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Welcome to The OJNA Journal

The history of Jewish nurses goes back millen-
nia. One of the earliest mentions of Jewish nurses
is that of Shifra and Puah, midwives who helped
Jewish women when their people were enslaved
in Egypt. Not only were the midwives caregivers,
but they were patient advocates as well. Although
ordered by Pharaoh to kill all newborn males
upon birth, the midwives argued that Jewish
women were so skilled at delivering their babies,
they gave birth before the midwives made it to
the bedside. Commentaries say that for the act
of saving these children, God blessed Shifra and
Puah (code names for Yocheved and Miriam)
with dynasties of Kohanim and Leviim, priests
and Levites, who served in the Temple.

History is dotted with Jewish nurses who joined
the profession, from Lillian Wald who revolu-
tionized public health nursing and home health
care, to the Hadassah nurses who modeled their
health care after Wald’s and helped introduce a
health care system in what became the State of
Israel. Jewish nurses also served in the Spanish
Civil War and in the two World Wars. However,
nursing as a profession was not valued in Jew-
ish circles in the 1800s and early 1900s. Nursing
schools were largely Catholic, which included
mandatory Bible class, and there was low ad-
mittance of Jewish students. Furthermore, the
schedules of nursing schools made it difficult
for women to marry, prompting them to have to
choose between a career and a family.

However, times have changed. Not only has it
become easier for Jewish men and women to en-
ter the nursing profession in nonsectarian pro-
grams, but we also have Jewish nursing schools
which cater to the Orthodox population in terms
of holiday scheduling, cultural sensitivity to nu-
merous medical and nursing issues, and overall
flexibility for the men and women who have
families to tend to.

With the flood of Orthodox Jewish nurses enter-
ing the field, the need for an organizing body to
assist these nurses as they begin their careers, ad-
vise them on professional issues, and help with
social support and networking was realized. The

Orthodox Jewish Nurses Association (OJNA)
was founded by Rivka Pomerantz, BSN, RN, IB-
CLC. In its nine years of existence, OJNA, a non-
profit, has hosted several conferences attended
by hundreds of frum nurses, organized network-
ing dinners and educational events around the
nation, and grown to include over 1,700 mem-
bers on its Facebook forum.

OJNA also recognizes the increased number of
male nurses entering the profession. According
to the US. Census Bureau of 2016, only nine
percent of nurses are male. We value each of the
male nurses in the OJNA, and we believe Ortho-
dox male nurses provide unique knowledge and
insight which continue to advance our mission.

OJNA is now moving forward to continue to pro-
vide resources for Orthodox nurses, to

educate them and increase their

professional development, and
to help its nurses advocate on
the individual, community,
and even national level. The
OJNA Journal is one step we
are taking to maintain our
dedication to education, ad-
vocacy, and community.
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You will find articles on trends in

nursing, policy updates and guidelines,

and relevant nursing research. We will

also include creative pieces, such as nurses’
perspectives and experiences, poetry, and prose.
In Torah and Nursing, you will find a column
on halacha in medicine and nursing. Final-
ly, we will have community-related news
and views — member achievements,
book recommendations, and OJNA
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For our first issue we are broach-
ing the issues surrounded compli-
cated pregnancy, childbirth, and
unexpected outcomes. When
living in communities with high
birth rates, it is important for
us as nurses and community
members to be aware of the pos-
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sibilities for when things go wrong. Many of us
will cross paths with men, women, and infants
who have experienced traumatic events related
to pregnancy and birth. These conversations are
hard to have, and the topics are not frequently
discussed. OJNA wishes to change that, and we
hope we have done so skillfully, accurately, and
with sensitivity.

We look forward to your involvement in our
journal, whether you are reading or writing. We
invite you to engage with us, to send us submis-
sions, letters to the editors, or letters to your fel-
low nurses. Keep us updated on your professional
journey so others can share in your celebration,
whether you have obtained a certification, ad-
vanced your degree, or have been awarded an
honor.

For submissions or feedback,
please email us at
OjnaJournal@gmail.com

Best,
Blima Marcus,

DNP, RN, OCN
President, OJ]NA

infant Editor’ The OINA Iournal
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OJNA Mission Statement:

The Orthodox Jewish Nurses Association seeks
to provide a forum to discuss professional issues
related to Orthodox Jewish nurses, arrange social
and educational events, and to serve the special
needs of its members. We strive to promote pro-
fessionalism, education, career advancement, and
be a voice for the Orthodox Jewish nurses across

the world.

Contact us at OJNAJournal@gmail.com

Follow us!
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Web: www.jewishnurses.org
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" "THE UNEXPECTED"

A Message From the Founder

Rivka Pomerantz, BSN, RN, IBCLC

Some of you know that I am the founder of
the Orthodox Jewish Nurses Association
(OJNA). You have been involved for years and
watched the organization grow and evolve.
For others, this is your first exposure to the
OJNA and I am a stranger. Please let’s not be
strangers any longer.

My main goal with starting this association
was to forge connections between Orthodox
Jewish nurses. In early 2008, when I was a
new graduate with barely any nursing expe-
rience, I started connecting with people on-
line on various websites and message boards.
I even encouraged people to join by sending
them Godiva chocolates in the mail!

Ten years later, our Facebook forum boasts
nearly 1,700 members. We've hosted several
nursing conferences and networking dinners,
and with the assistance of prior board mem-
bers, the OJNA has been incorporated as a
non-profit organization since 2016.
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As you can see, we're growing in numbers and
growing professionally. Hashem has helped
the right people flow through the proverbial
doors of OJNA, bringing more benefits and
professionalism to the organization. Con-
tinue making those connections, because
connections are what brought us here today,
to The OJNA Journal. I want to express my
extreme gratitude to the many contributors to
the OJNA along this journey. Thank you for
your encouragement, your commitment, and
your kindness.

As Jews, we know the power of the written
word. Our sages teach us: nmonn nenix, let-
ters make one wise. Please take the time to
read, learn from, and enjoy this inaugural is-
sue of The OJNA Journal. Keep coming back
for more because you make us who we are.

Let’s continue to grow, together.



THIS ISSUE AT A GLANCE:
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If the AMA’s singular goal "Couples armed with realistic
was to increase access | expectations about the stages of

to care, they should be labor, typ!cal and common atyplfzal
presentations, as well as the options

delighted with the legislative available to them and their providers
and professional strides in these scenarios tend to have better

. ” outcomes and are more satisfied when
APRNs and PAs are makl;§;4 reflecting on their experiences." page 10

“WHILE GENERALLY WE FOLLOW THE MAJORITY [HALACHIC] 'gheflf is gfgWifl%g @Owl‘}dfe
OPINION, WHEN ONE HEARS THE RULING FROM THE MOUTH OF | ' ¢ I{)‘fﬁ;‘:i;ﬁaﬂj;gvefy'

ITS ORIGINATOR IT GIVES THE INQUIRER THE RIGHT TO RELY ON IT | impact a woman’s experience
REGARDLESS OF WHETHER OR NOT OTHERS AGREE” page 9 | of this normal and positive

life event." page 6

THOROUGH PREPARATION FOR THE "The effects of paternal

DELIVERY OF A BABY IS CRUCIAL IN | PPDcan have long term
effects on children,

MAXIMIZING THE GOLDEN HOUR AND | i\ uding psychological
ACHIEVING OPTIMAL OUTCOMES." pages | disorders. page 13

.. nurses must remain concerned
with issues which may compromise
justice, which includes disparities
in health care, unequal distribution
of resources, and subpar quality of
care." page /

“With the Healthy People 2020 objective of a 10%
decrease in the overall national rate, it appears that
Medicaid expansion and access to health care, has
worked to reduce infant mortality rates and reducing

health disparities in our diverse communities.” page 6

“Nursing school does not prepare its

“LET'S SAY IT LOUD AND CLEAR:

WE ARE OFTEN NOT NICE TO THOSE
WHO FLOAT TO OUR UNITS” ocage 14 also known as "horizontal violence.” page 15

graduates for bullying in the workplace,

Nurses need to be aware of resources they can direct patients
to if they express interest in smoking cessation programs or
nicotine replacement therapy. --c- 7
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Docs Vs. Nurses: All Out War?

Batsheva L. Bane, BSN, RN

The American Medical Association
(AMA) continues to battle all non-
physician practitioners, in an effort
to endorse physicians as the only
competent medical practitioners. In
a recent policy meeting on Novem-
ber 13, the AMA voted on Resolu-
tion 214 to oppose the "inappropri-
ate scope of practice expansion of
non-physician healthcare practi-
tioners" through organization and
implementation of a national op-
position strategy, legislative efforts,
and public education [1]. With the
adoption of this resolution, the
AMA is setting further stakes in the
continued conflict against all Ad-
vanced Practice Nurses (APRNs)
and physician assistants (PAs).

Who is the AMA, what spurred
this resolution, and who are they
battling?

According to the United States
Department of Health and Hu-
man Services, there were 624,434

BCLS
ACLS

Courses

Key factors:

+ AHA Certified
+ Day or evening class

+ In the comfort of your own facility
+ 2 year AHA certification

+ Competitive pricing

Call to register at:

Madison Programs Inc. \ Amtemton @) |

madisonprograms@aol.com

email,

Phone 917 553 5353

physicians practicing in the United
States in 2010 [2]. The AMA does
not freely provide the percentage
of physicians associated with the
organization, and board of trustees’
reports are only available to mem-
bers. Yet all sources indicate a cur-
rent membership rate at less than
25% of all practicing physicians in
the US. [3].

Despite representing a minority of
its overall physician constituents,
the AMA is still the power player in
the healthcare industry, in terms of
financial wellbeing and investments
on physicians’ behalf. The AMA
had spent $17.5 million in politi-
cal contributions in 2017, while the
next highest lobby sum from the
health industry was a little over $2
million [4]! For comparison sake,
the American Nurses Association
(ANA) spent $1.2 million in lobby-
ing efforts in 2017, and the Ameri-
can Association of Nurse Practitio-
ners spent approximately $470,000.

