian women died in Vietnam. It was about more than numbers. It was 
about their enormous contribution. We set out to honor them all. 
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* * * 
I founded the Vietnam Women’s Memorial Project in 1984. We faced an arduous approval 
process before three federal regulatory agencies in Washington. It was a formidable effort 
undermined by the agendas of others who set out to defeat it. This was a first in American 
history—-a campaign to establish a monument on the National Mall which would recognize 
the contributions of military and civilian women in support of the armed forces. 

Fierce opposition arose as the public became aware an addition to the Vietnam Veterans 
Memorial had been proposed. Our proposal captured the interest of influential newspaper 
art critics who vehemently opposed additions to the Vietnam Veterans Memorial. Other 
powerful figures in Washington claimed the role women played in Vietnam did not deserve 
recognition and that their service was not worthy of a monument on the Mall. 

Often, backlash is evidence that one’s efforts are paying off. We felt we must be doing 
something right to be so important as to evoke all kinds of irrational responses. The general 
reception, if not indifferent, was hostile. The wounds of Vietnam—national and private—
became another battle for us to face. 

We had no support for a sculpture when we first went before the Commission of Fine Arts in 
1987, and our request for a site at the Vietnam Veterans Memorial was rejected. The 
commission said the memorial was closed to addition. 

Immediately following the hearing, hundreds of opinions about our quest were published in 
newspapers—more against the idea than in favor of it. Our phone began ringing off the 
hook. One call was from a producer at 60 Minutes. Reporter Morley Safer wanted to know if 
it was true that nurses had been equated with the Canine Corps at the hearing. The 
chairman of the commission, J. Carter Brown, had postulated there would be a 
ghettoization of the Vietnam Veterans Memorial, and that if they allowed an addition 
honoring women, the Canine Corps would also want an addition. 60 Minutes subsequently 
aired our story with Safer interviewing five nurses who served in Vietnam. This helped turn the 
tide for the Vietnam Women’s Memorial Project. 

The opposition became unrelenting. 

The Indianapolis News compared adding a statue of a woman at the Vietnam Veterans 
Memorial to adding Elvis Presley to Mt. Rushmore. 

The shadow of Vietnam haunted me personally, the nonprofit I had founded, and cast 
every Vietnam veteran—and America as a whole—in a hallucinatory fog of denial and 
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defiance. It would do this until we started talking and stopped fighting the war over and 
over. 

* * * 
For me, building a monument to recognize women was a matter of honor, a validation of 
the worth of women, the worth of their contribution, the need to learn from them and see 
them as mentors, role models, and leaders. It was also a matter of healing our nation. Later, 
that became my argument before Congress and three federal commissions. The more 
illogical, unreasonable press we got, the deeper we dug in. Ultimately, after two years 
lobbying for specific legislation, Congress voted unanimously, agreeing that the Vietnam 
Veterans Memorial site was the appropriate place to honor women Vietnam veterans. 

In the end, despite the adversaries and all the setbacks, the major factor in getting the 
memorial built was the support galvanized from American citizens, especially from male 
veterans. I didn’t realize how much the memorial meant to them, but they flooded 
newspapers and the halls of Congress with hundreds of letters of support. 

Overall, it was a series of transforming conversations penetrating the cultural, political and 
social consciousness of America that led a nation to band together in a common cause. On 
one hand, men obstructed the process. On the other hand, men facilitated its eventual 
success. Women were less than 1 percent of the military population while serving in Vietnam 
and less than 1 percent of the members of the three largest veterans organizations in 
America—organizations whose support we had to have because of their powerful political 
connections. 

When you speak with pride and conviction, people listen. We must all fully realize our own 
potential. Only then are we going to be heard, understood, and able to use the 
collaborative power necessary to make changes that will affect our personal and 
professional lives, and even change communities and our nation. America has concerns on 
every level, but we are not powerless to change the status quo, chaos or injustice. 

–Diane Carlson Evans was a first lieutenant who served as a nurse in the Army during 
Vietnam. She founded what is now the Vietnam Women’s Memorial Foundation in 1984. Visit 
their website at www.vietnamwomensmemorial.org. 

Sources:  
Retrieved 6/22/2026 https://www.uso.org/stories/1830-the-fight-for-the-vietnam-women-s-memorial 

Retrieved 6/22/2026 https://www.washingtonpost.com/gender-identity/she-returned-from-the-vietnam-war-to-
another-battle-fighting-for-recognition/ 

Retrieved 6/23/2026 https://www.washingtonpost.com/obituaries/2026/05/30/diane-carlson-evans-army-vet-
behind-vietnam-womens-memorial-dies-79/ 
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Expanded mapping tool includes 17,000 options for treating  
pain without opioids 

Expanded mapping tool includes 17,000 options for treating pain without opioids 
The Minnesota Department of Health, in partnership with Hennepin Healthcare, is helping 
Minnesotans manage their pain without opioids.  NOPAIN MN is a comprehensive, 
searchable public resource that maps the locations of non-opioid pain management 
providers across the state.   

