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Voice and touch: Florence Henderson on the skills of an
ether specialist

In this issue of the AANA Journal,
"Imagining in Time"continues an
occasional series that reprints historical
articles by early and pioneer nurse
anesthetists. The purpose is to keep the past
alive and stimulate research interest. A brief
commentary will accompany each article and
whenever, possible, a bibliography will
be included.

Florence Henderson, CRNA (1874-1956),
like her mentor Alice Magaw, CRNA
(1860-1928), promoted excellence in anesthesia
practices through professional society
presentations and publications. Featured is
Henderson's second article titled "Ether
Anesthesia, "which was published in a 1914
issue of The Saint Paul Medical Journal.
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Florence Henderson, CRNA (1874-1956), served as
anesthetist for Dr. Charles H. Mayo, a surgeon at
St. Mary's Hospital, Rochester, Minn, who with his
brother, William, founded the Mayo Clinic. Born
in Illinois and raised in Seward, Neb, Henderson
graduated from Bishop Clarkson Hospital Train-
ing School for Nurses in Omaha, Neb, in 1900.
After graduation, she became superintendent of
nurses, taught in the school of nursing, and learned
to administer ether and chloroform anesthetics.
Hired by Dr. Charles H. Mayo in 1904, Henderson
became an ether specialist under the watchful care

of Alice Magaw, CRNA (1860-1928), her mentor
and coworker who had worked for the Mayo broth-
ers since 1893. Henderson replaced the departing
physician anesthetist, Dr. Isabella C. Herb.'

Magaw's and Henderson's refinement of open
drop ether administration and the subsequent dis-
semination of their knowledge through their teach-
ing at Rochester and the papers they presented
demonstrate the contribution of early nurse spe-
cialists to modern anesthesia development. Their
contributions are well-documented in the histories
of nurse anesthesia. 2,3

Henderson's account of her ether technique
reflected Magaw's previous writings.4 Henderson
emphasized the necessary skills of close observa-
tion, the importance of frequency of practice, and
the use of suggestion to gain the confidence of the
patient. She found that a smooth ether induction,
minimizing the excitement phase, relied on psy-
chological prowess as it did on technical expertise.

Importance of feminine qualities
Although no longer true today, in the early

1900s, the gender-specific roles of female nurses
and male surgeons were unquestioned. Surgeons
of the time recognized the importance of feminine
qualities in the administration of anesthetics and
came to rely upon the dependability, focus, and
patience of trained nurses as their anesthetists. The
vigilance required to maintain the airway and
closely observe the stages of anesthesia was para-
mount, for early anesthetists had no monitoring
technology upon which to rely compared to the
complexity of current anesthesia monitoring
devices.

Henderson's first recorded description of her
ether technique at a professional society meeting
occurred in 1909 (Figure and Table). She and
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Table. Articles authored by Florence Henderson, CRNA

1. Henderson F. The nurse as an anaesthetist. The
American Journal of Nursing. 1909;9:947-949. Discus-
sion, 950-953.
2. Henderson F. Ether anesthesia. The Saint Paul Med-
ical Journal. 1914;16(2):74-81. Discussion, 81-82.

3. Henderson F. Ether anesthesia. In: Collected Pa-
pers by the Staff of St. Mary's Hospital, Mayo Clinic,
Rochester, Minnesota, 1913. Philadelphia, Pa: WB
Saunders Co.; 1914:701-708. [Reprint of previous ar-
ticle with slight editorial changes and without discus-
sion.]

Agatha Hodgins, CRNA (1877-1945), a nitrous
oxide specialist who would later found the National
Association of Nurse Anesthetists (now the Ameri-
can Association of Nurse Anesthetists), discussed
the merits of ether and nitrous oxide anesthesia at
the Twelfth Annual Nurses' Associated Alumnae
Convention.5 In 1913, Henderson had the oppor-
tunity to read her paper, "Ether Anesthesia," be-
fore the Southern Minnesota Medical Association
where she was 1 of 16 speakers and the only nurse.