BCLS (basic cardiac life support) +

ACLS (advanced cardiac life support)
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What is the AMA lobbying for?

The AMA’ official goal, per their
website, is “to make healthcare
more accessible to everyone’
through mitigating health dispari-
ties, increasing professional satis-
faction, and achieving health equity
by advocating for physicians and
patients [5].These self-proclaimed
goals imply support for the better-
ment of the healthcare environment
for all. Yet it seems like the under-
lying modus operandi is to favor
physicians over all other healthcare
professionals, creating a conflict of
self-preservation and insecurity.

Why did the AMA vote on
Resolution 214?

The AMA’ vote on Resolution 214
was in response to the APRN Mul-
tistate Compact, which allows for
APRN practice without supervi-
sion, collaboration, or oversight by
physicians in states in which the
Compact is enacted [6]. This
enables expanded mobility of
APRNs and increased inter-
state opportunities, as well as
ensuring APRNs meet state
practice requirements and all
regulatory compliance. Thus
far, only three states have en-
acted the Multistate Compact,
and the Compact will only be
implemented when ten states
have enacted this legislation

(7].

Resolution 214 also comes on
the heels of expanded scope of
practice of APRNSs in the U.S.
Department of Veteran Affairs
(USVA). The VA policy, as of
December of 2016, allows for
“APRNS to practice to the full
scope of their education, train-
ing, and certification”, even in
states where there are restric-
tions limiting such practice
(8].

Who is the AMA battling?

Per the National Council
of State Boards of Nursing,
APRNs include nurse practi-
tioners (NPs), certified nurse
anesthetists, certified nurse
midwives, and clinical nurse
specialists [9]. There are al-
most 200,000 NPs and PAs
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practicing in the United States in
2010 [10].

NPs and PAs contribute to overall
access to care. The NP and PA role
was only created in response to in-
creased patient care needs and the
associated physician shortage in the
1960s [10]. As Dr. David J. Shulkin
of the VA recently noted, APRNs
provide “efficient, effective, and safe
primary care” that “alleviate the
current access challenges” patients
face [7]. Objective outcomes and
patient satisfaction measures testify
to the adequacy of NPs practicing
in the U.S. [11].

Legislation that supports NPs and
PAs often receives the support of
safety foundations and other asso-
ciations alike. The APRN compact
for example, as well as the enhanced
Nurse Licensure Compact (NLC),
have received the support of the
National Patient Safety Foundation
(NPSF) and the American Tele-
medicine Association [12], further
implying that these policies lend to
overall patient safety and good out-
comes.

If the AMA’ singular goal was to
increase access to care, they should
be delighted with the legislative
and professional strides APRNs
and PAs are making. Yet they have
responded to the APRN Multistate
Compact defensively with the cre-
ation of Resolution 214. ANA presi-
dent, Dr. Pamela F. Cipriano called
the adoption of this resolution “di-
visive,” perpetuating the “narrative
that APRNS are trying to act as phy-
sicians, and are unqualified to pro-
vide timely, effective, and efficient
care” [13].

Perhaps our legislative successes
are threatening to the AMA, as
they believe physician and NP
practice are mutually exclusive.
Many physicians support APRN
practice, and maybe the AMA
simply wants to control it, putting
our scope of practice in the back
pockets of physician colleagues.
Without independent practice,
APRN hands are tied behind the
backs of individual doctors, leaving
our scope of practice to their whim
and fancy.

(continued on following page)



DOCS VS. NURSES: ALL OUT
WAR? (continued from previous page)

Physicians who I have spoken with are
excited about working with NPs. NPs
shoulder much of the inconveniences
of medical practice, such as heavy pa-
tient load, overnight call, and inadequate
compensation for consultations and
relatively simple procedures. Yet while
individually supporting our efforts and
professional investments, the policy their
organization sets invests in legislation to
set strict boundaries for our practice.

Controlling much?

Dr. Cipriano concluded her statement by
inviting leaders of the AMA to collabo-
rate on measures to increase overall ac-
cess to care [14]. Nurses and NPs alike
seek to collaborate with physicians to in-
crease overall access to care. We all have roles in
healthcare, of which there exists dire needs, most
notably in closing the health disparity relative to
race and ethnicities. Until we have perfected, or
improved, our healthcare landscape, lets work
together to close the gaps and decrease morbid-
ity and mortality.

Until then, well just be playing defense in this
one-sided war.
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Perinatal Palliative Care: A Proposed Model

Sara L. Abraham, BSN, RNC-OB

Background

When expectant parents learn that their un-
born child has congenital abnormalities that are
non-compatible with life, they deserve the same
option for palliative and hospice care that one
would have when caring for any dying family
member. After getting their unborn child’s diag-
noses, many women have said they felt uncom-
fortable talking about it with their providers or
with family and friends. Traditionally, the medi-
cal and mental health treatment a family will get
is multidisciplinary, but not interdisciplinary.

Proposal

The Children’s Hospital of Philadelphia has de-
veloped a Perinatal Palliative Care and Bereave-
ment Program to provide continuity of care for
families from diagnosis to the postpartum and
postmortem periods. This interdisciplinary pal-
liative care program includes obstetrician-gyne-
cologists (OB/GYNs), neonatologists, anesthesi-
ologists, pastoral care, psychiatry and psychology,
social work, and child life specialists. Together
with these specialties, the parents develop a ther-
apeutic birthing plan long before admission to

the labor floor. This kind of advanced planning
provides a safe space for open discussion and
emotional processing. Like cognitive-behavioral
exposure techniques, this process reduces anxi-
ety and emotional distress. Additionally, patients
have said that consistent care and support for
specific spiritual or religious customs increased
satisfaction, so establishing and documenting
wishes in advance can greatly improve care. Fo-
cusing on normal pregnancy factors throughout,
like ultrasound photos and doppler heart tones,
also help maintain a woman’s emotional well-be-
ing. Child life specialists meet with siblings early
on to take them through therapeutic play and to
assess the family’s individual needs. They noted it
was important to make sure to tell a child that the
baby’s death is not their fault, and that their par-
ents will be okay. After delivery, it is important to
commemorate the baby’s life, however short, by
doing normal parenting activities, like holding,
touching, dressing, and bathing the baby. Parents
should have photos and footprints to take home.

Implications for Nurses
Advanced planning, compassion, and collabora-
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tion between doctors, nurses, and the psychoso-
cial team are critical components of providing
family center bereavement care. Advanced prac-
titioners, like OB/GYNs, nurse practitioners, and
midwives, need to appropriately counsel patients
at diagnosis so that they can make informed de-
cisions, and to provide the necessary referrals to
other services. Labor and delivery and postpar-
tum nurses are in the best place to advocate for
patient needs during and after delivery. Nurses
should advocate within their institutions to initi-
ate similar protocols. Nursing leadership should
assist with the development of interdisciplinary
teams to assist families during this difficult time
and ensure best outcomes for families and chil-
dren.
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RESEARCH RECAP

Tobi Ash, MBA, BSN, RN & Blima Marcus, DNP, RN, OCN

Medicaid Expansion
and Infant Mortality
in the United States

In 2013, the American College
of Obstetricians and Gynecolo-
gists (ACOG) published a report
on the anticipated benefits of
Medicaid expansion through the
Affordable Care Act. The report
stated that uninsured women ex-
perience more adverse outcomes
and that access to health care
would result in improved mater-
nal and infant health. In 2014, 31
states and the District of Columbia
chose Medicaid expansion.

A study published in the Janu-
ary 2018 edition of the American
Journal of Public Health exam-
ined infant mortality rates in the
United States between 2010 and
2016. The overall infant mortality
rate dropped from 6.7 deaths to
5.9 deaths per 1,000 births from
2010 to 2016. However, this de-
cline was not evenly distributed.
In the states that opted for Med-
icaid expansion, infant mortality
dropped by more than 50%, with
the greatest reduction of deaths in
the African American commu-
nity. Alarmingly, in the states that
refused expansion, infant mortal-
ity rates crept up.

The authors of this study acknowl-
edged the need to further assess
other factors that may have played
arole in the declining rate. These
may include access to health care
prior to pregnancy, earlier and

better prenatal care, and healthier
pregnancies and births.

The Association of Women’s
Health, Obstetric, and Neonatal
Nurses (AWHONN) believes that
access to comprehensive quality
healthcare for women and infants
is a basic human right. Their posi-
tion statement published in 2017
reiterates that nursing is is one of
the most trusted professions and
nurses “play an invaluable role
in leading and supporting efforts
to increase access to care for all
women.” With the Healthy People
2020 objective of a 10% decrease
in the overall national infant
mortality rate, it appears that
Medicaid expansion and access to
health care has worked to reduce
infant mortality rates and reduce
health disparities in our diverse
communities.
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New Guidelines on Labor
and Childbirth Experiences

For more than 60 years, a laboring
woman had to follow the “Friedman
Curve” that determined progress as
1 cm dilation per hour. Any woman
that deviated from this was hurried
along with medical interventions of
oxytocin drugs or C-section. A new
report issued this February by the
World Health Organization, titled
"Intrapartum Care for a Positive
Childbirth Experience,” challenges
this practice. One of the most im-
portant recommendations from the
report is that as long as the mother
and baby were faring well, a long
and slow labor should no longer be
considered dangerous.

This report has 56 evidence based
clinical and non-clinical recom-
mendations for care of the intra-
partum and immediate postpartum
women. There is growing knowl-
edge that the medicalization of la-
bor and birth can negatively impact
a woman’s experience of this normal
and positive life event.