Minnesota is currently the only state in the country with a resource map of this kind. The 
online tool maps out a network of more than 17,000 providers offering treatments that do 
not involve opioids. The map includes a wide range of evidence-based care, including 
physical therapy, psychotherapy, chiropractic care, acupuncture, yoga, massage therapy 
and more. 

“Chronic pain can severely impact people’s wellbeing and quality of life. People want 
effective ways to manage their pain that do not rely on opioids. This tool can be that first 
step to finding safe effective pain treatment alternatives right in their communities,” said 
Minnesota Commissioner of Health Dr. Brooke Cunningham.   

Nationally, 24% of adults had chronic pain in 2023, and 8.5% of adults had chronic pain that 
frequently limited life or work activities in the past 3 months, according to the most recent 
CDC data.  The NOPAIN MN map highlights services that have been demonstrated to 
reduce chronic pain and improve quality of life. As alternatives to using opioid prescriptions 
for pain management, these often-underused options can provide effective treatment 
without the risk of substance misuse. 

“A lot of people are surprised to find the number of providers who can help with pain 
present within neighborhoods throughout the state,” said Integrative Health Program 
Manager Catherine Justice with Hennepin Healthcare Integrative Medicine. “NOPAIN MN 
helps connect people with a whole range of evidence-based pain care options so that 
they can find the strategy that works best for them. It’s a shining example of how 
Minnesotans excel at caring for each other.”   

The tool presents an opportunity for providers to strengthen Minnesota’s network for whole-
person, patient-centered pain care. Local providers can create a free provider profile at 
nopainmn.org to join the community and support patients.   
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Expanding access to alternative pain management is a crucial piece of Minnesota’s multi-
pronged approach to the opioid crisis. By pairing prevention tools like NOPAIN MN with 
efforts, such as widespread naloxone distribution and increased access to treatment, the 
state is successfully saving lives. According to state health data, opioid-related overdose 
deaths in Minnesota dropped by about one-third, falling from 1,001 in 2023 to 678 in 2024.  

                  Behind the White Coat and Scrubs 

Lim, Fidelindo DNP, CCRN, FAAN 

I've occasionally wondered if, on average, those of us in health care live longer or stay 
healthier than workers who aren't in health care. After all, we know how to prevent illness, 
promote wellness, and treat disease. Do we, in effect, have a kind of home-court 
advantage? That question lingered in the back of my mind until recently, when a study 
published in JAMA Internal Medicine offered a compelling, if unsettling, answer. The study by 
Patel and colleagues cast a stark light on persistent inequities within health care—not 
among patients, but among providers.1 

While many physicians and health care professionals do in fact live longer than professionals 
in other sectors of the economy, the benefits of working in health care are far from evenly 
distributed. For nurses and other frontline workers, the picture is more troubling. While the 
COVID-19 pandemic undoubtedly played a role, mortality rates for RNs between 2020 and 
2022 were more than twice as high as those for physicians, with 550 versus 269 deaths per 
100,000.1 Despite their essential roles in patient care, nurses face disproportionately higher 
health and mortality risks. This disparity is likely the result of the confluence of multiple drivers 
of health and not solely due to the nature of nurses' work. In non–health care occupations, 
women typically experience lower mortality rates than men, with a female-to-male mortality 
rate ratio of 0.55 (95% CI, 0.55-0.55).1 However, this protective gender effect was not 
observed among female health care workers, particularly among those in racial and ethnic 
minority groups.1 

Black and Hispanic nurses had substantially higher death rates than their White peers;  
Black and Hispanic physicians had notably higher mortality rates than their White 
colleagues, driven largely during 2020 to 2022 by chronic diseases and COVID-19.1 Notably, 
deaths among Black female physicians, primarily from hypertension, respiratory diseases, 
and stroke, were higher (616.1 per 100,000) than among the White female general non–
health care workforce (537.4 per 100,000), suggesting that racial identity may outweigh 
professional status in shaping mortality outcomes.1 
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These findings carry serious implications, especially for the nursing profession. Nurses have 
long stood at the forefront of advocating for patient equity, but this study reminds us that 
the same urgency must be turned inward. Structural inequities, occupational stress, and 
insufficient support systems are taking a toll on the health of those who deliver care. As a 
profession committed to healing, it is time we reckon with the reality that not all health care 
workers are equally protected by the system they uphold. 
So, what do we do with this knowledge? The data is clear: some of our colleagues, 
especially women and health care workers of color, are carrying heavier health burdens. 
And it's not just about burnout—it's about survival. 

• First, we have to get real about workforce well-being. Nurses often talk about self-care, 
but that's not enough. We need to shift the conversation beyond wellness apps to the 
systemic stressors, such as understaffing, that are wearing us down. 

• Second, we must prioritize equity. The disparities in nurse mortality along race and 
gender lines aren't random; they're signs of deep-rooted imbalances in how support, 
safety, and opportunity are distributed. For example, nurses from racial and ethnic 
minority groups are more likely to work in under-resourced facilities with limited access 
to personal protective equipment during health crises. Equity isn't a buzzword. It's a 
professional imperative. 