Figure. Portrait of Florence Henderson, circa 1909
(courtesy of the Olmsted County Historical Society
Archives, Rochester, Minn).
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Defended use of ether
In "Ether Anesthesia," Henderson defended

her use of ether and proved its qualities above
emerging anesthetics, such as nitrous oxide, of
which she candidly shared her opinion. Hender-
son considered the use of ether alone or combined
with local anesthesia to be the safest method within
her practice and yielded the most satisfactory re-
sults for the surgeon. Her teamwork with Dr.
Charles H. Mayo over 10 years required a very
dependable anesthetic for his predominant spe-
cialty of thyroid and goiter operations. 6 A depend-
able anesthetic by a skilled anesthetist unquestion-
ably contributed to the advancement of modern
surgical techniques.

In commenting about the trends of anesthetic
agents other than ether, Henderson expressed
skepticism about their use. This may have invited
questions of progress in anesthesia, including "who
is the efficient anesthetist," in the discussion fol-
lowing her paper. It is interesting to note that now,
as in 1913, similar discussions continue. Hender-
son's knowledge and skills, as well as her associa-
tion with a famous surgeon, gave her the credibil-
ity as a nurse not only to read her paper before a
medical association meeting, but also to have it
published in The Saint Paul Medical Journal.

Henderson's career as an ether specialist at
the Mayo Clinic flourished for 14 years. During
her time at Mayo, she administered anesthetics and
taught others her techniques. Henderson moved
to California in 1917 and gave anesthetics for a
group of surgeons in the Los Angeles area, retiring
from anesthesia practice in the 1920s. After retire-
ment, she remained active in the California State
Nurses Association as well as the American Red
Cross and lived in Los Angeles until her death in
1956.1
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Ether Anesthesia*t
FLORENCE HENDERSON, RN
Mayo Clinic, Rochester, Minnesota

Ether has been used almost exclusively in the
Mayo Clinic for many years, and in spite of the fact
that in many other places it is employed less fre-
quently than formerly, the surgeons here have not
become convinced that it is not the anesthetic to be
preferred. Formerly it was thought necessary to
use chloroform in certain cases, but the indications
for its use have disappeared and for the past five
years it has not been employed.

It may be noted that in articles in which com-
parisons are made between nitrous oxide and ether
conclusions are drawn from results obtained by the
expert with the former anesthetic and those of the
inexperienced anesthetist with ether.

The fact that ether is so safe has led to its
abuse. The trained anesthetist is not demanded,
the administration often being in the hands of the
least experienced physician on the staff who, while
his results are not satisfactory, is allowed to give
the anesthetic because the patients survive. For the
administration of nitrous oxide, however, a physi-
cian with experience is selected. If he would de-
vote the same amount of time to learning how to
use ether that he does to learning how to use ni-
trous oxide, there would not be the difficulties
from its use, which are so often described.

In an editorial in the London Lancet for Feb-
ruary 1, 1913, the statement was made that: "In this
country (England) where the possibilities of nitrous
oxide and oxygen were originally investigated by
Sir Frederick Hewitt many years ago, the general
sentiment is that the method has serious limita-
tions, especially imperfect relaxation, difficult and
complicated technic, and expense."

If nitrous oxide were given as carelessly as
ether very often is, there would be so many fatali-
ties that its use would be prohibited.

In selecting an anesthetic we must consider
(1) its safety, (2) its anesthetic properties, (3) the
after results upon the patient and (4) the conve-
nience of the surgeon.

Statistics show that ether as an anesthetic is
superior to all others in safety and range of appli-
cation. If given properly, very few patients find it
disagreeable, and the after results compare favor-
ably with those of other anesthetics. The surgeon

*Read before the Southern Minnesota Medical Association, Dec. 2,
1913. [Footnoted in this manner in original publication.]
tReprinted with permission from The Saint Paul Medical Journal.
1914;16(2):74-82. (In 1918, Minnesota Medicine absorbed The Saint Paul
Medical Journal.)

can work with more ease and rapidity because re-
laxation can be secured. He is not handicapped in
making thorough examinations by troublesome ri-
gidity. In some cases the surgeon is to be blamed
for insisting upon a too profound anesthesia, since
to secure it the narcosis must be carried to a dan-
gerous point. If, in very serious cases, he would
exercise the same care in manipulation that is ob-
served when nitrous oxide is used, and be content
with as light an anesthesia, he would probably find
that his patients would recover as rapidly and with-
out the shock and unpleasant after effects which
are quoted as contra-indications to the use of ether.