This paper emphasized that far too

SR

many women suffer physically and
psychologically while in labor or de-
livering their babies. There are cul-
tures that mandate specific behaviors
during labor or delivery. This report
emphasizes that women should not
be left alone, yelled at, slapped or
demeaned in any way during their
birth experience. They have the right
to choose what pain relief they want
and when. They have a right to pri-
vacy and confidentiality. They have a
right to have the companion of their
choice to accompany them. They
have the right to choose the best
birth position for them.

These human rights based guide-
lines, as well as a woman centered
approach, can ensure that women
have a safe birth environment that
also allows them to have a sense of
control, personal achievement, and a
positive life changing experience.
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An Ethical Perspective

on Providing

Evidence-Based Care

Is it ethical to provide nurs-
ing care which is not evidence-
based? A new article attempts
to clarify how evidence-based
nursing care and ethics are re-
lated. It is well established that
evidence-based practice (EBP)
enhances patient outcomes as
well as practitioner satisfaction.
It is also known that EBP is not
practiced as widely as it could
and should be. The Institute of
Medicine has set a goal that by
2020, 90% of clinical decisions
should be based on timely evi-
dence [1].

What does ethics have to do
with evidence?

If one considers the principles
of biomedical ethics, it be-
comes more apparent. Respect
for autonomy means engaging
patients in their decision mak-
ing and ensuring that they have
the information and support
needed to make those decisions.
If a patient does not receive full
consent or is not informed on
their health options, they are not
able to adequately make clinical
decisions.

Nonmaleficence is the funda-
mental cornerstone which in-
structs healthcare providers to
do no harm. Maintaining client
safety may involve doing noth-
ing, or finding new evidence
to improve patient care. Some-
times, providing care that is not
evidence-based is harmful and
thereby unethical.

Beneficence, to do good, in-
structs providers to ensure that
the care they provide results in
good outcomes. Providers must
consider the patient’s prefer-
ences (autonomy) together with
recommended EBP to ensure
best practice.

The fourth principle involves
justice. That all people are creat-
ed equally and should be treated
as such is another foundation of
nursing practice. Cleary-Hold-
forth argues that nurses must
remain concerned with issues
which may compromise jus-
tice. This includes disparities in
health care, unequal distribution
of resources, and subpar quality
of care [2].

Implications for Nurses

The author concludes by affirm-
ing that care provided to patients
that is not evidence-based is
failing to provide best outcomes
and is therefore unethical. Bar-
riers to implementing EBP may
include institutional pushback,
language barriers, working in
underserved institutions where
resources are limited, staff burn-
out and high nurse-patient ra-
tios, and lack of support from
nursing leadership.

The author acknowledges that
nurses must maintain autonomy
in their practice, must possess
the motivation and knowledge
to implement EBP, and must
work on institutional or legisla-
tive barriers which prevent them
from practicing using best avail-
able science.

Nurses must remain advocates
for their profession and for their
patients. Nurses must remain
informed on best practice, join
committees at their institutions,
and lobby for policies which re-
flect the ethical foundations of
our practice.
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Epigenetics of Smoking:
How Cigarette Smoke
Induced Genetic Changes
to Human Bronchial Cells,
and Why Do We Care?

Epigenetic changes to our DNA
are responsible for expressing or
silencing genes, including cell
growth or preprogrammed cell
death. It is also responsible for the
development of malignancies, and
many of these changes are caused
by our own actions or inactions -
what we eat, how we sleep, and our
environmental habits. Cigarette
smoking has long been known to
cause cancer, but a recent study re-
produced how cigarette smoke ac-
tually triggered malignant changes.

Researchers exposed human endo-
thelial bronchial cells (HEBCs) to
a steady stream of cigarette smoke
condensate (CSC) and found that
over time the HEBCs underwent
significant change. These methyla-
tion changes (inactivation of tumor
suppressor genes) made the cells
more susceptible to oncogenic trig-
gers, thus inducing uncontrolled
cell growth. Furthermore, the
CSC-exposed cells began growing
tumors in mice three months after
injection, while the control cells
did not.

However, this study, as well as oth-
ers, have found that within several
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weeks of smoking cessation, the ad-
verse effects are partially reversible.
While it is not known exactly how
much damage remains, the benefits
of smoking cessation are consider-
able and nearly immediate.

Nurses are in a direct position to
help patients and community mem-
bers learn the risks of smoking and
the immediate benefits of smoking
cessation. Nurses need to be aware
of resources they can direct patients
to if they express interest in smok-
ing cessation programs or nicotine
replacement therapy. The Centers
for Disease Control and Preven-
tion (CDC) is one evidence-based
source for healthcare providers.
SmokeFree.gov contains extensive
options for smoking cessation in-
cluding text messaging programs,
and separate resources and pro-
grams for teenagers, pregnant
women, and veterans.
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The Golden
Hour: Best
Practices

in Neonatal
Management

Anna Pearl Rivkin BSN, RNC-NIC
The Golden Hour

The golden hour is a term commonly used in
emergency medicine. It refers to the critical first
hour following a trauma. Effective and prompt
treatment during this time are invaluable toward
achieving positive outcomes and reducing mor-
bidity and mortality. The neonatal community
has similarly adopted the term. This describes
the value of the first hour after birth when stabili-
zation of a newborn and associated activities will
have a powerful impact on the baby’s immediate
and long-term outcomes outcomes [1].

Guidelines for Full-term/Healthy Neonates

In healthy, full-term infants, three practices dur-
ing the golden hour promote adaptation for the
neonate to extrauterine life and improve bond-
ing between the mother and baby: (1) delayed
cord clamping, (2) skin-to-skin contact between
mother and baby, and (3) breastfeeding. Delayed
cord clamping after birth is essentially a transfu-
sion of blood from the placenta to the newborn.
This transfusion has been shown to increase red
blood cell volume and improve circulation in the
newborn. The benefits of delayed cord clamping
are identifiable even up to 6 months later with
infants having higher iron levels than infants
who did not. Skin-to-skin contact is extremely
beneficial in maintaining thermoregulation and
promotion of breastfeeding thereby reducing
hypoglycemia. Skin-to-skin contact and early
breastfeeding are also paramount in establish-

ing mother and baby bonding. Assessments for
healthy, full term infants may be conducted while
the baby is skin-to-skin and further nursing in-
terventions are delayed until after the golden
hour [2].

Guidelines for Premature/Unstable Neonates

When caring for premature or unstable term ba-
bies, the ideal practices during the golden hour
focus on swift, gentle, and effective measures of
stabilization [3]. Delayed cord clamping is rec-
ommended in certain scenarios for premature
infant [4], but skin-to-skin and breastfeeding
must be deferred until the baby is medically sta-
ble and developmentally ready. Several protocols
have been developed to ensure stabilization of
the unstable neonate to promote best outcomes.

Neonatal Resuscitation Program & S.T.A.B.L.E
Neonatal Educational Program

The Neonatal Resuscitation Program (NRP)
and the S.T.A.B.L.E (Sugar, Temperature, Air-
way, Blood Pressure, Lab Work, and Emotional
Support) neonatal educational program are two
programs developed to maximize efficiency and
success during an infant’s golden hour. NRP pri-
marily addresses airway, breathing, and circula-
tion (ABCs) and is used to ensure all babies are
efficiently resuscitated utilizing the least-invasive
support required [5]. Oxygen should be cau-
tiously administered to target the saturation level
expected for each minute of life. These measures
prevent long-term damage to the lungs, chronic
lung disease, retinopathy of prematurity [3] and
bronchopulmonary dysplasia [4].

The S.T.A.B.L.E. neonatal educational program
design by Kristine Karlsen, similarly addresses
the vital components of neonatal resuscitation,
but additionally focuses on the entire medical
picture to stabilize sick infants for transport [6].
For example, stable temperatures prevent cold
stress, hypoglycemia, respiratory distress and hy-
poxia, impaired blood pressures and inadequate
cerebral blood flow [3]. Many measures have
been established to combat hypothermia includ-
ing maintaining a high temperature in the deliv-
ery room, using pre-warmed blankets, quickly

removing wet towels, placing a hat on the infant,
placing the infant into a pre-heated and humidi-
fied incubator, using a thermal mattress, wrap-
ping in plastic, and using humidified oxygen and
gas (3, 4].

Implications for Nurses

Thorough preparation for the delivery of a baby
is crucial in maximizing the golden hour and
achieving optimal outcomes. A baby’s first hour
of life can be chaotic and overwhelming espe-
cially for a premature or sick infant. Specific roles
should be predesignated for all members of the
interdisciplinary team who will be assisting in
the resuscitation and stabilization of the infant.

Nurses play a major part of the interdisciplin-
ary team when implementing the NRP and
S.T.A.B.L.E programs during the golden hour.
The most important task for the admitting nurse
is to ensure all necessary supplies and equipment
are working and ready for use. This will mini-
mize delays when every second counts. A suc-
tion machine and an appropriate bag and mask
should be ready for use to administer positive
pressure ventilation. Appropriate preparation
and a united interdisciplinary team will guaran-
tee best practices in neonatal management and
increase the probability of success during every
infant’s golden hour.
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Pregnancy Loss:

A Patient’s Perspective

Nechama Schofield, LMSW

When I married my high school sweetheart, I
thought we had it all. I naively assumed we would
enjoy each other, start a family, and everything
would be perfect.

But life is not so simple.

When we decided to go off of birth control, we
thought that was it, that within a few months
we'd be starting our family. But a year came and
went and I still wasn’t pregnant. I couldn't help
but think there must be something wrong with
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me. One month I took a test in the middle of the
night. I did it in secret so I wouldn't have to crush
my husband again and tell him another cycle
didn't work. But I was so relieved and exhilarated
when it was positive.

Each day after that I felt like a walking miracle. I
talked to the baby in my belly constantly. I prayed
for that little baby to keep growing every day.