• And finally, let's use this knowledge as fuel for policy and advocacy. The nurse mortality 
disparities give us evidence to push for what we already know is needed: safer staffing, 
fair pay, culturally competent mental health support, and strong health benefits, 
especially for nurses. Clinical leaders can partner with academic researchers to further 
explore and publish workforce health data specific to nursing roles. Beyond its primary 
aim of producing safe and skilled practitioners, nursing academia should also dedicate 
efforts to arm students with health-sustaining life skills. 

Provision 5 of the newly updated Code of Ethics for Nurses emphasizes that nurses are 
responsible for safeguarding their own health and safety.2 It affirms that the ethical duty to 
care for others does not require nurses to compromise or endanger their own well-being. 
Nurses are also encouraged to recognize when their physical or emotional health may be 
deteriorating and to take appropriate steps to address it. The gap between what we aspire 
to and what we practice is still too wide. If nursing is to remain a force for healing, it cannot 
come at the cost of those who deliver the care. Self-care for nurses is not separate from 
patient care—it's where it begins. 
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Alex Pretti Nursing Scholarship established  

In response to outreach from those wishing to honor Pretti, and with the consent 
of the Pretti family, the University of Minnesota School of Nursing established the 

Alex Pretti Nursing Scholarship.  

The Alex Pretti Nursing Scholarship is designed specifically to support students 
who are dedicated to veterans’ care, ensuring that Pretti’s commitment to those 
who served our country continues through the nurses of tomorrow. By providing 

financial assistance to students who share his passion for this field, the 
scholarship aims to carry forward his spirit of advocacy and leadership. 

More information on the Alex Pretti Nursing Scholarship can be found at 
z.umn.edu/AlexPretti

https://z.umn.edu/AlexPretti
https://codeofethics.ana.org/home
https://journals.lww.com/ajnonline/fulltext/2026/05000/behind_the_white_coat_and_scrubs.2.aspx
https://journals.lww.com/ajnonline/fulltext/2026/05000/behind_the_white_coat_and_scrubs.2.aspx
https://journals.lww.com/ajnonline/fulltext/2026/05000/behind_the_white_coat_and_scrubs.2.aspx
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                Project Firstline (PFL)  

Leading Through Containment:  
What Leaders Should Know About Carbapenemase-Producing Organisms (CPOs) 

  

Healthcare leaders play a vital role in preventing the 
spread of infectious diseases. Join this training to learn 
about Carbapenemase-producing organisms (CPOs), 
understand their risks and impact in healthcare settings, 
strengthen infection prevention and control efforts, and 
explore leadership actions that can help reduce spread. 

This training is ideal for leaders, managers, and others 
responsible for supporting safe, high-quality care 
environments. The same training is offered both days — register for the one that fits your 
schedule. 

•Tuesday, July 28 | 2 – 2:40 p.m. CDT 
Leading Through Containment: What Leaders Should Know About CPOs (7/28) 
•Thursday, July 30 | 10 - 10:40 a.m. CDT 
Leading Through Containment: What Leaders Should Know About CPOs (7/30) 

If you cannot attend, please register to view the recorded training: 
Leading Through Containment: What Leaders 
Should Know About CPOs  

CPO resource for staff and leadership: 
Project Firstline: Carbapenemase-
Producing Organism (CPO) (PDF) 

Website: MDH Project Firstline (health.mn.gov/
projectfirstline)  
PFL mailing list: Subscribe to MDH Project Firstline Updates    
Email: Project.Firstline.MDH@state.mn.us   
Social Media: Facebook | X | LinkedIn | Instagram | YouTube  
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https://minnesota.webex.com/weblink/register/raa1313f9d60ed2b15078363a77fb54e9
https://minnesota.webex.com/weblink/register/rebaf253e80b69386089943b6b18eee17
https://survey.vovici.com/se/56206EE3450E4A40
https://survey.vovici.com/se/56206EE3450E4A40
https://www.health.state.mn.us/facilities/patientsafety/infectioncontrol/pfl/training/mdrocpo.pdf%22%20%5Ct%20%22_blank
https://www.health.state.mn.us/facilities/patientsafety/infectioncontrol/pfl/training/mdrocpo.pdf%22%20%5Ct%20%22_blank
https://www.health.state.mn.us/facilities/patientsafety/infectioncontrol/pfl/index.html%22%20%5Ct%20%22_blank
https://www.health.state.mn.us/facilities/patientsafety/infectioncontrol/pfl/index.html%22%20%5Ct%20%22_blank
https://www.health.state.mn.us/facilities/patientsafety/infectioncontrol/pfl/index.html%22%20%5Ct%20%22_blank
https://public.govdelivery.com/accounts/MNMDH/subscriber/new?topic_id=MNMDH_673%22%20%5Ct%20%22_blank
mailto:Project.Firstline.MDH@state.mn.us%22%20%5Ct%20%22_blank
https://www.facebook.com/mnhealth%22%20%5Ct%20%22_blank
https://x.com/mnhealth%22%20%5Ct%20%22_blank
http://www.linkedin.com/company/mnhealth%22%20%5Ct%20%22_blank
https://www.instagram.com/mnhealth/%22%20%5Ct%20%22_blank
https://www.youtube.com/user/MNDeptofHealth%22%20%5Ct%20%22_blank

	Overview:

