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Reminders 

 

 Medical Assistants Recognition 
Week (MARW) 

 

October  15 - 19, 2018 
 
 

Don’t forget to       
“Green light a 

Vet” 

2019 National Meeting! 
More details TBA 
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I stumbled upon this handsome couple 
during my visit to Foley City Hall, 
February 19, 2018.  I was there be-
cause of the 2018 DARW Proclama-
tion Presentation.  Unbeknownst to 
yours truly there were many procla-
mations presented this day.  One of 
which was presented to the Military 
Order of the Purple Heart Association 
of Mobile & Baldwin Counties. Accord-
ing to Dr. Barry Booth, “100% of 
South Alabama has been touched by a 
veteran.” 

Among this distinguished group on 
WWII, Korean, Viet Nam and Gulf 
War veterans stood Sgt. Welton 
Hance.  He is considered to be the 
oldest living veteran in Foley.  But, 
here is the kicker, Sgt. Hance is 96 
years young and still works a 40 hour 
week at Lowe’s.  That is not the half of 
it his lovely wife Wilma, age 94, works 
part-time for Home Depot. Whatever 
spring they are drinking from I would 
sure love some! 
  
Thank you for your service Sgt. Wel-
ton Hance and you as well Wilma  
because cliché’ as it is, “Behind every 
good man there is a good woman.” 

*All Photos and Clip art provided by N. L. Norphleet and Daniel 

Benson  and Dr. Paul Brown unless stated otherwise.  For hyperlinks: Place cursor over link, hold CTL down, 
then click once. 

Doris and Welton Hance of Elberta, Alabama. 
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Hello Members and Colleagues, 
 
First of all, I would like to congratulate all the National and State Award Winners!  Commitment and dedica-
tion should be and has been recognized for always “going the extra mile.” 

   
Secondly, I want to express my heartfelt sympathy for the loved ones lost this year.  They will be 
missed.  
 

Well, this is the season of ‘Zika’ and in this issue of the ALATECH we take a look at how men can help stop 
the spread of this deadly and debilitating virus. 
 
We also delve into the world or sexual assault in the military.  We take a look at the victims’ stories, the sta-
tistics and facts of occurrences, what role the laboratory plays in detection, who are the individuals charged 
with evidence collection and how we may help to prevent sexual assault from occurring. 
 
Teamwork is always on the menu!  And even though this article is lengthy it is packed with extremely vital 
information for conducting the ideal healthcare teamwork program.  So, take a little time, sit back and enjoy 
the content.  You will not regret it. 
 
Don’t miss the Vet Corner this issue.  There is a 96 years young veteran and his wife of 66 years I would love 
to introduce you to.  Also, going on in Orange Beach, Alabama this week, a free vacation, called “Fighter 
Wing Week” for Baldwin County Veterans and sponsored by Operation ReConnect.   This is a special pro-
gram designed for veterans returning home from deployment and their families where owners of vacation 
properties donate weeks as a way of giving back to our defenders.  To volunteer or donate for the program 
visit https://www.operationreconnect.org 
 
AMT will be meeting in our nation’s capital July 1st - 5th this year!  There are many enjoyable activities and 
educational sessions planned.  From an early morning AKF/AMT fundraising walk-about Washington D. C. 
to an afternoon encounter with Munchausen Syndrome by Proxy and the lunchtime annual Medical Assistant 
Student Challenge Bowl competition.  The 4th of July will be celebrated with a bus ride to “Fireworks over the 
Potomac” and we will be partying the night away at “Club AMT.” Please book you flight and hotel accommo-
dations for a bit of business and lots of fun! 
 
The Magnolia Educational Treasures (MET) which comprises the southern district of AMT is having their bi-
annual meeting in Gulfport, Mississippi, October 19-20, 2018.  Hotel accommodations can be made with Hol-
iday Inn Gulfport, 228-679-1700.  Also the Caribbean Association of Medical Technologists (CASMET) will 
be supporting the southern district by holding their fall Regional Council Meeting in conjunction with MET’s 
meeting this year . 

Lastly, you may already have heard, but I wanted to take this time to let everyone know that I am stepping 
down as editor of the ALATECH.  I have enjoyed the experience of learning a new skill and I appreciate 
ALSSAMT for allowing me the opportunity to do so.  Thank you to all of the AMT family for your support, 
guidance, and encouragement through the seven years of serving in this position.  I am still serving on the 
ALSSAMT board as Vice-President but I am excited to explore other interests and begin the next phase of my 
life so your continued support and guidance will always be needed.  Again, thank you so much for everything. 

 
                         
            

Editor’s Message 
Submitted by  

N. L. Norphleet, MS, LPC, NCC, RMA            

4.  4. 
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Greetings Everyone, 
 

Happy New Year! 
  
 I look forward to the new year and what is to come in the future.  ALSSAMT is growing 
and I look forward to continuing growing and gaining new members in the near future.  The 
Spring educational forum/board meeting will be held in Bayou LA Batre at The Mosteller Clinic 
on April 14, 2018 from 8-12 so please plan to attend.  We will be discussing Diabetes, Social 
media in the workplace and meaningful use so come join us.  You can find the registration form 
under the meetings and event’s tab. 
 The 80th annual national convention will be held in Our Nations Capitol at The Hyatt 
Regency on Capitol Hill July 1-5, 2018.  Early Bird Registration is $275 until May 1.  Room 
Rates are $129 per night plus tax. You may contact me so see how you can become a delegate.  
There will be a bus to shuttle us for the firework display over the capitol.  I look forward to see-
ing you all there so come join the fun and meet some new friends. 
 Magnolia Educational Treasures presents finding educational treasures in the Gulf.  We 
will be in Gulfport, Mississippi for our district meeting October 19 th and 20th, 2018.  Room rates 
are $115 plus tax per night.  Go to the meetings tab of our website for more details. 
 Visit our ALSSAMT/AKF fundraising page to help us reach our goal to help our pa-
tients with treatments, dialysis, medications and even transplants; 97 cents of every dollar earned 
will go towards our mission to fight kidney disease.  Please do what you can if it is just $1.  No 
amount is to small so please donate now at https://fundraise.kidneyfund.org/team/163866. 
  
 

 
Respectfully, 
 
 
 
Daniel Benson, RMA, RPT (AMT) 
ALSSAMT President     
                                                                                                                                                                                                                 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                                  

President’s Message 

 

“Above all we strive to do 

no harm while adhering to 

the quality and standards 

of our profession” 

80th AMT Annual Meeting 
July 1-5, 2018 

Be there or Be Square! 
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    1) AMT Meet the Candidates - Tuesday, July 3, 2018, 3:00 - 4:30p. m.  
      (Resolutions Committee presentations as needed)  
   
   2) AMT National Southern District Meeting 

       Thursday, July 5, 2018, 8:30 a. m. - 10:00 a.m. 

 
   3)     Town Hall Session  
        Thursday, July 5, 9:30 a. m. - 12 p. m. (Annual Reports and Legislative         

       Reports); all delegates must be credentialed before the business meeting in 
        order to participate. 
        Credentialing Times: Wednesday, July 4, 7:30-8:30 a. m. & Thursday, July 5, 8:30-9:00 a. m. 
 