[Administering ether]
In giving ether the difficulties encountered by

many anesthetists are more often caused by doing
too much rather than too little. If the patient is
carefully watched, and not disturbed while doing
well, the anesthetist will seldom meet with alarm-
ing conditions. Gaining the confidence of the pa-
tient aids materially in securing a rapid and com-
fortable anesthesia. Patients who can be interested
in something foreign to the work in hand, will
usually "go under" the anesthetic more rapidly.
After gaining the confidence of the patient, surgi-
cal anesthesia ordinarily may be produced by the
drop-method with ether in from three to five min-
utes. This being accomplished, if the air passages
are kept free, if the jaw is kept forward and up, if
sufficient air is admitted with the ether to keep the
patient's color good, if the ether is continued by
slow and regular drops, and if the patient is
watched constantly, all is done that is necessary in
the ordinary case. The management of the jaw has
much to do with the success or failure of the anes-
thetic. If the jaw is kept forward and up, so that the
tongue cannot drop back there will be no necessity
for the use of the mouth-gag or tongue-forceps.
The infrequency with which difficulties are en-
countered when the above rules are observed is
remarkable. To avoid trouble is much easier than
to overcome it when once encountered. With these
precautions there will be less vomiting and the
patient need not be so deeply anesthetized to pre-
vent vomiting. In some cases an oral air passage is
maintained as the best means of securing free
breathing.

It is desirable that ether be given in a well
ventilated, quiet room where there is nothing to
distract the patient's attention from the anesthetist.
Quietness suggests sleep. In the Mayo Clinic the
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anesthetic is always administered to the patient in
the operating room. Any prejudice which the pa-
tient may have against being anesthetized in the
operating room is easily overcome when he real-
izes that it is for his benefit. Moreover the surgeon
is at hand, and, while the patient may not have
confidence in the anesthetist, he has all confidence
in the surgeon. The anesthetic can be given while
the field of operation is being prepared, thus sav-
ing time and shortening the length of the narcosis.
When the anesthetic is given in an outside room,
someone usually has to wait, and more often it is
the patient than the surgeon. The degree of anes-
thesia must be deep or the patient will vomit while
being moved from one room to another. Some ob-
servers contend that giving the anesthetic in the
operating room wastes too much time. We find that
the usual time between the final sutures in one
operation and the making of the incision in the
following operation is but ten minutes-five of
which is consumed in applying the dressings, re-
moving the patient from the room and putting the
next patient upon the table. The remainder of the
time is spent in the preparation of the patient, who
is being anesthetized while this is in progress. The
surgeons believe that the sacrifice of this amount
of time is well worthwhile when the benefit de-
rived by the patient is considered.

The patients are placed upon the table in the
position in which they are to lie during the opera-
tion, and the anesthetic is started at the same time
as is the preparation. The head is made comfort-
able, and the mouth examined to see that it con-
tains no artificial teeth, foreign bodies, etc. The
hands are fastened at the sides to prevent the arms
from falling to the side of the table and thereby
causing pressure on the musculospiral nerve. The
lower limbs are wrapped in a blanket and a brace
slipped over them, just below the knees. The pa-
tient's eyes are covered with a pad of wet cotton,
and, if his position is such that the cotton does not
remain in place readily, a piece of gutta percha
tissue is used in addition under the cotton.