Then I started spotting. I called my obstetrician
and was told repeatedly that a little spotting could
(continued on page 12)



Abortions &
Halacha

Rabbi Micha Cohen

Introduction

For a couple expecting a child,
learning that the fetus has severe
fetal anomalies is devastating. In
such situations, Orthodox Jewish
couples will often turn to a trusted
Jewish friend in the medical pro-
fession for advice and direction.
This raises a number of important
halachic (pertaining to Jewish law)
questions: First, is it permissible for
a Jewish person to have an abor-
tion when fetal anomalies are pres-
ent, and if permitted, under what
circumstances? Furthermore, is it
appropriate for a medical profes-
sional to tell a patient the name of
a posek (halachic authority) who
has permitted abortions in similar
situations? This article will provide
a brief summary of the major hala-
chic positions on abortion, as well

as general halachic guidance in ad-

vising patients how and where to

seek rabbinic counsel.

Halachic Opinions
Regarding Abortions

Classic Rabbinic Sources
on Abortion

The question of abortion is a seri-
ous halachic issue and requires di-
rection from an expert posek.

According to the Nodah BeYehu-
dah, Maharam Shick, Rabbi Chaim
Soloveitchik, Rabbi Moshe Fein-
stein, and Rogachover Gaon the
prohibition of abortion is retzicha
(murder), one of the three cardi-
nal sins. Therefore, an abortion is
only permitted in circumstances

where the fetus has the status of a

rodef (a “pursuer”) whose life may

be terminated in order to save the

pursued (i.e. the mother) [1].

However, the Toras Chesed of
Lublin and Rabbi Chaim Ozer
Grodzensky understand that this
classification is only applicable

when the woman is in active la-
bor[2].

During the pregnancy,
however, the fetus is just consid-
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ered a part of the mother’s body.
As such, while an abortion is still
a Torah prohibition, it would not
constitute one of the three cardinal
sins. Therefore, in certain situations
these poskim would allow more
room for leniency during the pre-
natal period, than according to the
first approach.

The Sheilas Yaavetz, Chavos Yair,
and possibly the Maharit take a
more lenient approach based on
the opinion of Tosfos. Tosfos seems
to hold that abortion is permitted
for non-life threatening maternal
considerations. Contemporary pos-
kim primarily base their opinions
on these three approaches|[3].

Contemporary Views

In 1975, Rabbi FEliezer Yehudah
Waldenberg was asked by Shaare
Zedek Medical Center if it is per-
mitted to abort a fetus with Tay-
Sachs disease. Rabbi Waldenberg
writes that in such circumstances
abortion could be permitted until
the seventh month of pregnancy
[4]. This position is based on the
most lenient view of abortion.

Rabbi Moshe Feinstein sharply
criticized Rabbi Waldenbergs po-
sition [5]. Rabbi Shlomo Zalman
Auerbach [6], Rabbi Ovadia Yosef,
Rabbi Shmuel Wosner, and Rabbi
Yosef Shalom Elyashiv do not seem
to accept Rabbi Waldenberg’s per-
missive ruling regarding Tay-Sachs.
However, they differ in situations
of fetal anomalies where the fetus
has little or no chance of survival
for more than a few hours or days
after birth.

Rabbi Shmuel Wosner in Shevet
HalLevi discusses situations where
the fetus has serious abnormalities
in the brain or heart and cannot
survive very long after birth. He
leans toward the approach of the
Toras Chesed, who views abortion
as a Torah prohibition but not one
of the three cardinal sins. More-
over, he argues that if, unfortunate-
ly, the fetus is a triefah (a human or
animal with injury or bodily harm
that most likely will not survive for
twelve months), or a nefel (that can-
not live for 30 days), its status is fur-
ther compromised. Therefore, un-
der these circumstances one could
permit aborting the fetus in a situ-
ation where the mother is in great
anguish [7]. However, it does not
seem that Rabbi Moshe Feinstein
would agree with this approach.
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All opinions agree that if the preg-
nancy endangers the mother’s life,
the fetus may be aborted. It is not
clear, however, if this permissibility
is limited to physiological risks or if
it extends even to psychological is-
sues. The Levushai Mordechai con-
sidered serious psychiatric issues
resulting from the pregnancy as
legitimate maternal considerations.
Likewise, Rabbi Feinstein viewed
the risk of a nervous breakdown
as a legitimate reason to abort
even when such risk is not directly
caused by the fetus [8].

Helping a Patient Choose
Which Rabbi to Ask

As we have seen, there are differing
views on abortion for fetal anoma-
lies. Is a patient allowed to specifi-
cally seek a rabbi who is known to
be lenient? Is it proper for a Jewish
medical professional to provide
this information? This important
question touches on many issues,
including the entire concept of
“asking a sheilah” (posing a ques-
tion to a halachic authority).

Asking a Sheilah

When there is a difference of opin-
ion between halachic sources an
individual should generally follow
certain guidelines - like follow-
ing the majority opinion or being
stringent with a Torah prohibition
and being lenient with a prohibi-
tion of rabbinic origin [9]. How-
ever, there is an option to pose the
question to a competent rabbi and
follow his opinion, even if his opin-
ion is not the widely accepted view.
Rabbi Moshe Feinstein in Dibros
Moshe explains this phenomenon
based on an episode recounted in
the Talmud [10]. The Talmud re-
lates that Rabbah Bar Chuna ate a
certain fat (chailev) that other rab-
bis deemed to be forbidden. Rab-
bah Bar Chuna explained that he is
permitted to eat it because he heard
the ruling from the mouth of Reb-
be Yochanan, but that others may
not [eat it] because it is a minority
opinion [11]. Rabbi Feinstein un-
derstands from this vignette an im-
portant dimension to the halachic
decision-making procezss. While
generally we follow the majority
opinion, when one hears the ruling
from the mouth of its originator it
gives the inquirer the right to rely
on it regardless of whether or not
others agree. The Chazon Ish takes
a similar approach [12].

(continued on following page)



ABORTIONS & HALACHA
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This concept gives important di-
rection when posing a halachic
query in a serious situation. The
inquirer is allowed to ask a rabbi
who may rule more leniently,
even if others disagree. Howev-
er, as Rabbi Feinstein explained,
it is only if the rabbi is of great
stature and could be considered
the originator of the ruling. This
means that the rabbi needs to
have the level of scholarship that
he can defend his position on
the issue.

Advising Others

Advising others poses a unique
challenge. Helping a patient find
the right rabbi who has the time,
patience, sensitivities, halachic
expertise, and medical under-
standing is clearly a great mitz-
vah (good deed in keeping with
Jewish law). The more difficult
question is if it is permitted to
direct the patient to the rabbi
that will give the answer “the pa-
tient wants””

There is a halachic discussion
about the balance between the
obligation to help others and not
impeding the judicial process
[13]. Similarly, when a medi-
cal professional knows various
rabbinic positions on the issue,
sending a patient to a particular
rabbi may be in essence decid-
ing the question for them. This
is something that a medical pro-
fessional is not qualified to do.

For this reason, it would seem
that the decision to rely or con-
sult a minority opinion must
come from the patient. Accord-
ingly, the role of the medical
professional is to provide ac-
curate and balanced informa-
tion, not to impose a position.
If in such situations most rabbis
would not permit an abortion
but some would, the patient
should be made aware of exactly
this. If with the proper infor-
mation the patient chooses to
take a more lenient approach,
the patient should be directed
to consult a rabbi of stature
who can defend his position on
the matter, as stipulated in the
Dibros Moshe.

Final Thought

Often,

medical practitioners

become involved with couples
dealing with fetal anomalies.
Their commitment as Torah
Jews and their professional ex-
pertise can be a great asset in
navigating these difficult deci-
sions. However, giving halachic
guidance is a serious and sen-
sitive issue. If the couple has
a spiritual leader like a rebbe
(personal rabbi) or rosh yeshiva
(head of a jewish institution)
who can responsibly direct
them to which halachic author-
ity they should consult, utilizing
that connection may be very
helpful. This could alleviate a
medical practitioner’s burden
of giving advice in an area that
may be outside his or her exper-
tise [14].
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Abandoning the Ildeal

Birth Plan

Esther Lebovic, DNP, FNP-BC, CS

Women today are inundated with in-
formation about ideal childbirth ex-
periences and often reminded about
the body’s innate ability to birth, feed,
and nurture naturally. This may of-
ten lead to the mistaken assumption
by primiparous prenatal patients that
childbirth will be easy and follow their
birthing plans. Although the literature
has shown that patients with birthing
plans or prenatal childbirth education
are more likely to have vaginal births
[1], there are mixed reviews about
birth plans and their effectiveness [2].
To increase positive outcomes and
patient overall satisfaction with their
antenatal healthcare providers and
birth experience, enhancing commu-
nication and fostering partnerships
between pregnant couples and their
providers is key [3].

Childbirth has been a natural, yet of-
ten life-threatening process from the
beginning of time. Women labored in
their homes attended by loved ones or
local midwives. As modern medicine
evolved and anesthesia became a viable
option, childbirth became a medical
issue managed in hospitals by physi-
cians [4]. On the wings of the women’s
liberation movement came a renewed
interest in the feminine capacity
to birth a child. Women found that
there were more ways than one to bring
their babies into the world. Gone were
the days when birthing women were se-
dated and childbirth was an event that
happened to them. Women began to
view themselves as participants in the
process, making choices that reflected
their understanding of the nature
of reproduction and the naturalness
of childbirth [3].

A recent Time magazine article titled
"The Goddess Myth: How a Vision of
Perfect Motherhood Hurts Moms"
covered the very idea that Ameri-
can women hold themselves to a very
high standard when it comes to birth-
ing and parenting their children [5].
This is at least until they experience
it themselves. Those interviewed ex-
pressed feelings of disappointment
in themselves and their birth experi-
ences. They had negative judgements
about how they responded to the chal-
lenges, both expected and unforeseen,

The OJNA Journal - Page 10

of childbirth as well as breastfeeding
and childrearing. Many had regrets
and felt shame about their unsuccess-
ful attempts to deliver naturally, with-
out epidural or anesthesia, or having
cesarean sections. Unfortunately, many
of these sentiments are expressed by
Orthodox Jewish mothers as well.