   4)     AMT Annual Business Meeting - Thursday, July 5, 2018, 1:30 - 4:30 p. m.    
___________________________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

     

2018 Alabama Delegate’s Requirements 

DARW Proclamation presented to the staff and dental assistants of Vital Smiles Dental Clinic in Mobile, Alabama. 
Standing: Laquinita Jones - Regional Manager, Charlotte Whitfield, Latoya Smith, Lydia Whelton, ALSSAMT Vice Presdent/Editor N. L. Norphleet  

Sitting: Rhemie Pogue, Sonja K. Hale - Office Manager, Tina Zaricer,  Courtney Hamon 

2018 Dental Assistant’s Recognition Week 
In Foley, Mobile & Montgomery, Alabama 

Dr. Paul Brown at Advanced Dental Care of Montgomery, Alabama 
presenting the 2018 DARW Proclamation to Elizabeth Roberts, Jay 

Bhojwani, DMD and Janay Johnson., February 28, 2018. 
DARW Proclamation presented to River Region Health Center 

of Montgomery, Alabama.  L-r, CEO Gilbert Darrington,  
Crystal Ussrey, Zenobia Smith and Dr. Paul C. Brown  

 

Corey Ford, DMD 
Lead Dentist 

Anitrice Morris, DA 

Foley Mayor John Konair 
presenting to 

Nettie L. Norphleet 

6. 



 
 
  

  
  
              

 
 
 
 
 
 

Introduction 
 
An effective teamwork is now globally recognized as an essential tool for constructing a more effective and 
patient-centered health care delivery system. Identifying best practices through rigorous research, which can 
provide data on optimal processes for team-based care, is subject to identification of the core elements of this 
system. Once the underlying principles and core values are agreed and shared, researchers will be able to more 
easily compare team-based care models and commissioners will be able to promote effective practices [1]. 
Therefore, a number of designated health professional bodies worldwide have come out with recent statements 
to define teams and their roles and the characteristics of a successful team [1–4]. They elaborated on essential 
values and principles of a team based health care, to share a common ground on this very hot topic. These 
have all been highlighted in this article. The potential challenges, and practical tips on how to successfully 
approach the task, have also been explored and included alongside proposed implementation strategies. 

Definitions, Importance and Evolution 

The nature of a team is varied and complex. Though many patients may think that the most effective team is 
the multidisciplinary team, however, teams may be drawn from a single professional group. 

Definitions 

A team can be defined as a distinguishable set of two or more people who interact dynamically, interde-
pendently and adaptively towards a common and valued goal/objective/mission, who have been assigned spe-
cific roles or functions to perform and who have a limited lifespan of membership [2]. 

Team-based health care is the provision of health services to individuals, families, and/or their communities 
by at least two health providers who work collaboratively with patients and their caregivers—to the extent 
preferred by each patient – to accomplish shared goals within and across settings to achieve coordinated, high-
quality care [5]. The incorporation of sharing responsibilities with accountability between team members in 
health care systems offers great benefit. However, in practice, shared responsibility without high-quality team-
work can result in immediate risks for patients. For example, poor communication between health-care profes-
sionals, patients and their caregivers, has emerged as a common reason for patients taking legal action against 
health-care providers [2]. Medical errors, “near misses” and other adverse events may also occur due to inade-
quacy of communication among team members even in a well coherent team [6–10]. Moreover, lack of pur-
poseful team care can also lead to unnecessary waste [11]. Therefore, identification of best practices may help 
avoiding some of these dangers, and may help to control costs [12,13]. 

An effective team is a one where the team members, including the patients, communicate with each other, as 
well as merging their observations, expertise and decision-making responsibilities to optimize patients’ care 
[2]. Understanding the culture of the workplace and its impact on team dynamics and functioning will make a 
team member a good team player. 
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Health care professional development:                                   
Working as a team to improve patient care 

Submitted by  
Nettie L. Norphleet, MS, LPC, NCC, RMA (AMT)  
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4949805/#CIT0002


 

Importance 
 
Nowadays, patients are rarely looked after by just one health professional. In the context of a complex health 
care system, an effective teamwork is essential for patient safety as it minimizes adverse events caused by 
miscommunication with others caring for the patient, and misunderstandings of roles and responsibilities [2]. 
Patients are undoubtedly interested in their own care and must be part of the communication process too; 
their early and throughout involvement has been also shown to minimize errors and potential adverse events 
[2]. 
 
The Evolution of Patient Care 
 
One all-knowing physician, or a private nurse living in the community in the “good old days” cared for peo-
ple, and either was very easy to approach when needed at any time of the day [1]. Health care has changed 
enormously since then with more rapid pace in the last 20 years. It is now seen as undesirable in health care 
to practice in isolation and may even put the patient at risk [14,15]. The complexity of modern health care, 
which is evolving rapidly acts as a driving force behind the transition of health care practitioners’ from being 
soloists to members of teams who share a common aim [1]. 

Today, as both clinicians and patients integrate new technologies into their management process, the overall 
rapidity of change in health care systems will continue to accelerate. The U.S. National Guideline Clearing-
house has listed over 2,700 clinical practice guidelines now, and, each year, the results of more than 25,000 
new clinical trials are published [16]. No single practitioner can handle, absorb and use all this information, 
and the need for specific knowledge in specialized areas of care by different team members has become a 
necessity. Now, more than ever, there is an obligation to strive for perfection in the science and practice of 
inter-professional team-based health care [1]. Each clinician relies upon information and action from other 
team members. Yet, without explicit acknowledgment and purposeful cultivation of the team, systematic 
inefficiencies and errors cannot be addressed and prevented [1]. 
 
The Development and Characteristics of a Successful Health Care Team 
 
Different types of teams can be identified in health care systems [2]: 
 
Core teams 
These are directly involved in caring for the patient. 

They usually consist of team leaders and members who are direct-care providers such as nurses, dentists, 
pharmacists, doctors, assistants…etc. They also include case managers. 
 
Coordinating teams 
The group responsible for operational management, coordinating functions and resource management for 
core teams. 
 
Contingency teams 
Formed to deal with emergencies or specific events (e.g. cardiac-arrest teams, disaster-response teams,. etc). 
 
Ancillary teams/services 
The group supports services that facilitate patient care such as cleaners or domestic staff. 

Support services and administration 

Those who provide indirect, task-specific services in a health-care facility support services. It includes secre-
taries and the executive leadership of a unit or facility. This team has 24-hour accountability for the overall 
functioning of the organization. . In order for any team to form and develop in a way that makes it coherent, , 
effective and strong enough to face future challenges, research have shown that it usually passes through the 
following stages [2]: 
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Continued on page 22 
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If you have a pregnant par tner , she should not tr avel to areas with risk of Zika.  
If you and your  par tner  are planning a pregnancy, talk to your doctor or other healthcare provider before 

traveling to areas with risk of Zika. 
Because you can be infected and spread Zika to others without knowing it, it is impor tant to take pre-

cautions even if you don’t have symptoms. 
There is no specific medicine or vaccine for Zika. But there are steps you can take to prevent Zika. 
  
If You Travel to an Area with Risk of Zika   
 
There are two key steps you should take to prevent Zika. 
 
1.  Prevent mosquito bites during travel and for 3 weeks after your return 
*Preventing mosquito bites while traveling will lower your chances of getting Zika from infected mosquitoes. 
*Preventing mosquito bites after you return will lower your chances of spreading Zika to mosquitoes back 

home. Local mosquitoes can get infected from biting you, then bite other people and spread Zika to 
them. 
 

2.  Use condoms (or don’t have sex) during and after travel 
 
The period of time during which you should use condoms after travel depends on your situa-
tion: 
  
Men with Pregnant Partners 
 Use condoms or don’t have sex for the entire pregnancy 
After travel to an area with risk of Zika, use condoms every time you have sex for the entire pregnancy. To be 

effective, condoms should be used from start to finish, every time during vaginal, anal, and oral sex. 
Not having sex eliminates the risk of sexually transmitting Zika to your partner. It is important to help protect 

your partner throughout her pregnancy because: 
You may have been infected with Zika and not know it, since it often does not cause symptoms. 
There is no available test to know if you have Zika in your semen or how likely you are to pass Zika 

through sex. Zika can stay in your semen and may be passed to your partner (and the fetus) for 
months after infection, even if you have no symptoms. 

Zika infection during pregnancy can cause serious birth defects.  
 

Men Planning Pregnancy with Their Partners 
 Wait at least 6 months before trying to conceive 
After travel to an area with risk of Zika, wait at least 6 months after you return, or after symptoms start (if 

you develop symptoms), before trying to conceive with your partner. 
During this time, use condoms to help protect your partner from getting Zika through sex. 
Protect your partner so she can have a healthy pregnancy 

You may have been infected with Zika and not know it, since it often does not cause symptoms. 
There is no available test to know if you have Zika in your semen or how likely you are to pass Zika 

through sex. Zika can stay in your semen and may be passed to your partner (and the fetus) for 
months after infection, even if you have no symptoms. 

If your partner becomes pregnant and infected with Zika, it can cause serious birth defects.   
 

Men Who Are Not Concerned About Pregnancy 
 Consider using condoms or not having sex for at least 6 months 
The 6-month period should start when you return from travel or after symptoms start, if you develop symp-

toms. 
This will help protect your partner from getting Zika through sex if you’re infected and don’t know it. Con-

doms are the only method for preventing both pregnancy and the spread of Zika. 
If you or your partner has symptoms of Zika or have concerns, talk to a doctor or other healthcare provider. 

 
 
 

What Men Can Do to Stop the Spread of Zika  

9. 
Submitted by N. L. Norphleet, MS, RMA (AMT) 

Last reviewed and updated: September 7, 2017 
Content source:   Centers for Disease Control and Prevention  
National Center for Emerging and Zoonotic Infectious Diseases 

https://www.cdc.gov/zika/geo/index.html
https://www.cdc.gov/pregnancy/zika/women-and-their-partners.html
https://www.cdc.gov/zika/prevention/prevent-mosquito-bites.html
https://www.cdc.gov/
https://www.cdc.gov/ncezid


 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

  

 
 

 
 

2018 Dental Assistant’s Recognition Week Proclamation 
Presentation with Fortis College Institute  

Dental Assistant Students  

10. 

MARCH 4-10, 2018  

ALSSAMT President Daniel Benson and Fortis College                               
Dental Assistant Program Director Regina Bush 

These are the instruments for 
used for a healthy smile! 

ALSSAMT Vice-President N. L. Norphleet presenting the DARW proclamation to the students and staff. 

 

 

 



 

 
 
 
 
 
 
 
 

These are some of the sexual assault stories we rarely hear and when we do have an opportunity to hear them we turn a 
deaf ear, as well as a blind eye.  But, these are the sexual assault stories that need to be told. Of the anguish, desperation 
and depravity experienced by 1 in 4 women and 1 in 3 men in the Armed Service’s each and every day.  Believe it or not 
there are tens of thousands of statistics (see page 16) which support these veterans’ stories about American Defenders of 
this country who wanted nothing more than to serve their country.  But, to be served up for physical and mental abuse as 
well as have one’s integrity completely destroyed by the soldiers who swore to uphold the freedom and liberties of the 
United States Military was not how these brave men and women ever thought they would serve.   
 There are many dedicated soldiers serving in the military who know how long and lonely the days and nights 
are on the battle field away from loved ones and friends but they are the soldiers who choose to find different ways (e.g. 
listening to music, writing letters, playing sports) to calm their demons.  Then there are the ones serving in the military 
who allow their demons to take control and the darkest inevitability occurs – mayhem and chaos runs rampant through 
their minds, control is lost and their problem becomes the weakest link’s problem.   
The term “weakest link” is used because often times it is not just the average untrained woman (As a note here: I am 
acquainted with some women who would break you wrist if inappropriately approached.) but it is also the petite male 
recruit who suffers as well.  Although, if a gang of unknowns jumped you in the shadows how equipped is any one person 
to defend themselves.  Could this be one of the main reasons, “women should not be in combat?”  Well, as the aforemen-
tioned excerpts display, it is not just women serving in the armed forces who are sexually assaulted!    
 Sexual assault is a crime of violence and control.5   It is a crime that has become common place not only in the 
United States, but also in many other countries.  Sexual assault affects all races, all ages, all socioeconomic groups and of 
course both sexes. Because usually the crime is not witnessed, a sexual assault case can often become one of hearsay and 
without evidence demonstrating this fact to support either side.  The pathology laboratory, with its new techniques and 
skilled observers, is at the forefront of the sexual assault investigation.  In the laboratory gather, document, process, and 
interpret the evidence. The responsibility of sexual assault prosecution is great and lies in our laboratories. We have be-
come the ones best qualified, and law enforcement relies on our expertise. Now we can critically examine laboratory 
evidence using both sensitive and specific techniques and answer questions concerning a sexual assault case 
 DNA evidence gathered in laboratories from qualified laboratory personnel can be a powerful tool in sexual 
assault cases in the military but it alone cannot prove that a sexual assault has occurred. Analysis of DNA evidence can 
only reveal whether a person’s DNA is, or is not, present.  But, there is only so much the Uniformed Code of Military 
Justice (UCMJ) can prescribe as a remedy if that prescription is not put to proper use.  There is a need for the sexual as-
sault audience to not only open their eyes and ears to the problems of military justice but open their minds and hearts and 
keep them open to reality.     There is a need for an organization to cease worrying about how it presents to the world and 
start worrying about what images are being creating for the world to see, feel and hear.  A push in Washington to change 
the way sexual assaults are handled in the military is on the horizon.  “Former Chief Prosecutor of the United States Air 
Force and President of Protect Our Defenders Col (ret.) Don Christensen……. called on Congress to fix systemic flaws in     
the military justice system that harms service personnel, military readiness, and the American public.”6 

 The other side of this sexual assault victim challenge coin is of course the sexual assault predator.  How do we 
face the challenges of keeping a sexual assault from occurring?   Identification, diagnosis, assessment of the sexual preda-
tor is the only way to stop a sexual assault from occurring.  The signs and symptoms are always present and this is the job 
of the skilled therapist.  We all have a dark side, but being a real hero is having the strength of not giving in to it.  
 
 
References 
 1., 2., 3., & 4.  2018, March, 28, Protect our Defenders – Stories, retrieved from URL. 
 

5. Abby Burg, BS, F-ABC1, Roger Kahn, PhD, F-ABC2, and Katherine Welch, MS, F-ABC3, DNA testing of sexual assault evidence: The laboratory perspective. Journal of 

Forensic Nursing. 2011; 7:145-152. 
6.  Protect Our Defenders Joins Senator Gillibrand, Survivors and Activists To Demand Action On Military Justice Reforms., 2017, November, 18. 

  

Can You Hear Me? 
The plight of the sexual assault victim in the military:                   

A therapist’s perspective. 
Submitted by Nettie L. Norphleet, MS, LPC, NCC, RMA (AMT) 

“One night Armando was raped, sodomized and left for dead by members of his platoon.  To safeguard his dignity and career, 
he chose to say nothing.”! 
 