A modified Esmarch inhaler, which is covered
with two layers of stockinet, is used. It is sterilized
and a fresh cover applied after each case. For con-
venience in handling, ether is dropped from a four-
ounce can or bottle, which has a cork with notches
on opposite sides, through one of which a small
wick of cotton is passed into the can. With the mask
held about an inch from the face the ether is
dropped upon it slowly at first, and the patient is
asked to breathe naturally through the nose. Then
the mask is gradually lowered, and the rapidity of
the dropping increased, care being taken not to
give the ether fast enough to cause a sensation of

smothering or suffocation. As the ether begins to
affect the patient, as evidenced by the face becom-
ing flushed, a width of gauze about a yard long,
which is folded to four thicknesses is wrapped
partly around the mask, and finally completely
around it with the exception of a place for air. The
ether is then dropped more rapidly. As soon as the
jaw relaxes the head is turned to one side, because
the patient usually breathes more easily with the
head in this position. If ether is given too rapidly
the patient manifests excitement and the mask
should then be removed and more air allowed. An
occasional breath of air without ether hastens the
narcosis, and does away with any feeling of suffo-
cation. A properly administered anesthetic should
have no stage of excitement, if the patient is given
only the amount of ether he can take comfortably.

The discomfort experienced by the patient
while "going under" may be avoided by the anes-
thetist, and a smooth, uniform narcosis main-
tained, which will keep the patient asleep and re-
laxed throughout the operation.

[Assure the patient]
Surgical anesthesia is recognized by the deep,

regular breathing and by relaxation of the mus-
cles. It is not often that it is necessary for the sur-
geon to inquire, "Is the patient ready?"

The patient should never be crossed but al-
ways made to feel that he is having his own way in
taking the anesthetic. The patient is assisted mate-
rially if the anesthetist explains the progress of the
narcosis and prepares him for the stages as they
appear. Suggestion plays an important part in the
induction of anesthesia, and the fact that the ad-
ministrator is talking to the patient assures him
that the attention of the anesthetist is upon him. If
a patient fears anything, usually it is that the oper-
ation will begin before he is asleep. The assurance
of the anesthetist, when the patient is in the sub-
conscious state, that he is all right and that nothing
will be done until he is unconscious aids markedly.
The mind is very susceptible to suggestion in this
state, and the suggestion that everything is as it
should be is usually accepted. It is true that pa-
tients must be treated differently according to the
temperament of each individual, but the majority
of them will respond to encouragement and the
reassurance that they are doing well. The fright-
ened, ignorant patient, who is apprehensive that
something might be done of which he is unaware,
is harder to deal with than the intelligent reason-
able one. The robust, florid patient, who is not ill
at the time of the operation, is much more likely to
be frightened than the very sick patient, who has
suffered greatly, and is anxious to obtain relief.
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[Type and depth of anesthesia]
The depth of anesthesia depends upon the

kind of operation and its stage. The patient should
never be kept more deeply under the anesthetic
than is consistent with the work of the surgeon.
Head and neck operations can usually be carried
along with a light degree only. Patients with peri-
tonitis require more anesthetic than those with
chronic or subacute abdominal lesions. Abdomi-
nal operations, especially those in the pelvis and
upper abdomen, require deep anesthesia to pro-
duce relaxation, which will enable the surgeon to
do satisfactory work. Gastric and intestinal cases
may be conducted under light anesthesia after the
examinations have been made, and the work upon
the viscera begun. There is no pain connected with
such manipulation but when the parietal perito-
neum is to be closed, the patient must have more
ether. As soon as the peritoneum is closed in most
cases, the anesthetic can be withdrawn, and the
patient is usually awake by the time he reaches his
room, and often before he leaves the operating
room.

In serious cases in which it is desirable to use
local anesthesia, as in the cases of toxic goiter that
are associated with terminal degenerations in vital
organs or in cases of severe exophthalmic goiter,
we have found the administration of a small
amount of ether to be advantageous in allaying
nervousness. A hypodermic of 1/200 grain scopol-
amine and 1/6 grain morphine is given from one
to two hours before operation. The line of incision
is injected with one-half-of-one-per-cent solution
of Novocain, a considerable quantity being used.
The incision may then be made, and the flaps dis-
sected without ether. While the muscles are being
separated, a little ether may be given that by the
time the surgeon is ready to dissect the gland from
the trachea causing pain and giving rise to a feel-
ing of suffocation, the patient is under primary
anesthesia. In most cases this condition will con-
tinue, with the administration of a few more drops
of ether until the deep vessels are ligated. While
the incision is being closed there is no pain since
the skin has been infiltrated. In this way patients
may be carried very comfortably through an oper-
ation with from but [sic] one-half to one ounce of
ether. This method also is useful in prostatectomy
cases which are usually poor risks. Rectal cases re-
quire full anesthesia, while extra-peritoneal oper-
ations, those upon the extremities, breast, etc., may
be conducted under light anesthesia.