Children and family are of utmost im-
portance to Orthodox Jewish women
[6]. Personal development as well as
providing the very best for their off-
spring are strong values of their cul-
ture. This may contribute to the desire
for the ideal childbirth experience for
both mother and baby as well as the
desire to breastfeed exclusively while
simultaneously caring for other family
members and working outside of the
home. Culturally competent prenatal
and maternity education, resources,
and support would be greatly ben-
eficial to this population especially be-
cause they tend to be multiparous.

Nurses are well positioned to support
pregnant women in their quest for
childbirth education and the develop-
ment of oral or written birth plans [7].
Whether they are employed in out-
patient women’s health or obstetrics
and gynecology (OB/GYN) clinics as
well as inpatient labor and delivery or
maternity units, nurses and advanced
practice nurses such as nurse practi-
tioners and nurse midwives can each
play a role in the creation of health-
care partnerships between patients and
their providers [3]. These collabora-
tions present opportunities for prena-
tal and lactation education, personal
and individualized birth planning,
referral to appropriate resources, and
postpartum follow up. This prepara-
tion is vital for patients when faced
with making informed decisions based
on prior contemplation and planning.
Couples armed with realistic expecta-
tions about the stages of labor, typical
and common atypical presentations,
as well as the options available to them
and their providers in these scenarios
tend to have better outcomes and are
more satisfied when reflecting on their
experiences [1,3].

Moreover, nurses can gently guide
birthing women to focus on the ulti-

(continued on page 13)



Congenital Diaphragmatic Hernia:
Understanding the Diagnosis, Treatment,

and Importance of Prenatal Testing

Shevi (Elisheva) Rosner, MSN, RN-C

Abstract

Congenital diaphragmatic hernia (CDH) is a
relatively rare anomaly that occurs in three out
of every 10,000 live births and is considered the
costliest defect of the neonatal period. It is a defect
in the formation of the diaphragmatic muscle that
occurs during the early prenatal stage. Postnatal
issues associated with CDH include pulmonary
underdevelopment, severe and chronic respira-
tory distress, growth and feeding issues, develop-
mental delay, and orthopedic deformities. While
survival and patient outcomes have improved over
the years, it is imperative that parents be informed
of this diagnosis during the prenatal stage to en-
sure proper delivery and care of their neonate dur-
ing and after surgical repair.

A Little Pathophysiology

The diaphragm is the muscle that separates the
chest and abdominal cavities. It is the main mus-
cle used in respiration. In a case of CDH, the dia-
phragm does not fully form during gestation. The
stomach, intestines, and liver can herniate into the
chest cavity which causes underdevelopment of
the lungs, known as pulmonary hypoplasia. The
herniation most commonly occurs on the left side

of the diaphragm, but can also occur on the right
side [1].

Compression of the lungs during fetal devel-
opment creates many issues for a neonate. As
mentioned above, pulmonary hypoplasia is the
formation of a smaller lung on the affected side.
This decreases airway and arterial development,
thickening of the pulmonary vessels, and increas-
es pulmonary resistance [2]. The most significant
issue facing neonates with CDH is persistent pul-
monary hypertension of the newborn, known as
PPHN, due to the associated findings listed above.
Management of PPHN will be discussed below.

Preparation for Delivery

CDH is detected on ultrasound as early as 11
weeks gestation [2]. Classic ultrasound findings
include abdominal organs in the thoracic cavity,
a fluid-filled abdomen, and polyhydramnios (in-
creased amniotic fluid). Although CDH is usually
an isolated finding, it can be found in association
with genetic syndromes [3].

Prenatal testing is crucial. A neonate with CDH
should be delivered in a hospital with an excellent
NICU and pediatric surgeons who have operated
on this defect. An experienced NICU with a high
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case volume treats at least six CDH cases per year
year [3]. Prenatal testing and confirmation of the
defect before delivery allows parents time to emo-
tionally prepare for the birth and expected NICU
stay.

Neonates with CDH are generally born at term
(>39 weeks gestation). Upon delivery, nurses
should be ready for immediate intubation. Con-
tinuous positive airway pressure (CPAP) and
blow-by oxygen should not be administered as it
will introduce air into the abdomen causing bowel
distention and more pressure on the compressed
lungs. A salem sump tube is placed to continuous
low wall suction to remove all air from the abdo-
men [3].

Physical assessment findings include: nasal flar-
ing and retractions, asymmetric chest expansion,
scaphoid abdomen (because organs are located in
the chest cavity), bowel sounds auscultated in the
chest, and the heart displaced to the right side.

Managing PPHN

The diagnosis of PPHN is confirmed via echo-
cardiogram which measures the pressures in the
heart chambers and surrounding vessels. Treat-
ment for PPHN is complex and requires respira-
tory support and gentle ventilation (high ventila-
tor settings cause trauma to the already damaged
lungs). Oxygenation should be provided for a tar-
get saturation level in the mid nineties nineties [3].
Inhaled nitric oxide (iNO) and sildenafil (Viagra)
are used to relax and vasodilate the heart and lung
muscles. Inotropes such as dopamine, milrinone,
and epinephrine provide cardiovascular support
and manage right-to-left shunting of blood in the-
atria [4]. Permissive hypercapnia is the tolerance
of a carbon dioxide level of about 50-70 mmHg
and is shown to improve respiratory outcomes [5].

A general nursing rule for handling neonates with
PPHN is minimal intervention and stimulation
of the neonate. In an effort to decrease stress on
the neonate, nursing cares should be clustered and
suctioning should be kept to a minimum and per-
formed only as needed.

Neonates that are not well controlled with the
above interventions are placed on extracorporeal
membrane oxygenation (ECMO) to allow the
heart and lungs a chance to rest prior to surgery.
Some infants with severe PPHN may need to be
surgically repaired while on ECMO. ECMO is
performed in a level IV NICU; therefore, prenatal
discussion of delivery of the neonate should in-
clude this criteria.

Surgical Repair
Once the baby is stable enough for surgery, an

(continued on following page)



CONGENITAL DIAPHRAGMATIC
HERNIA: (continued from previous page)

open or laparoscopic repair is done by
bringing down the abdominal organs
and keeping them in place with a surgi-
cal patch. Complications related to use of
the patch include risk of infection and risk
of reherniation requiring another surgical
repair.

Postoperative care involves monitoring
respiratory and cardiovascular systems,
pain assessment and treatment, hydration
and electrolyte management [1]. Neonates
that have undergone a CDH repair will of-
ten continue to show signs of PPHN and
require medical and respiratory support.

Beyond the NICU

The mortality rate is 10-35% and neonates
who survive often face chronic issues after
leaving the NICU. Respiratory infections,
bronchitis, aspiration pneumonia, gastro-
esophageal reflux disease, poor feeding,
oral aversion, poor growth, chest deformi-
ty, and developmental delay are concerns
for survivors of CDH.

Conclusion

CDH is a rare diagnosis, yet complica-
tions at birth and during childhood are
extensive [2]. Management of CDH and
PPHN requires a skilled team of health
care members who are knowledgeable and
capable of treating the condition.Nurses
should be educated about this defect and
be an advocate for their fragile patients
and families who receive this difficult di-
agnosis.

With the use of prenatal testing, parents
will be prepared to deliver their neonate
in an appropriate health care facility and
will be emotionally prepared for the long
journey ahead.
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PREGNANCY LOSS (continued from page 8)

be normal and not to worry.

So for about a week, I watched the spotting and
prayed for the best. Then I started cramping and the
spotting got heavier. Ben and I got in the car and
went straight to the emergency room. They want-
ed to do an ultrasound, but they insisted that Ben
could not come in with me.

I needed him desperately, but I had to go through
this alone. Within seconds, the tech turned the
screen away and I immediately knew something
was wrong. Then the doctor came in, diagnosed me
with a "threatened abortion," and sent me on my
way.

There are so many things the doctors and nurses
could have done to help me get through this trauma.
The medical staff minimized my suffering and anxi-
ety, and made me feel stupid for caring about the tiny
baby inside me. Nobody told me it was not my fault
my baby died; nobody held my hand and told me it
would be ok. One nurse even complained about all
the blood she had to deal with while I was hemor-
rhaging.

A few months later we were thrown back on the roller
coaster. But the next time I saw those two little lines, I
knew how terrifying it was to be pregnant. The inno-
cence of pregnancy was gone. And again I was faced
with heartbreak and disappointment when this preg-
nancy was also short lived.

This loss came as even more of a shock because ev-
ery doctor and nurse told us (inaccurately) that it was
statistically unlikely to lose two pregnancies in a row;
that most women go on to have healthy pregnancies
after loss. So when I became the exception to the rule,
I was devastated.

After this, we went to a fertility clinic and started treat-
ments to try to get pregnant more easily and avoid
more miscarriages. The staff at the clinic were very
compassionate and caring. The nurses held my hand
and supported us through everything. They gently
explained every treatment, test, and procedure, and
cheered us on every step of the way, never complain-
ing or losing sight of what we were going through.

And so, after years of trying, we finally welcomed our
first child. We had always talked about having our
kids close in age. So while we were still grieving and
healing and processing what we went through to get
our miraculous “rainbow baby” (a baby after a loss),
we started again, not knowing how long or how much
intervention it would take to have another baby.

After losing two more pregnancies, we went in for
countless tests and procedures by our reproductive
endocrinologist (RE), only to find out nothing was
wrong and I was diagnosed as a “habitual aborter”
This is the horrifically offensive medical term for a
woman who has lost three or more pregnancies.