“Rebecca, an Army intelligence analyst, suffered a Traumatic Brain Injury (TBI) when a fellow service member sexually 
assaulted her.  When her attacker walked away scot free she founded Walk Against Rape (WAR).”2  
 
“The men who raped Michael told him if he told anyone, they would kill him.  When Michael’s PTSD was triggered by 9/11 
he told his story to his wife Geri for the first time.  Now they are speaking out about the way rape in the military is handled.”3 
 
 
“Nineteen year old LaVena Johnson was found dead on a military base in Balad, Iraq in 2005.  The U. S. Army ruled LaVen-
a’s death as a suicide, but an autopsy and photographs revealed Johnson had a broken nose, black eye, loose teeth, burns from 
a corrosive chemical on her genitals and a gunshot wound that seemed inconsistent with suicide.  LaVena’s father, John 
Johnson, shares his story about his family’s fight to get answers from the military about his daughter’s death.”4  
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ALSSAMT Spring Petite Educational Workshop 
& Board Meeting 

Mostellar Medical Center 
April 14, 2018 

Bayou la Batre, Alabama     

 

Lunch straight 
from the bayou! 

 

2018 Workshop presenters and ALSSAMT Board Members as well as Mostellar Medical Center staff.   

 

Tammy Lee, MMS Director of Quality 
Assurance presents on Diabetes Mellitus  

 

Kaye Tscope, Dr. Paul Brown, Salamata Kone-Coulibaly 
and Teresa Workman attentively listening to             

Social Media presentation 
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As a clinical nurse in the emergency department (ED) I encounter all sorts of situations and various patient 

populations. Challenges arise every day; from language barriers in a patient with rapidly declining health, to 
the management of unresponsive patients with left ventricular assist devices (LVADs or artificial hearts). 
From gang violence spilling over into treatment areas, to drug overdoses in patients that I’ve seen so fre-
quently that I come to know them personally… hoping that this time isn’t the time that our team can’t bring 
them back and that maybe they’ll be more receptive to substance abuse treatment this time around… No 
matter the time of day, the ED is a very exciting place to work and is very rewarding.    

I was initially introduced to a budding passion for the sexual assault victim population in 2013, when I was 

an ED nurse at the U. S. Naval Hospital in San Diego, California.  My patients who were victims of sexual 
assault could only be seen and treated by specialized providers called SANE nurses. As an ED nurse, when-
ever I was assigned a patient reporting to the emergency department as a sexual assault victim, my role was 
to make sure that the patient was medically stable before the SANE nurse saw them. I was instinctively nur-
turing to my patients. I’d build a rapport with the patient and let them know that they were safe. I felt protec-
tive of the bond that quickly grew with these patients. However, once the patient was deemed medically sta-
ble the patient was turned over to the Sexual Assault Nurse Examiner or SANE nurse. My interaction with 
them as an ED nurse ended instantly, and they were whisked away to a private examination room for further 
treatment and examination.  It was then I decided that I want to be a SANE Nurse. 

What is a SANE nurse and what is their role? 

SANE stands for Sexual Assault Nurse Examiner.  “Sexual Assault Nurse Examiners (SANE) are trademark  
registered nurses who have completed specialized education and clinical preparation in the medical forensic 
care of the patient who has experienced sexual assault or abuse”. You may be more familiar with the exams’ 
former, overgeneralized title, “rape kits”.  The SANE nurse collects the forensic evidence and it is stored in 
these kits. The sexual assault examination consists of approximately five standard events: medical clearance, 
victim consent, interview, physical evidence collection-with photography, and preventative medications. 

When a sexual assault examination is requested, the first standard event is what the SANE must do to en-

sure that the victim has been medically cleared by a licensed-credentialed provider (e.g., medical doctor, 
nurse practitioner, or physician’s assistant). If a victim sustains vaginal or anal lacerations that continue to 
bleed or has an elevated heart rate prior to the SANE examination they must be stabilized by a licensed pro-
vider before the SANE can begin the examination. If the victim is female, medical clearance is also needed 
when the SANE performs a urine human chorionic gonadotropin (HCG) screening to determine if the victim 
is pregnant.   

The second standard event in SANE exams is obtaining the victim’s consent for examination.  The victim 
must give their consent to be examined and photographed.  The victim always has the right to decline any 
portion of the exam.  The victim can decline photographs. Conversely, the victim can opt for only photo-
graphs and forego the exam altogether.  The victim can also opt to decline the examination and all photo-
graphs. In this case, some victims only want sexually transmitted infection (STI) prophylaxis and emergency 
contraceptives (Plan B).  Many sexual assault victims are not ready to deal with the invasive nature of the 
exam.  If this is the case victims have 72-120hrs post-assault (depending each hospital’s examination policy) 
to have the exam performed.  Forensic evidence can last in certain areas of the body for 72 -120 hours, and 
sometimes weeks.  It is the job of the SANE nurse to ensure the victim regains feelings of empowerment and 
control.  Ensuring the victim’s regaining personal control is one of the first ways to facilitate that they are 
making a completely informed decision regarding their care.  
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SANEly Helping 
Submitted by 

 Dominique Nicole Norphleet, BSN, SANE 



 
The third and perhaps most critical standard event of the SANE examination is the victim interview.  In the 
victim’s own words the SANE asks them to recall the assault in its entirety. This is very critical for two rea-
sons.  Firstly, the victim is being asked to relive one of the most traumatic events that they have likely ever 
encountered. Law enforcement will also want to interview the victim, therefore it can sometimes be prudent 
for the SANE to coordinate their interview with Law Enforcement in order to ensure the victim is not re-
traumatized by having to recount the assault multiple times. The second reason that the interview is critical is 
because it is used to guide the collection of forensic evidence.  As the victim is recounting the assault, the 
SANE makes note of areas to photograph or swab, and may ask clarifying questions, such as “You stated that 
you were penetrated. Where on your body did the penetration occur?”  Furthermore, if the victim states that 
they scratched their assailant during the assault, the SANE knows they need to swab under and clip the vic-
tim’s fingernails for evidence collection. If the victim states that they we orally penetrated during the assault.  
The SANE knows that a collection of oral swabs is needed.  If this is the case, the SANE may ask the victim if 
he or she has had anything to eat or drink after the assault.  The SANE will also ask if the victim brushed their 
teeth or gargled.  Because these acts can minimize the availability of organic material for evidence collection.  
Law enforcement and rape crisis center staff generally advise victims not to do these things, or shower, if the 
victim is requesting an exam.  
 
The fourth standard event is the actual collection and photography of forensic evidence and victim injury.  
Again, physical evidence collection is guided by the SANE’s interview with the victim.  At this time the 
SANE is collecting swabs in areas where victims states where they were assaulted (i.e., kissed, licked, bitten, 
penetrated or ejaculated on) by the assailant or multiple assailants.  Evidence collection and photography also 
comprise the most invasive portion of the examination of the victim’s encounter with the SANE.  This is when 
the SANE may need to actually view the vaginal canal and/or rectum with specialized medical equipment 
(colposcope or anoscope) that have magnifying and photographic capabilities.  
 
The fifth standard event of the SANE examination is prophylactic medications.  The SANE offers preventa-
tive medications to treat HIV, bacterial vaginosis, trichomonas, chlamydia, and gonorrhea: the most prevalent 
sexually transmitted diseases noted, post-assault.  The SANE also offers emergency contraceptives like Plan B 
(if the pregnancy screening was negative). Afterwards, the victim is generally advised to follow-up with the 
medical provider who medically cleared them prior to examination or their primary care provider within two 
weeks, to monitor progress of post assault injury. At this point the SANE usually asks the victim if they have 
any questions or concerns and discharges the victim who leaves with their appointed victim’s advocate.  The 
victims advocate is usually assigned via local rape crisis center, and they are the victim’s closest confidant. 
They makes sure that victims have a safe place to go after the examination, set the victim up with counseling 
and crisis intervention resources, and even accompany the victims  who testify at trial. 
 