Primary anesthesia may be used in minor op-
erations. If the surgeon begins the operation as
soon as the patient is asleep and the anesthetic is
withdrawn at that time, the patient is awake by the

time the operation is completed and the dressings
applied. Experience in the Mayo Clinic does not
show that shock is produced by light ether anes-
thesia, as is stated by many writers.

[Use the smallest possible amount]
There can be no rule as to how much ether to

administer in any given case, but each patient
should have the smallest amount practicable. The
dose should be medicinal and not toxic. It should
be given with regard to its physiological action as
should any other drug. For operations, the dura-
tion of which averages about forty minutes, pa-
tients usually require between three and four
ounces of ether to produce anesthesia and to carry
them through the operation.

Post-operative vomiting is present in a small
percentage of cases, but it is seldom persistent like
that following chloroform. When ether is given in
toxic doses, and the blood becomes saturated with
it, the stomach is called upon to aid elimination,
and nausea and vomiting are the natural conse-
quences. Transient vomiting is not always a disad-
vantage, since it clears not only the stomach, but
also the lungs. Single emesis which frequently takes
place just before the return of consciousness, is
oftener than not an advantage.

Preliminary medication is used only in se-
lected cases and not as a routine. Patients with sim-
ple goiters are given 1/6 grain morphine and 1/150
grain atropine one-half hour before operation. The
atropine prevents the formation of mucus which
comes from manipulation of the trachea. In gastric
and rectal operations the patients are given 1/6
grain morphine before operation. Patients with
pulmonary complications receive 1/6 grain mor-
phine and 1/150 grain atropine.

Pulmonary complications, which can be attrib-
uted to the anesthetic, are rare. The few pneumo-
nias which are seen usually develop from several
days to a week after operation, and occur mostly in
upper abdominal cases. On account of the location
of the incision near the diaphragm these patients
do not take deep inspirations after operation. They
thus fill only a part of their lungs. This fact makes
it possible for septic pneumonias to develop from
embolic infarctions.

[Practice builds skills]
To become skilled in the administration of

ether, the anesthetist must devote all her time to it,
and only after much experience can she expect to
do creditable work, and secure satisfactory results.
The mental attitude and feelings of the anesthetist
are reflected upon the patient. If the administrator
is nervous or loses confidence in her ability to se-
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cure a rapid narcosis, it invariably affects the pa-
tient. The anesthetist should pay enough attention
to the different stages of the operation to know
when to increase the anesthetic, and when to de-
crease it or to withdraw it entirely. The surgeon
has a right to expect the anesthetist to attend to
this part of the work, and to feel that he need not
divide his attention between the narcosis and the
operation. It should seldom be necessary for him
to inquire as to the condition of the patient, and,
with ether properly administered, the occasions
when alarming symptoms arise are very rare. The
anesthetist should not, however, become interested
in the details of the operation.

Before the discovery of anesthetics an opera-
tion was a formidable procedure, and as far as nar-
cotics could be used to relieve pain, they were em-
ployed freely preliminary to the operation. Then
came the discovery of chloroform and ether, the
former recognized as a very dangerous drug, al-
ways to be handled with great care and its adminis-
tration intrusted to a competent man. The safety of
ether was its own undoing. It did not kill, and so
its administration was intrusted to the most incom-
petent person. Then came nitrous oxide, an ineffi-
cient surgical anesthetic at best, and finally local
anesthesia, which next to ether, has the widest field
of usefulness.

Today we are going through a curious phase
in the use of anesthetics, namely, a return to nar-
cotics, inefficient nitrous oxide, and local anesthe-
sia, a combination which has the bad qualities of
all three, and in which the local anesthesia does
most of the work.