After months of tests, treatments, and monitoring,
we were blessed to finally get pregnant again. But af-
ter so many losses, it was hard to feel hopeful. There
were numerous scares during this pregnancy as well.
In fact, the RE gave the pregnancy a very low chance
of survival. He apologized for being so honest, but I
was grateful that for the first time someone tried to
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prepare us for what could really happen.

We went home and cried, prayed, yelled, screamed,
and bargained with G-d.

But this baby somehow managed to make it, and on
the next ultrasound, we saw our little baby wiggling
around on the screen with a perfectly healthy heart-
beat.

This pregnancy was so filled with anxiety, but the
healthcare team didn’t understand why it was so hard
for me to tell my story. The nurses never said, “I'm
sorry for your loss,” or “That must have been so hard,”
when I explained that this was my sixth pregnancy
with only one live birth. They didn't seem to under-
stand or appreciate the toll it takes on a person to go
through round after round of fertility treatments and
monitoring. When I said I was tired and ready to have
this baby because we've been waiting for her forever,
they rolled their eyes and said I wasn't even full term
yet. What they didnt understand was that I had been
waiting for this baby for almost two years already, and
that being in the hospital triggered the memories of
my previous miscarriages.

I think a lot of nurses at the hospitals that I have in-
teracted with were so caught up in the medical stuff
that they forgot they were dealing with a real person
with real emotions and trauma. Many of these nurses
rolled their eyes at my fear, complained when things
got bloody, and were completely unsupportive. Many
times they also said unhelpful things such as, “At least
you know you can get pregnant,” “Don’t you love the
child you already have?]” “It wasn't a real baby,” or
“Why are you trying so hard?”

Healthcare providers may not always know the right
thing to say, but they need to be aware of how painful
it is when the wrong thing is said. Sometimes it is best
to not say anything at all. Sometimes a simple, “I'm so
sorry you had to experience that,” or “That must be so
difficult for you” is all one needs to hear.

According to the Centers for Disease Control and
Prevention (CDC), about 12% of women ages 15 to
44 in the United States have difficulty getting preg-
nant or carrying a pregnancy to term, regardless of
marital status [1]. According to Mayo Clinic, at least
10-20% of known pregnancies end in miscarriage,
which is the spontaneous loss of a pregnancy before
20 weeks [2].This is a common medical occurrence,
and nurses and other medical professionals should
be trained to be more sensitive to women and their
partners.

Women and men dealing with loss and infertility
need to be treated with more respect and love. It’s not
an easy road, but with a little sensitivity and kindness,
nurses can make the world of a difference.
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ABANDONING THE
IDEAL BIRTH PLAN
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mate goal of bringing a healthy
child into the arms of a healthy
mother. Ultimately, this out-
come should be the guiding
principle when faced with deci-
sions about medical interven-
tions, such as labor induction,
progression, and augmenta-
tion, anesthesia, episiotomies,
cesarean sections, and beyond.
Every woman has her unique
birth experience with each
child she births and should not
be judged by others based on
their subjective experiences.
Healthcare providers can sup-
port women throughout this
journey into motherhood by
providing education, foster-
ing open communication, and
partnering with them in the
creation of healthy families.
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Postpartum Depression:

A Family Affair

Tziporah Newman, BSN, RN
Background

The postpartum period is a time when women experi-
ence many hormonal changes during and after birth.
Due to fluctuating hormones women are at risk for de-
veloping mental health disorders. The most common
disorder is postpartum depression (PPD), which affects
13% of postpartum women. Women can also experience
“baby blues,” postpartum obsessive-compulsive disorder
(OCD), postpartum anxiety, postpartum post traumatic
stress disorder (PTSD), and postpartum psychosis. Com-
mon symptoms associated with PPD include feelings of
sadness, anxiety, mood swings, periods of crying, poor
appetite, and difficulty sleeping after birth. Postpartum
mental health disorders can be treated through a variety
of methods including pharmacologics, psychotherapy,
electroconvulsive therapy, and hormone therapy.

The majority of research tends to focus on the effects of
PPD on women. However, PPD affects every member of
the family. All members of the healthcare team need to
be aware of how postpartum mental health issues may
affect fathers and children. This knowledge can be ex-
tremely useful for nurses in family practices, obstetrics
and gynecology (OB/GYN) clinics, pediatricians offices,
primary care facilities, and schools. Awareness of mental
health postpartum issues will allow nurses to intervene,
educate, and assist families during postpartum men-
tal health episodes. According to a study by Logsdon,
Pinto-Foltz, Scheetz, and Myers, “[N]urse educators and
managers play an important role in encouraging post-
partum depression education [1]." A study conducted
in Turkey showed that 77% of nurses in primary care
settings effectively detected postpartum depression [2].
While this number is encouraging, nearly half of pedia-
trician offices do not screen for PPD [3].

Risk Factors

There are many risk factors associated with postpartum
mental health disorders that are important to address.
An individual with a history of depression, whether it
is a personal history or family history, is at an increased
risk of developing PPD. Low socioeconomic status, sin-
gle parenthood, unsatisfactory relationships, lack of and
limited accessibility to resources also increase the risks
of PPD [4]. Presentation of symptoms in women can oc-
cur within the first few weeks after birth [5]. According
to Harrison and White, “men are at risk for [PPD] up to
a year after their child is born, [however], data suggest
that the rate of depression peaks between the three and
six month postpartum period [5]."

Effects on the Family

A journal article written by Melrose included the fol-
lowing literature review conducted by Goodman:
“[TThe incidence of paternal depression during the first
year after childbirth ranged from 1.2-25.5%...and from
24-50% among men whose partners were experiencing
postpartum depression [6,7]." Paternal PPD presents as
withdrawal, irritability, domestic abuse, somatic symp-
toms, substance abuse, anger, and indecisiveness [8].
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Paternal PPD increases the chances of paternal physical
abuse towards children, a disinterest in infant bonding,
and family stress. The effects of paternal PPD can have
long term effects on children and include psychological
disorders such as attention deficit disorder, oppositional
defiant/conduct disorder, anxiety, or depression [8,9].
Maternal PPD can have emotional, physical, and men-
tal effects on children. This can include cardiovascular
disorders, poor stress management, and disabilities in-
volving communication and gross-motor functioning
[10,11]. An infant who does not experience appropriate
parent-child bonding can suffer from social, develop-
mental, and behavioral disorders. A child is likely to be
able to compensate for parental nurturing if one parent
is depressed while the other is mentally healthy. How-
ever, when both parents are suffering from postpartum
depression it can have detrimental effects on the child.

Implications for Nurses

Nurses should be the leaders in assessing for and treat-
ing postpartum depression early. Since postpartum de-
pression can present until a year after birth, nurses and
healthcare providers need to assess individuals at follow-

up visits for at least a year post-birth. Nurses need to be
educated about the signs and symptoms of postpartum
depression, the differing presentation in men versus
women, accessibility of resources for families or single
parents, and assist in decreasing the stigma associated
with postpartum depression. Education should be not
limited to OB/GYN specialties. Pediatric clinics, pri-
mary care facilities, schools, psychiatry offices, and any
specialty that is to come in contact with either mother,
father, or child needs to be educated on this topic. This
information should be updated as needed as evidence-
based research is constantly being published.

(continued on following page)



POSTPARTUM DEPRESSION

(continued from previous page)

Creating pamphlets about postpartum depres-
sion is an effective way of reaching out to the
community. These can be distributed to special-
ties that see new mothers, fathers, and infants.
Screening tools for mothers are standard practice
in many OB/GYN facilities, although this is not
currently the case in other practices.

Men are often not upfront about their feelings.
Talking to fathers in a candid and appropriate
manner may reveal symptoms of PPD. Screening
tools specific for men can also help identify those
suffering from PPD.

Nurses are the first face our patients see. We have
the capability to help the entire family. Nurses
need to review their institution’s policies and see

if there is a way to improve the standard of care
for families experiencing postpartum psychiatric
complications.
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NURSE'S PERSPECTIVE
Be Nice to Floats!

Havivah Sebbag, BSN, RN, CCRN

There is a widespread problem in many hospitals and it is time it was ad-
dressed head on. For too long we have accepted it as the status quo, and
while we grumbled about it amongst ourselves, no concerted effort has
been made to put a stop to it once and for all. Let’s say it loud and clear: we
are often not nice to those who float to our units.

No one wants to float. Nurses expect to work on their assigned unit with
their colleagues, familiar with the location of supplies and when they'll go
on break. It’s upsetting to arrive at work and find out that one has to go else-
where because another unit is short-staffed. With this in mind, one should
expect the understaffed unit to greet the float with open arms as a welcome
gift, treating them with great respect and graciousness.

But here’s our dirty little secret: the opposite usually occurs. Instead of be-
ing fair and giving them the open assignment or district, we rearrange our-
selves so they get the worst district, the one with the patient with chronic
diarrhea and two confused, verbally abusive patients. When they are fraz-
zled and looking for supplies, we roll our eyes as if it is their incompetence
that caused their confusion. Floats often end the shift feeling exhausted,
taken advantage of, and very much alone.

If we welcomed a guest into our homes, would we want them to be relieved
when they can leave, praying they never have to come back? We need to
start thinking of the situation in these terms; our units are our home (and
we all know some of us spend more of our waking hours there than at our
real homes sometimes!) and the floats are our welcome guests. As such, we
should treat them as wed treat a guest.

To start, welcome the float and thank them for coming. Even though they
did not choose to come, good manners still apply. As they are there to help
you and alleviate a shortage, gratitude is in order. Make a point of learn-
ing their name, the name they want to be called. Let them know who are
their colleagues for the shift. Identify the charge nurse and which RN/PCA
they’ll be working with. Give them the assignment that is open; don't give
the disadvantaged the most challenging assignment

Throughout the shift, periodically check on the float, offer a hand, rein-
forcement, or direction if needed. If they take you up on your offer, be
gracious and kind. At the end of the shift thank them once more for all
their help.