The last aspect of this event is when the SANE seals all of the collected evidence into the kit.  If the victim has 
chosen to report to local law enforcement the SANE turns that sealed kit, clothing and any other specimens 
directly to a waiting law enforcement officer.   Maintaining the proper chain of custody by verifying and docu-
menting the officer’s name and badge number prior to handing them the evidence is paramount.  If a victim 
choses to remain anonymous, the victim’s name is omitted from documentation and the outside of the kit.  The 
kit is instead labeled with a case number that is used in place of the victim’s name.  The anonymous kit is then 
sent to law enforcement’s evidence repository where it can sit for a maximum of 1 to 5 years (depending on 
state laws) until the victim decides to come forth and open a case or name their assailant to law enforcement.  
 

It is no secret that both Emergency Room and SANE nursing can be highly stressful, high stakes specialties 
for nurses. My peers think that I’m nuts to do both! Nevertheless, I have been a SANE for 3 years now, and I 
can honestly state that my once budding passion for the field has bloomed into a much, much stronger senti-
ment. As a Navy Nurse Corps Officer, I had the esteemed pleasure of being appointed Program Manager of 
the Naval Hospital Beaufort’s Sexual Assault Forensic Examiners team. I have also worked as a SANE for the 
Rape Crisis Center of the Coastal Empire (Savannah, Georgia) and I’m currently preparing to take on the de-
manding climate of Baltimore, Maryland. Through it all nothing can compare to extraordinary feeling of being 
notified by a assistant district attorney or detective, that one of my SANE examinations has had a positive 
DNA hit and matches the victims named assailant. It is the most satisfying feeling of accomplishment when 
the victim gets to have their day in court. It all comes full circle, and that’s why I love what I do. 

National Assault Hotline: Call 1-800-656-4673 
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2018 MLPW Proclamation Presentation 
in the City of Foley, Alabama  

Monday, April 16, 2018 
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Don’t forget to       
“Green light a Vet” 

Jarrod Packer presents MLPW Proclamation to                        
Fortis College students 

Mayor John Konair, ALSSAMT Vice-President,                                 
Nettie L. Norphleet, MS, RMA (AMT) and Jarrod Packer RMA (AMT) 

N. L. Norphleet with Fortis College Institute  
MA students for MLPW 

L-R, Kristy Bradley, phlebotomist, Jennifer Abendan-Pacheco, Gulf Coast Chief Medical Technolo-
gist, Darren Everett, MT, Tommy Gore, Medical Laboratory Supervisior, Kaylea Ballast, MT,      

Joel Cobb, PT, N. L. Norphleet, Michael Simmons, MOPC Administrative Officer, MDR 

Angela Sheffield recites 
proclamation  to MA 

students 

Mobile VA Outpatient Clinic MLPW Recognition 
Wednesday Morning, April 25, 2018 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     
   

(Permission to reprint granted by Brian Purchia, communications 
strategist for POD via email) 
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Abstract 
 

Sexual assault, a crime of violence and control, is 
prevalent in the United States. Most of the victims 
are female and the assailant’s male. The crime usu-
ally is unwitnessed and, unfortunately, the majority 
of the assailants are never prosecuted. The number 
one reason for lack of prosecution is lack of demon-
strative evidence. The most crucial evidence in court 
is that of the laboratory, used to prove or disprove 
the presence of semen. As clinical laboratory profes-
sionals, we bear great responsibility in the handling 
and interpretation of this evidence. With the discov-
ery of better staining techniques, chemical analyses, 
and molecular pathology, we are now able to bring 
the laboratory into the courtroom and use our 
knowledge to bring positive proof against the assail-
ant. We are obligated to the victim and the communi-
ty to properly use this knowledge to document, pro-
cess, and interpret the evidence to the best of our 
ability.  
 

Sexual assault is a crime of violence. Unfortunately, 
this crime continues to prevail in the United States 
and other countries. The victims usually are children 
and women, and the assailants are most often men. 
Most cases of sexual assault, especially in adult vic-
tims, involve penile penetration into the vagina, rec-
tum, or mouth. Vaginal penetration occurs in approx-
imately 90% of cases, and oral penetration in approx-
imately 20%.1,2  

 After an alleged assault, an experienced 
examiner should conduct a physical examination. 
This is the prime opportunity for documentation of 
injuries and collection of laboratory evidence. One 
must keep in mind that the lack of physical injuries 
does not rule out an assault. In previous reports, only 
20% to 45% of victims ever show evidence of bodily 
injuries.3,4 Furthermore, the act of sexual assault 
usually is unwitnessed; therefore, the victim's claim 
of assault needs the support of corroborating labora-
tory evidence. Because this evidence is often lacking 
or misinterpreted, the rate of prosecution of assail-
ants is low.5  
 The other scenario of which we must be 
equally aware is that of an innocent individual ac-
cused of sexual assault. Our laboratory evidence also 
may be crucial in exonerating falsely accused indi-
viduals. As pathologists, medical technologists, and 
medical laboratory technicians, we enter the realm of 
sexual assault with a definite challenge to examine 
four areas:  
 

1.  Can we prove sexual contact occurred?  
2.  When did the assault occur?  
 

 
 

3.  How can we best process and document our  
     evidence?  
4. Who is the assailant?  
 

 In order to address these areas, a 
knowledge of semen, spermatozoa, and the physical 
examination and collection of laboratory evidence is 
needed [see Table for a list of laboratory tests and 
specimens used]. 
  

Semen 
 
Semen or ejaculate, is the crucial evidence sought in 
cases of sexual assault. Normal semen is light gray to 
white and has an odor similar to sodium hypochlorite 
(bleach). Semen actually is composed of various 
constituents. Sixty percent of its volume originates 
from the seminal vesicles and 20% from the prostate. 
The spermatozoa comprise 5% of the volume.6 The 
remaining 15% is composed of secretions from 
glands such as the bulbourethral and urethral glands. 
Because various glands produce the ejaculate and it 
passes through ducts and moves along its course 
through the urethra during ejaculation, it also con-
tains epithelial and possible inflammatory cells. The 
normal volume of a single ejaculation is 1.5 to 5.0 
mL and contains 60 to 200 million spermatozoa per 
mL.6 Semen also is rich in fructose, a sugar that pro-
vides the energy for the spermatozoa. The normal pH 

of semen is 7.0 to 8.3. When semen mixes with the 
acid environment of the vagina, the pH decreases 
toward the pH for optimum sperm motility, 6 to 6.5.  
 