There is no doubt that local anesthesia can be
used in an increasingly large number of cases.
Ether given by the drop method by a skilled anes-
thetist and local anesthesia certainly fulfill the re-
quirements more satisfactorily than any other an-
esthetic or combination of anesthetics known at
the present time.

Discussion

DR. A.E. SOHMER
Mankato, Minnesota

The point that I wish to emphasize is that giv-
ing an anesthetic is not only a science, but an art.

Anesthesia should be specialized as much as
possible. You can give a dose of castor oil and have
no trouble because you get the confidence of the
patient; some can never give it, and it is the same
with an anesthetic. The confidence of the patient is
important.

Do not only give the drug, but talk to the pa-
tient, talk him to sleep. Ether should be used like

any other drug. You would not give an over-dose
of morphine; give it at the proper time and not too
much.

The complications are vomiting and nephri-
tis. The preparation of the patient has a good deal
to do with this. Do not rush the patient from the
ambulance to the operating table unless it is neces-
sary, and then do not give too much ether.

Always examine the kidneys. If they are good
and the patient is given ether properly, he will not
get nephritis; if not good, use a local anesthetic, if
at all possible.

Crile tells us that, in operation on the extrem-
ities, if we use local anesthetic we can prevent
shock; by blocking the nerves first, you will not get
shock so much.

Our experience has been that in operating
under anesthesia, ether given by the open method,
given carefully and by an experienced person is
undoubtedly the safest anesthetic we have at
present.

MISS ELEANOR J. HAMILTON*
Mankato, Minnesota, December 3, 1913

I feel greatly honored to be asked to appear on
this program before this distinguished gathering,
but I realize that we are all searching for truth, and
today we may find something that we believe to be
a working basis, and tomorrow find it to be merely
a mirage, such has been the case in regard to
anesthetics.

I would like to call your attention to two
phases that make a slight difference in administra-
tion of anesthetics to patients under various cir-
cumstances. In our hospital I give anesthetics for
something like thirty-five different surgeons, and
without going further into detail it will be obvious
that sometimes I anesthetize the surgeon rather
than the patient. That is to say, I have to give more
consideration to the surgeon than to the patient. I
must estimate whether he is slow or fast, whether
he will be gentle or not-after almost seven years I
am fairly well acquainted with the method of each
one.

A second point as to choice: in our hospital we
use at the present time Novocain, nitrous oxide,
ether, ethyl chloride, and I almost confess to palpi-
tation of the heart when I say we also use a little
chloroform. However, when the halcyon days of
nerve blocking arrive anyone of these drugs will
serve as an adjunct.

I may mention another point: the question
has arisen, who is to be the efficient anesthetist?

*Miss Hamilton's professional status was not indicated on the original
publication. She presented her comments a day after the Henderson
paper was read.
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The work is now being done fairly well by nurses,
doctors' wives, etc. It has now become a very scien-
tific branch of surgery and there is much discus-
sion whether nurses should be allowed to adminis-
ter these drugs. I believe nurses will continue to do
so-but it will not become the new field for nurses
that nurses themselves may suppose. One of the
most humiliating statements was made in the East,
namely, that if anesthesia were turned over to
nurses, that would be the end of progress and sci-
entific research along that line. This is a little
overdrawn as I am sure we will still have our apos-
tles of anesthesia to whom we may look for guid-
ance, and I would like to mention just one who has

been a particularly helpful scientist, Dr. Jandell
Henderson.