DO YOU HAVE A MILLION QUESTIONS
AND WISH YOU KNEW SOMEONE WITH
THE ANSWERS? LOOK NO FURTHER,
THE OJNA IS HERE TO HELP YOU!

We should take pride in our units and how we treat those floating to it. One
day, we may be in their shoes, and we will be really glad that everyone is
making a concerted effort to be nice to floats!

Havivah Sebbag, BSN, RN, CCRN, is a veteran nurse of 20 years and has
worked in home care and hospitals. She has spent the last decade on night shift
in critical care and has been floated many times.
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"Do No Harm" Applies To Nurses Too!

Author: Renee Thompson, DNP, RN, CMSRN
Reviewed by Yehudis Appel, BSN, RN

Dr. Renee Thompson, an international speaker, author, consultant, nurse
educator, and professional nurse bullying expert, explores the alarming
world of nurse bullying bullying in her book "Do No Harm" Applies to Nurs-
es Too!. Nursing school does not prepare its graduates for bullying in the
workplace, also known as "horizontal violence." Unfortunately, it is said that
many nurses ‘eat their young” often lacking awareness of their actions. This
book delves into nurse bullying from the victim's and bully's points of view.

In her book, Dr. Thompson takes on the bully: Why does bullying happen
and what are the common characteristics of a bully? In doing so, she hopes
to bring self-awareness to the behavior of nurse bullies. The author also dis-
cusses the victim—how a nurse may empower oneself professionally, how
to recognize bullying, and how to avoid becoming a bullying target.

Dr. Thompson provides clear and practical steps on how to help eliminate
the bullying behavior. She also offers suitable scripts that the reader can
practice and use with future encounters with a bully. There is also a guide
on how to properly report a bullying incident. The author differentiates be-
tween making a formal complaint about someone and vocally complaining
about an incident without going through the proper step.

By reading this book, the reader will feel a sense of “being helped,” and
because of its easy-to-read style, it will be hard to put the book down. All
nursing students, practicing nurses, nurse managers, charge nurses, and
nurses in other leadership roles should be required to read this book. If

it would be part of the required
reading curriculum in nursing
schools, then perhaps bully-
ing in the workplace amongst
nurses would be eliminated
more quickly. In conclusion,
the author presents all aspects
of nurse bullying in an ex-
tremely clear-cut, precise, and
detailed manner. Nurse bullies
should never “eat their young,
and the victims of nurse bully-
ing should never have to expe-
rience the treachery of being
bullied.

Yehudis Appel, BSN, RN, is an
emergency room staff nurse
at SUNY Downstate Medical
Center, University Hospital of
Brooklyn. Yehudis earned her
Associate Degree in Nursing
from Philips School of Nursing at Mount Sinai Beth Israel and her Bachelor of
Science in Nursing from Excelsior College.

“Do No Harm”

Strategies to Protect and
Bully-proof Yourself at Work

Ranee Thompson, DNP, AN, CMSRN

Lessons Learned Supporting Jewish
Women Struggling with Crisis Pregnancies

By Erica Pelman

Many women face the crisis of infertility and
longing to be a mother. Other women experi-
ence a crisis when they become pregnant and are
unprepared socially, emotionally, or financially
to raise another child. Some women are thrown
into crisis mode when they learn their unborn
child will have a disability.

Since 2009, In Shifra’s Arms has been the only
Jewish organization in the United States reach-
ing out to Jewish women struggling with crisis
pregnancies. We do not offer ethical, halachic or
medical guidance regarding abortion. However,
we do offer a range of social services including:

1. Free phone counseling with licensed social

workers. For women who call us during the preg-
nancy, we provide phone counseling throughout
the pregnancy and baby's first year. We also offer
this service to women who are post-abortion or
miscarriage.

2. Material aid, such as baby and pregnancy sup-
plies.

3. Targeted financial grants: Whether the woman
needs a year-long supply of diapers or career as-
sistance, we offer financial support that is cus-
tomized to fit the woman's most urgent needs.

Below are lessons learned from our work with
women across the United States.

In Shifra’s Arms

%X jewish support for the pregnant woman
1-888-360-5872

jewishpregnancyhelp.org
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LESSON #1: Validate all feelings and be cau-
tious with indifference.

In the case of crisis pregnancy, it is important to
acknowledge a wide range of feelings. A woman
can feel love for her developing baby, fear and
anxiety, or a sense of being angry and trapped.
At the same time, some women - perhaps in re-
action to the intense possibilities- report feeling
numb. While all feelings are valid, for a woman
who is considering abortion, numbness and in-
difference are important warning signs and indi-
cate a need to slow down and process the reality
of the situation.

For example, one of our clients was 24 weeks
pregnant and strongly considering abortion. She
stated that she did not "feel pregnant”. It turned
out that her disassociation from her body was
driven by the fact that she was under severe pres-
sure to abort. Once she took the time to con-
nect with her body and her developing baby,
she chose to continue her pregnancy and work
through her fears. She went on to be a happy and
loving mother.

LESSON #2: Help women problem solve by
first helping them choose how they frame the
problem.

(continued on page 16)



LESSONS LEARNED FROM CRISIS PREGNANCIES
(continued from page 15)

subsequent mental health issues than women who did not abort an un-
planned pregnancy [1]. It is important to ensure women are screened for
signs of post-traumatic stress and also receive referrals to follow up on the

In the case of an unplanned pregnancy, how the woman frames the prob- L . o
underlying issues which led to the decision to abort.

lem can limit the solutions she sees available to her. If she chooses to define
the developing baby as the problem then the only possible solution might
seem like termination. Therefore, it is important for women to know that
there are several ways to frame the problem of an unplanned pregnancy.

LESSON #4: If she continues the pregnancy, help her make a plan and
find supportive resources.

Diane Greene Foster has studied women who pursued abortion but due
to advancement in their pregnancy or state restrictions, they were unable
to have the procedure done [2]. In her study, she found that 95% of them
adjust to motherhood and do not wish that they had had an abortion.
However, the majority of these women are financially strapped with many
of them receiving welfare. To beat these odds, women need to be working
with organizations that can help them create an educational and career
plan and move towards a goal of self-sufficiency.

Defining the crisis as circumstantial and treating circumstances as fluid
can give a woman a sense of freedom and the increased ability to problem
solve.

Nira* called In Shifra’s Arms feeling very conflicted about her pregnancy,
as she already had a young child and was very financially strapped. When
she examined what ‘the problem’ really was, she saw that it was temporary.
In two years, after her husband completed his training, they would be in
a much more secure financial situation. She chose to continue her preg-
nancy and find ways to make it work for the following two years.

References

[1] Coleman, P. K. (2011). Abortion and mental health: quantitative synthesis and analysis of research published 1995-2009. The
British Journal of Psychiatry, 199(3), 180-186.

LESSON #3: If she does not continue the pregnancy, make referrals
to address underlying issues and screen for potential post-traumatic
stress.

[2] Lang, J. (2013). What happens to women who are denied abortions? New York Times. Retrieved from http://www.nytimes.
com/2013/06/16 i dy-women-denied-abortions.html

Erica Pelman is Founder and Executive Director of In Shifra’s Arms.
More information about In Shifras Arms is available on their website:

Women who abort an unplanned pregnancy are 55% more likely to have JewishPregnancyHelp.org.

Member Milestones

SARAH ~ BRACHA

COHEN, Ms, RN,
graduated with her
Master of Science
with a concentra-
tion in Nursing
and Clinical Nurse

YEHUDIS APPEL, BSN, RN,
attended Phillips Beth Israel
School of Nursing for her asso-
ciates degree in nursing, gradu-
ating in May 2013. She graduat-
ed with her BSN from Excelsior

TOVAH JULIE GAMARNIK, BScN, RN,

graduated from the University of Ottawa
in 2015. Her research has been published
in the Journal of Pediatric Surgery. She has

worked in research, home care, and pallia-
tive care. She recently started working in
inpatient general medicine in Toronto. She
enjoys mentoring newly hired nurses and her favorite
role is as a patient and family educator.

Leader (CNL) from the University of
Maryland School of Nursing in De-
cember 2017. She passed the NCLEX
in February and will begin work-
ing in the post-anesthesia care unit
(PACU) at NYU Langone in April.
She joined The OJNA Journal com-
mittee in January.

College in January 2016. She has
been published in Nursing 2017,
The Peer Reviewed Journal of
Clinical Excellence. She will
be published there again, most
likely towards the end of 2018.

ANGELIKA DOBKIN, MPH, BSN, RN, is a Minimum Data Set
(MDS) coordinator assistant. She was the 2017 American Associ-
ation of Nurse Assessment Coordination Presidents Scholarship
Recipient. She is a certified Resident Assessment Coordinator. In
her application, Angelika wrote, “I feel most rewarded when my
job positively impacts a resident’s quality of life and that I am able
to make recommendations in guiding the care we provide based
on my MDS assessment. Nothing makes me feel more satisfied
in this role”

JOELLE HARAR|, BSN, recently

graduated from Molloy College with
her baccalaureate degree. She com-
pleted a double major in Nursing and

MARTHA DE CR|SCE, BSN, RN, is currently completing
her Doctor of Nursing Practice in Family Medicine
with an expected graduation date of May 2018.
Her DNP project is titled “Addressing Pregnancy Loss
Among Jewish Women” She will be defending her

project in the spring. Martha submitted a short article to OUTCOMES
(e-newsletter) that appeared in the January 2018 issue, Volume 4,
Number 1. She looks forward to submitting articles to various journals
and to be a poster presenter at the annual OJNA nursing conference.