The Laboratory's Role in Detecting Sexual Assault 
By Kim Collins, MD 

Specimens and Laboratory Procedures Used in Obtaining 
Evidence of Sexual Assault  
Specimens* 
     Anorectal swab/smear  
     Cervicovaginal swab/smear  
     Control specimen of blood in EDTA (from the victim) 
     Control specimen of saliva (from the victim)                           
     Extragenital semen residue   
     Hair and fibers Nail scrapings and clippings 
     Oral swab/smear    
     Swab/smears from locations that fluoresce to light from a  
           Wood's lamp 

Procedures*   
     "Christmas tree" (nuclear fast red-picroindigocarmine)        
          stain  
     DNA fingerprinting using Southern blot analysis       
     Extragenital semen residue analysis     
     Fluorescence in situ hybridization (FISH) studies for       
          nonsperm male cells, eg, epithelial cells or       
          inflammatory cells Hair and clothing fiber analysis  
     Papanicolaou stain  
     Polymerase chain reaction to amplify DNA     
     Prostatic acid phosphatase analysis   
     p30 glycoprotein analysis    
     Saline wet mount (no stain) in the emergency deparment 
          (to detect motile spermatozoa)             

*ln alphabetical order. 
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 The first fraction of the ejaculate is rich in 
sperm. As mentioned, the prostate provides a signifi-
cant volume to the ejaculate. The prostatic emission 
contains acid phosphatase and spermine phosphate. 
Since 1945, prostatic acid phosphatase has proven 
extremely useful in the evaluation of alleged sexual 
assault. An elevated level is a specific indication of 
recent intercourse and ejaculation (semen). Even in 
an individual who has undergone a vasectomy, sper-
matozoa will be absent, but the acid phosphatase 
level will be elevated in the semen specimen from the 
victim's vagina, mouth, or anorectal area. Acid phos-
phatase levels in the vagina and cervicovaginal area 
have been shown to decrease rapidly over time fol-
lowing coitus, however.3,7,8 The enzyme level will 
remain elevated for approximately 8 hours and then 
begin to decrease with time. Most investigators agree 
that the level of acid phosphatase will not be elevated 
36 to 48 hours after coitus.7 The level of acid phos-
phatase remains elevated longer in dried secretions 
on the extragenital areas, bedding, or clothing. As 
investigators, we must be accurate with the analysis 
of this enzyme level because the level will aid in 
confirming the victim's statement regarding the time 
of the assault.  
 Another substance whose analysis has 
recently become more sensitive is the p30 glycopro-
tein.9,10 This glycoprotein is a prostatic antigen found 
in the semen, even in vasectomized men.  
 
Spermatozoa  
 
The spermatozoa are positive proof of sexual contact, 
and their presence is strong evidence for the prosecu-
tion of any sexual assault case. Dutch microscopist 
Anton van Leeuwenhoek first described spermato-
zoa, a free-swimming cell, in the 17th century. The 
basic structure is composed of a head, neck, mid-
piece, and tail. The head is approximately 4 to 5 u-m 
(length) X 2 to 3 u,m (width) and has an anterior 
acrosome that contains enzymes needed to penetrate 
the ovum during fertilization (Fig 1). The head is 
packed with DNA, which determines its staining 
characteristics.11 The head is connected by a neck to 
a midpiece (7-8 u-m in length) and a tail (50-55 u,m 
in length). Spermatogenesis occurs in the testes, sper-
matozoa are stored in the epididymis, and then car-
ried via the vas deferens to the urethra during ejacu-
lation.  
 Spermatozoa are extremely motile and this 
motility can be observed if the specimen is collected 
soon after ejaculation. In reported studies, only 50% 
of the smears will have motile sperm after 3 hours.7,12 

Generally, motile spermatozoa are not found in cervi-
covaginal smears after 12 hours.  
 Spermatozoa are sensitive to the environ-
ment and begin to degenerate within hours after ejac-
ulation. The first obvious sign of degeneration is loss 
of the tail. This loss occurs after approximately 16 
hours. Nonmotile spermatozoa and spermatozoon 

 
 

heads can be detected in cervicovaginal smears days 
after intercourse; with time, however, the positive 
recovery rate is low. After 72 hours, only 50% of 
cervicovaginal smears of sexual assault victims will 
have spermatozoa present.7 Spermatozoa rarely are 
found in cervicovaginal smears after 10 days.13,14 In 
the rectum, spermatozoa seem to lose their tails more 
quickly, after 6 hours.15 Successful recovery of sper-
matozoa in the rectum can occur up to 24 hours after 
ejaculation and has been reported up to 65 hours.16 
These positive findings are usually only the sperma-
tozoon heads, however. Recovery from the oral cavi-
ty requires an even shorter interval of approximately 
6 hours.17,18 This decreased survival is due to the 
action of saliva and bacteria in the mouth. Of course, 
the positive identification of spermatozoa in the vagi-
na, anorectum, or mouth may be detrimentally affect-
ed by douching, urinating, ingesting oral contracep-
tive pills, defecating, mouth washing, and drinking. 
Oral contraceptives can change the vaginal environ-
ment, ie, pH, and thus alter sperm survival time 
(decrease survival). Prepubertal young girls also have 
decreased spermatozoal survival in cervicovaginal 
specimens due to a decreased cervical mucus.19  
 
Physical Examination and Collection of Evidence  
 
After a sexual assault has occurred, an experienced 
examiner should conduct a physical examination as 
soon as possible. If the victim is dead, an examina-
tion should be conducted before the autopsy is per-
formed. Even if the performance of the autopsy is 
delayed a day or two, the sexual assault workup 
should not be delayed. During the sexual assault 
examination, injuries should be documented and 
photographed, and any evidence properly obtained. 
 One must keep in mind, not only are we 
looking for injuries to the anogenital region, but any 
injuries over the body including those of defense. 
Defense injuries may include scratches on the hands 
and forearms, broken nails, and injuries to the soles 
of the feet. A lack of physical injuries does not rule 
out an assault. In one report, only 20% to 45% of 
victims ever show evidence of bodily injuries.3,4 All 
physical and medical evidence obtained at the time of 
the examination must be complete and properly han-
dled so that the legal case is not dismissed because of  
 
  

Figure 1. 
Diagram of a Spermatozoon 

Continued on page 28. 
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2018 Medical Laboratory Professional’s Recognition 
Week (MLPW) Proclamation Presentation                             
with Remington College, Mobile Campus 

Wednesday evening, April 25, 2018 
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Fortis College Director of Campus Administration 
and ALSSAMT Vice-President Nettie L. Norphleet. 

This was a very nice evening! 
 

I was invited to speak  to the Remington Col-
lege’s evening classs after the 2018 MLPW 

Proclamation presentation. 
I chose four different areas of interest to them: 

 
Meaningful Use & EHRs 

Certification Choices 
Social Media in the Workplace 

Ethical Dilemmas  
 

It went well.  Remington invited me back to 
speak to the students in their morning classes. 

Hope Newsome, Director of Medical 
Assisting Program and                             

Mandy Jenkins, MA Instructor. 

The 2018 Remington College Medical Assistant Evening Class with N. L. Norphleet, MS, RMA (AMT) 



 
 

 

 
 
 
 
 

 It has been a mild winter with very little precipitation to speak of.  That only means one thing, spring 
is just around the corner!   The 80th AMT Educational Program and National Meeting July 1-5, 2018 will be 
held at the Hyatt Regency Washington on Capitol Hill 400 New Jersey Avenue, NW Washington, DC  20001.  
Phone 202-737-1234.  Room rates will be $ 129.00 plus tax per night single or double, $ 154 plus tax triple 
occupancy or $ 179 quadruple occupancy.   Make your reservations as soon as possible. Once the room block 
is filled, the guaranteed room rate is gone so make your reservations now and if you need to cancel, you need 
to cancel two days prior to your arrival date. Room rates are good from June 29 through July 8th.  Mark your 
calendars and make your reservations now!   
 
 Registration for the Washington, DC meeting is now available online. AMT has a special low early 
bird rate of $ 275 for the full package for all members.  Registration will jump up to $ 475 after May 1 so reg-
ister now so you do not miss out on saving $ 200.  You can also register for one day only registrations this 
year. There will be no extensions to the May 1 deadline for early bird registration. The preliminary program 
will be available on the website the middle of March. You will notice there will be numerous workshops of-
fered on Sunday however there is an additional charge if you want to attend.  They are not included in the full 
package. Check out the preliminary program when it becomes available for times and locations of events as 
there’s been some shuffling of events due to the July 4th celebration on Wednesday evening. 
 