I find in my work, that when patients come to
the operating room, while they may differ in many
respects, in one, they are all equal: from the age of
two weeks to the age of ninety years, they are just
frightened children. I am sure that at this trying
time no one can take the place of a woman, and a
sympathetic nurse is especially fitted, for by her
gentleness she may so allay their fears that heart-
beats are reduced, the patient becomes calm and
hopeful and what might have developed into a vi-
cious cycle has been prevented.
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Its now a hard,
cold fact.
According to a
recent study, "At
infusion rates
less than 3,000
ml/hr, only

devices with heated tubing

produce any rele-
vant warming effect
at the patient end of
the fluid circuit"1

And only HotLine
has it That means
that in 98% of routine surgical pro-
cedures2 you could be increasing

your patients' risk of hypothermia
by using standard fluid warming
techniques. The more you know
about HotLine, the more our
competition will leave you cold.
For a copy of this study or for
more information, call
1-800-5 LEVEL 1 today.
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AANA Journal

PROGRAM

AANA Journal Invitational Fellowship Program:
Writing for Scientific Publication

The seventh AANA Journal Fellowship Program
will be held at the AANA Foundation Learning Center
in the AANA Building on October 9-10, 1999. Fifteen
individuals will be selected for participation in this
weekend program (all day Saturday and Sunday
until noon).

Participants will have their travel expenses and
two nights' lodging reimbursed in conjunction with the
AANA/AANA Publishing, Inc. travel policy. A working
group dinner will be hosted Saturday evening. This and
all other meals will be included in the program.

Develop Your Writing Skills
The program will encompass a broad range of

lectures, small-group, and one-on-one interactions
designed to initiate and promote clinical and scientific
writing. Participants will learn to develop themselves
as writers and confidently navigate the ins and outs of
publishing for books and journals.

All applicants must come to the program with a
substantive "work in progress" that might take the form
of an unpublished thesis, abstract, a paper requiring
revisions, or a project idea that is carefully described
in written form.

Meet the Featured Speaker
Elizabeth M. Tornquist, MA, is the primary fellow-

ship facilitator. A lecturer in the School of Nursing and
the School of Public Health at the University of North
Carolina at Chapel Hill, Ms. Tornquist has authored and
coauthored numerous articles and books on writing
and nursing research.

Learn from AANA Journal Editors and
Program Facilitators
Chuck Biddle, CRNA, PhD, Editor in Chief

Associate Editors
John G. Aker, CRNA, MS
Kenneth M. Kirsner, CRNA, MS, JD
Michael J. Kremer, CRNA, DNSc
Denise Martin-Sheridan, CRNA, EdD

Selection Process - By Invitation Only
Applications from academic, clinical, administra-

tive, and military CRNAs are invited. In selecting the
fellowship participants, the AANA Journal Editorial
Advisory Committee will evaluate:
1. Motivation for pursuing the Scientific

Writing Program

2. Geographic location of applicant - a geographically
diverse group of participants is desirable.

3. Member in good standing with the AANA
4. A commitment to publish in the clinical, scientific

literature
5. A potential for mentoring others

Complete Your Application
To be considered, applications must include:

1. A cover letter indicating a desire to be a candidate
for the program.
A. Motivation for participation in the program
B. Your current position and a statement regarding

your professional goals
C. Current address and daytime telephone number

2. A one-page double-spaced writing sample that
describes your "work in progress"

3. A curriculum vitae
4. A copy of your AANA membership card

Don't Miss the Deadline
Applications must be postmarked by August 20,

1999. You will be notified of acceptance by September
13. Send your application to:

AANA Journal Fellowship Program
American Association of Nurse Anesthetists
222 S. Prospect Ave.
Park Ridge, IL 60068-4001

If you have any questions concerning the program,
contact Linda Lacey at (847) 692-7050, ext. 3041.

Sponsored by AANA Publishing, Inc.



NURSE ANESHETI

Grow personally
and professionally.

Here are four ways the Army Reserve
can help:

* Leadership. You'll be a commis-
sioned officer, and you'll train with a dedi-
cated health care team.

* Continuing Education. You'll
have numerous educational opportunities
to enhance your professional development.

* Professional Experience. You'll
have working relationships with top health
care professionals and opportunities to
work in a more autonomous environment.

* Excelient Second Income. You
could also be eligible for a recruitment
bonus, or the Army Reserve Health
Professions Loan Repayment Program,
plus a great benefits package.

To find out more, or to have an Army
Reserve Health Care Recruiter contact
you, call:

1-800-USA-ARMY
www.goarmy.com

ARMY RESERVE
HEALTH CARE TEAM.
BE ALL YOU CAN BE.
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