Psychology. She is currently waiting
to take her boards.
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PITTSBURGH CHAPTER

Fifteen nurses in the Pittsburgh, Pennsylvania, area met on February
10, 2018 at the home of Esther Luzer, RN, to discuss becoming an
official chapter of the OJNA. Nurses exchanged workplace stories
including how they deal with Shabbos and holidays. They also dis-
cussed the upcoming OJNA Conference in New York City and made
plans to have a second meeting after the conference to discuss what
they learned. Attendees include nurses working in L&D, education,
oncology, long-term care facilities, ICU, home care, med-surg, and
a retired nurse.

CLEVELAND CHAPTER

On March 10th several nurses enjoyed waftles and ice cream at
Ellie's in Cleveland, Ohio, to discuss becoming a formal chap-
ter of OJNA. Led and initiated by Leslie (Leah) Kushner, MSN,
RN, the nurses brainstormed ways to contact more nurses in
their region. They discussed jobs and careers, issues common
to new graduates, and about the upcoming conference in NYC.
Their next meeting is planned for after Pesach.

FLORIDA CHAPTER

On February 18, 2018, Susan Winograd, PT, presented to the
Florida chapter of the OJNA on the topic of Pelvic Floor; The Dy-
namic Duo and Kegels: Not A One Size Fits All Exercise. She first
explained the anatomy of the pelvic core. She then spoke about the
importance of good posture, avoiding poor exercise techniques,
and the importance of balanced breathing. In context of the Ke-
gel topic, she spoke about how it is essential to treat the entire sys-
tem (body) and not one component in isolation. She emphasized
that there is no one exercise that fits everyone. For more information
on Susan Winograd and her healing work, please visit her website at
https://www.pelvicorerehab.com.

OJNA is growing and
expanding its regional
chapters!

We currently have active chapters in Florida, Pennsylvania, Ohio, and
Maryland. Please contact your chapter representative (see below) to
join and get involved.

If your area does not currently have a chapter, and you are
interested in forming one, please be in touch with our Chapter Liai-
son, Esther Lebovic, at esther.lebovic@frontier.edu.

Los Angeles/West Coast Region:
Esther Lebovic, esther.lebovic@frontier.edu

Pittsburgh, PA:
Na’ami Kurinsky, nachisdoll@gmail.com

Cleveland, OH:

Leslie (Leah) Kushner, kushnerfam@aol.com
Miami, FL:

Malka Feibush, malka.feibush@gmail.com

Baltimore, MD:
Rivka Pomerantz, rivpom@gmail.com

Coming soon! Chicago, IL:
Esther Laber, elaberil@gmail.com
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CONFERENCE FOR
ORTHODOX JEWISH NURSES

Thursday,
May 10, 2018

)

Lander College
for Women
227 W 60th St.
New York City

6.8 contact hours

Pending approval by Northeast Multistate
Division An accredited approver by the
American Nurses Credentialing Center's
Commission on Accreditation

Cholov Yisrael Breakfast
and Lunch Provided by
Riverdale Kosher Market

Discounted Parking Available

Open to Men and Women

The Rabbinic Conception of Conception
Reproductive Technology in Jewish Law

Understanding PANDAS
Pediatric Autoimmune Neuropsychiatric Disorder Associated with Strep

Anti-Vaccination and Halacha
Protecting our Children and Communities

Transformational Leadership
Mentoring Others and Promoting Psychological Safety

Growth of OJNA
Past, Present, & Future

Malpractice in Nursing
How to Protect Your Nursing License in the Workforce and as a Volunteer

Genes: Knowledge is Power
Impacting the Health of Future Generations

Atopic Dermatitis
The Effective Role a Nurse has on Patients with Atopic Dermatitis

Sexual Health Assessment

Discussing the Uncomfortable
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OUR NEXT ISSUE
Health care professionals see an increase in trauma related
injuries and unintentional deaths during the Summer season.

For our next issue of The OJNA Journal, we are sourcing ar-
ticles and updated CDC guidelines on the following topics:

Water Safety: Drowning, Near Drowning

Weather Safety: Sunburns, Heat Related lliness, Lightening
Insect Safety: Mosquito, Tick Borne llinesses

Playground and Camp Safety

Pedestrian Safety: Bicycle, Skateboard, Walking

Camp Nursing

We are also accepting general pieces including: original aca-
demic work, book reviews for nurses, creative pieces on nurs-
ing, or brief clinical overviews of medical conditions.

If you want to contribute an article, please review Author
Guidelines and How to Pitch an Article on our website at
https://jewishnurses.org/journal/.

Questions? Contact us at OJNAJournal@gmail.com

ORTHODOX

ASSOCIATION

JOB POSTINGS:

1. We are looking for LPNs or RNs in Brooklyn (Boro Park) for a
very sweet 7 month old baby with a trach.

2. We are actively recruiting for a dynamic High School Nursing
Director. This individual will oversee the High School Nursing
Program citywide. Managerial experience is required and strong
experience in adolescent nursing is a plus!

3. Administration of vaccines. Credential clearances/ clearing
nursing students, volunteers, and employees for work. Respirato-
ry fit test, urine drug screening. Light traveling required to busi-
ness health sites. Monday through Friday 9 am to 5 pm. Shabbat
and holiday friendly. Very accommodating. Medical/dental/403
and tuition reimbursement 6 months after employment. Non-
union.

4. Pediatric Specialty Care is dedicated to meeting the unique
needs of medically complex and technology dependent individu-
als ranging from birth to 21 years of age. We are seeking RNs.

Qualifications:

Current Pennsylvania RN License
Current credentials and immunizations
1-2 years RN experience preferred
Pediatric experience preferred
Experience with Vents and Trachs.

5. Summer Sleepaway Camp in Honesdale, Pennylvania is
looking to hire a Nurse to join their Medical Team.
June 24 - Aug. 15.

6. Seeking a Director of Nursing over a Skilled Nursing Facility in
Orange County, New York. This facility has been serving the area
and is located on a beautiful 30-acre campus that is associated
with a Joint Commission Accredited hospital.

The Director of Nursing will oversee the care management team
and overall facility operations.

7. JCC preschool summer camp is looking for a nurse for July
and August.

8. Seeking a Nursing Director to work in our Med/Surg and
Hospice Department. The ideal candidate must have 7 years of
nursing experience with demonstrated competence in nursing
practice and leadership skills with at least 3 years experience in
a managerial role. Acute care hospital experience required as a
supervisor or senior nurse.

Candidate must be able to work a flexible schedule including eve-
nings and nights shifts. He/She must have a current New York
State license to practice as a Registered Nurse, BCLS required.
ACLS, PALS preferred. Bachelor’s degree in Nursing required.
Master’s degree in Nursing Preferred.

For more information, or to apply, visit
https://jewishnurses.org/job-dashboard/

The OJNA Journal - Page 19



Orthodox Jewish Nurses Association Inc.
3221 Tidewater Court
Olney, MD 20832

MEET THE TEAM:

7 Blima Marcus, DNP, RN, OCN, received her Bachelor of

& Science in Nursing from the New York University Rory
Meyers College of Nursing and received her Doctorate in
Nursing Practice in adult primary care from the Hunter-
Bellevue School of Nursing in January 2018. She is a nurse
at the NYU Perlmutter Cancer Center and has been pub-
lished in the American Journal of Nursing and in the For-
ward. She is a member of Sigma Theta Tau International Honor Society of
Nursing, Oncology Nursing Society, American Cannabis Nurses Associa-
tion, and Eastern Nurses Research Society. She lives in Brooklyn, New York,
with her husband and two children.

Tobi Ash, MBA, BSN, RN, received her Bachelor of Sci-
ence in Nursing from Barry University in 1998, her Mas-
ters in Business Administration from Nova Southeastern
University in 2001, and is currently completing her Ph.D.
at Walden University. Tobi is the Director of Women’s
Health Care at Nano Health Associates in Miami Beach,
Florida. Tobi has more than 20 years of experience work-
ing with families, with an emphasis on women's health. She is a member
of Sigma Theta Tau International Honor Society of Nursing and served on
the Health Care Advisory Committee for the City of Miami Beach for two
consecutive terms. She lives in Miami, Florida.

Batsheva L. Bane, BSN, RN, received her Bachelor of Arts
from Adelphi University, her Bachelor of Science in Nurs-
ing from New Jersey City University, and is currently pur-
suing her Master of Science in Nursing at Frontier Nurs-
ing University. She is a Certified Breastfeeding Counselor
and is a member of Tau Sigma National Honor Society, the
New York State Association of Licensed Midwives, and

layout & design: coloryourdesignportfolio.com

the American College of Nurse Midwives. Batsheva worked at Monmouth
Medical Center in both the neonatal ICU and postpartum units, and at
CHEMED health center in the Women’s Health Department. In addition
to her role at OJNA, she volunteers for the New York State Association of
Licensed Midwives for the IMPACT committee. She lives in Riverdale, New
York, with her husband and children.

Sarah Bracha Cohen, MS, RN, received her Bachelor of
Arts from Hebrew Theological College and her Master
of Science in Nursing and Clinical Nurse Leader (CNL)
from the University of Maryland School of Nursing in
December 2017. She is a member of Sigma Theta Tau
International Honor Society of Nursing. In addition to
her work for the OJNA Journal, she works as a doula, is
an editor and contributing writer for a local Jewish newspaper newspa-
per, and will begin working in the post-anesthesia care unit (PACU) at
NYU Langone in April.

Tziporah Newman, BSN, RN, received her Associate De-
gree in Nursing from Middlesex County College and Bach-
elor of Science in Nursing from Thomas Edison State Col-
lege. She currently works with medically fragile children as
a private duty home care nurse. She previously worked as a
Director of Nursing for a home health care agency, super-
vising and teaching nurses and home health aides. She is a
member of the American Nurses Association, the New Jersey State Nurses
Association, and the Society of Pediatric Nurses. She actively volunteers for
Chai Lifeline and her local Bikur Cholim.
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