 The 81st AMT Educational Program and National Meeting will be held in Chicago, Illinois July 1-5, 
2019. Hotel to be announced once the contract is signed. More details will become available on a later date. 

  
 Please attend your state society meetings.  Consider having joint meetings with other AMT state 
societies.  They are an excellent source of continuing education, an opportunity to share your knowledge with 
your AMT family and to keep abreast of current AMT information. The Magnolia Educational Treasures 
(MET) Southern District meeting will be held October 19-20, 2018 in Gulfport, Mississippi.  Come join us!  
 
 Publications are available on State Society websites however AMT will need to start archiving previ-
ous year issues.  Currently there are eight years of publications posted.  AMT plans to keep the most current 
two years of publications readily available on the websites.   
 
 This is a special time for me to say how very proud I am of the Southern District and to congratulate 
all national award and publication winners.  Thank you for all your hard work!  
 
 I would like to say thank you to each of you for your hard work and dedication to AMT throughout 
the year and making the Southern District shine.  Each of you truly are the “Pride of the Profession”.  I look 
forward to seeing each of you at your state meeting this year and the national meeting in Washington, DC. 
 
 If you have any questions or concerns. Please do not hesitate to contact me at k9kid@bellsouth.net 
or phone me at (h) 615-833-3427 or (c) 615-424-0550  
 

AMT is the choice for allied health professional certification. 

 
 
 
 
 
 
 
 
 
 
 

 

2018 Spring Southern District Councillor’s Message 
Respectfully Submitted by  

Kaye Tschop, MT (AMT) 
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 Join AMT for our  80th Annual Meeting in our Nation’s Capital  July 1-5, 2018 
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2018 MLPW Proclamation Presentations  
States Capital, Montgomery, Alabama 

with Montgomery Mayor Todd Strange & Dr. Paul C. Brown MT (AMT) 
 

*Photos provided by Griffith Waller, Public Relations Specialist, City of Montgomery, Alabama 

Maxwell Air Force Base Medical  
Laboratory Personnel 

 Alabama Public Health 
Laboratory Personnel 

So, we meet again. 
Always good to see you! 

 

Tracy Camara, Program Director, Medical Laboratory Sciences, 
Baptist Health Care South (ctr.) with students  

Dr. Kyle Taylor, Director of Medical & Clinical Laboratory Sciences at   
University of Auburn in Montgomery (Ctr. ) with AUM CLS Students  

Judy Moody, Laboratory Director, 
Jackson Hospital with Laboratory 

Personnel 



 

Forming: Typically characterized by ambiguity and confusion. Team members may be unclear about tasks at 
this stage. They have not yet chosen to work together and may communicate in a superficial and impersonal 
manner. 

Storming: A difficult stage when there may be conflict between team members and some rebellion against the 
assigned tasks. Team members may get frustrated here when do not progress well in the tasks. 

Norming: Open communication between team members is established and the team starts to confront the task 
at hand. Generally accepted procedures and communication patterns are established. 

Performing: The team focuses all of its attention on achieving the goals. The team is now close and supportive, 
open and trusting, resourceful and effective. 

After being formed and continue to develop, Healthcare teams interact dynamically and have the common goal 
of delivering health services to patients. In order to succeed, the team members need to share certain charac-
teristics, which include [2]: 

 Possess specialized knowledge and skills and often function under high-workload conditions. 
 Know their role and the roles of others in the team (s) and interact with one another to achieve a common      
 goal.               
 Act as a collective unit, as a result of the interdependency of the tasks performed by team members. 
 Possess specialized and complementary knowledge and skills. 
 Take decisions. 

Values, Principles and Benefits 
 
The values needed in an effective team member harmonize with the core competency domain of “Values/
Ethics” put forward in the meeting sponsored by Inter-professional Education Collaborative (IPEC) enti-
tled “Team-Based Competencies.”  The following are five personal values that characterize the most effective 
members of high-functioning teams in health care [1]: 
 
Honesty: A high value is put on effective communication within the team, including transparency about aims, 
decisions, uncertainty, and mistakes. Honesty is critical to continuous development and for maintaining the 
mutual trust, which is prerequisite for a high-functioning team. 
 
Discipline: Team members carry out their roles and responsibilities with discipline, even when it seems incon-
venient. Such discipline allows teams to develop and stick to their standards and protocols even as they seek 
ways to improve. 
 
Creativity: Team members are excited and motivated to tackle emerging problems creatively. They see even 
errors and some unanticipated bad outcomes as potential opportunities for improvement. 
 
Humility: Team members do not believe that one type of training or perspective is uniformly superior to the 
training of others, though they recognize differences in training. They also recognize that they are human and 
will make mistakes. Hence, a key value of working in a team is that fellow team members can rely on each 
other to help recognize and avert failures, regardless of where they are in the hierarchy. 
 
Curiosity: Team members are dedicated to reflecting upon the lessons they learned in their daily activities and 
using this reflective experience in continuous professional development and the functioning of the team. 
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Working as a team…. Continued from page 8. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4949805/#CIT0002
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4949805/#CIT0001


Principles of Team-Based Health Care 
 
There are many models to describe effective teamwork. Historically, these have come from other industries, 
such as the aviation’s crew resource management (CRM) [2]. The principles that characterize a successful 
team based health care include [1]: 
 
Shared goals: The team, including the patient and, where appropriate, family members or other support per-
sons, generate a common and clearly defined purpose that includes collective interests and demonstrates 
shared ownership. 
 
Clear roles: There are clear expectations for each team member’s functions, responsibilities, and accounta-
bilities, which optimize the team’s efficiency and often make it possible for the team to take advantage of 
division of labor, thereby accomplishing more than the sum of its parts. Mutual trust and respect: Team mem-
bers earn each other’s trust, creating strong norms of reciprocity and greater opportunities for shared achieve-
ment. They respect and appreciate the role of each other. They also respect each other’s talents and beliefs, in 
addition to their professional contributions. Effective teams also accept and encourage a diversity of opinions 
among members. 
 
Effective communication: This is crucial for the teamwork success. The team prioritizes and continuously 
refines its communication skills. It has consistent and accessible channels for complete communication, and 
used by all team members across all settings. 
 
Measurable processes and outcomes: Reliable and timely feedback on successes and failures should be 
agreed and implemented by the team. These are used to track and improve performance immediately and put 
strategies for the future. 
 
Leadership: Effective team leaders facilitate, coach and coordinate the activities of other team members. 
Effective leadership is a key characteristic of an effective team. 
 
Benefits of effective teamwork 
 
Effective teams can improve care at the level of the organization, the team itself as a whole, the individual 
team member and the patient (Table 1) [2]: 
 
Table 1 
 
The benefits of effective teamwork 
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Organizational    

Benefits 

 

Reduced time and  

cost of                 

hospitalization 

 

Reduction in       

unexpected          

admissions  

 

Services are  

better accessible  

to patients 

 

 

Team Benefits 

 

 

Improved  

coordination of care 

 

 

Efficient use of health-

care  

Services 

 

Enhanced            

communication and 

professional  

diversity  

 

Patient Benefits 

 

 

Enhanced            

satisfaction with  care 

 

Acceptance of    

treatment 

 

 

Improved health  

outcomes and      

quality of care 

 

Reduced medical  

error 

Benefits to team 

Members 

 

Enhanced job      

satisfaction 

 

 

Greater role clarity 

 

 

 

Enhance well-being 
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Challenges to Effective Teamwork 
Several barriers exist to establishing and maintaining effective teamwork in health care [2]: 
 
Changing roles 
In many health-care teams, there is considerable change and overlap in the roles played by different health-
care professionals. These changing roles can present challenges to teams, in terms of acknowledgement and 
role allocation. 
 
Changing settings 
Some changes in the nature of health care such as increased delivery of care for chronic conditions require the 
development of new teams and the modification of existing teams. 
 
Health-care hierarchies 
The strongly hierarchical structure of health care can be counterproductive to well-functioning and effective 
teams where all members’ views are considered. 
 
Individualistic nature of health care 
Many health-care professions, such as nursing, dentistry and medicine, are based on the autonomous one-to-
one relationship between the health care provider and patient. While this relationship remains a core value, it 
is challenged by many concepts of teamwork and shared care. 
 
Instability of teams 
Some health-care teams are transitory in nature, coming together for a specific task or event (e.g. Trauma 
team). 
 
Failing teamwork leads to accidents 
Reviews of high-profile incidents have identified three main types of teamwork failings, namely, unclear 
definition of roles, lack of explicit coordination and other miscommunication. 
 
Resolving disagreement and conflict 
The ability to resolve conflict or disagreement in the team is crucial to successful teamwork. This can be es-
pecially challenging for junior members of the team or in teams that are highly hierarchical in nature.  
 
Practical Tips 
 
Here are some tips to help health care teams to head towards successful achievements, which include: 

 A life example of a strategic plan. 

 Practical tips for health care team members. 

 Monitoring progress through patients’ satisfaction. 
 
Practical strategic approach 
 
“The context for health care and support is changing. Most significantly, with people living longer, we have a 
greater number of older patients and people to support, many with multiple and complex needs, and with 
higher expectations of what health, care and support can and should deliver. Delivering health and care sup-
port and services involves us working with people in a new partnership, offering and engaging with people in 
making choices about their health and care, and supporting ‘no decision about me without me” [3].  These are 
statements made by the senior NHS nurses, Midwifery staff and other health related professionals in the UK 
who have engaged a wide range of professionals and patients in assessing satisfactions and suggestions of 
these team members in quality of delivered care. Accordingly, they put a strategy to meet the rapidly pro-
gressing demands on the service. The purpose of the engagement was two-fold. Firstly, they wanted to get 
wider views on 6Cs: care, compassion, competence, communication, courage and commitment. . They want-
ed to test whether these would resonate with staff and patients and form a common language of their vision. 
Secondly, they wanted to test responses to six areas of action that (underpinned by the 6Cs of value and be-
havior) which will enable ongoing improvements in care and services for all patients and service users [3]. 
The strategy addressed equality issues under the Equality Act 2010, considering it from the point of view of 
both the people receiving care and those giving it.  
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 Action area one: Helping people to stay independent, maximize well-being and improving health out                 

comes. 

 Action area two: Working with people to provide a positive experience of care. 

 Action area three: Delivering high quality care and measuring the impact. 

 Action area four: Building and strengthening leadership. 

 Action area five: Ensuring we have the right staff, with the right skills, in the right place. 

 Action area six: Supporting positive staff experience. 
 
Practical tips for health-care professionals [2] 
 

 Always introduce yourself to the team 

 Clarify your role 

 Use objective (not subjective) language 

 Learn and use people’s names 

 Be assertive when required 

 Read back/close the communication loop 

 State the obvious to avoid assumptions 

 Ask questions, check and clarify 

 Delegate tasks to specific people, not to the air 

 If something doesn’t make sense, find out the other person’s perspective 

 Always do a team briefing before starting a team activity and a debrief afterwards 

 When in conflict, concentrate on “what” is right for the patient, not “who” is right/wrong? 
And remember: “Teamwork doesn’t just happen”. It requires [2]: 
 
 – An understanding of the characteristics of successful teams 

– Knowledge of how teams function and of ways to maintain effective teams. 
 
Patient satisfaction  
 
A sensitive indicator for a successful health delivered teamwork is Patient satisfaction, which requires: 
C.P.R. 
C: Compassionate Communication 
P: Patient information/Pain management 
R: Response 
For a high patient satisfaction, the delivery of the following is critical [4]: 

 Communicate to the patient who you are, what you do and who are the members of the team. 

 Inform the patient daily what their plan is for the day and set expectations – write on the whiteboard so 

they can see it and revise as they need. 

 Inform the patient and family if they have any questions, concerns to call – you are there to help. 

 Encourage the patient to communicate how they are doing in managing their pain – their comfort is 
vital! 

 Include the patient – tell them what you are doing in the room, even the simple things like adjusting 
IV’s or taking a vital sign. The more you communicate about what you are doing, the more comfortable they 
will be with asking questions. 
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Conclusion 

The ambition of delivering quality patient care is subject to high performance through patient focused teams. 
However, we need to close a gap between traditional practices and the new attitudes required from an effec-
tive team to achieve such a great ambition. Therefore, health care organizations should aim at providing ex-
ceptional patient care by adopting wide team based culture in which certain values and principles are shared 
and transparently communicated among team members including patients who should be placed in the heart 
of the care. 
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insufficient and mishandled evidence.1  
 Laboratory evidence in sexual assault cas-
es includes vaginal, anorectal, or oral swabs; extra-
genital semen residue; foreign material such as hair 
and fibers; and clothing from the victim or bedding 
that could prove as evidence. Although some labora-
tories favor aspirated specimens, we prefer sterile 
cotton swabs to collect the specimens. Swabs taken 
from the vaginal, anorectal, or oral areas are trans-
ferred (smeared) onto separate glass slides. All 
smears should be spread as thinly as possible, espe-
cially anorectal smears. Simultaneous swabs should 
be taken and air-dried for prostatic acid phosphatase 
analysis and DNA fingerprinting if needed. Swabs 
should be kept out of direct sunlight because ultravi-
olet light irrevocably damages 
DNA.20 Specimens on the air-
dried swabs can later be resus-
pended in 1 to 2 drops of sterile 
water or saline. Extragenital sites 
also can be examined for the pres-
ence of semen. Semen will fluoresce 
bluegreen when exposed to the ultra-
violet light of a Wood's lamp. If a 
fluorescent area is detected, a sterile 
cotton swab moistened with sterile 
water or saline can be used to swab 
the fluorescing area. As above, 
smears can be prepared and swabs air
-dried for further analysis.  
 The victim's clothing also can be examined 
with a Wood's lamp. Spermatozoa adhere tenacious-
ly to cotton fabric.11 Analysis using extraction can be 
performed on the clothing at a forensic laboratory. 
Nail scrapings and, if possible, nail clippings should 
be taken as evidence, placed in a small envelope, 
sealed, and secured. All evidence obtained during the 
examination must be labeled using permanent mark-
ers with the victim's name, sample, site, and if possi-
ble an identification number for reference.1 The evi-
dence must pass directly from the examiner to the 
persons who will process the specimens with signa-
tures using a chain-of custody procedure. Each per-
son who handles the specimens should be document-
ed.1 Before and after processing, specimens should 
be kept secure in a locked area.  
 Because evidentiary specimens often are a 
mixture of fluids from the victim and the assailant, 
control specimens of blood and saliva from the vic-
tim also are needed.21-24 Blood is best collected in a 
tube that contains EDTA (usually the tube with a 
purple top). EDTA samples give higher yields of 
DNA, are easier to process, and are less susceptible 
to bacterial contamination. Saliva can be collected in 
a plain sterile container/tube. These also must be 
properly labeled and the chain of custody well docu-
mented. 
 A saline wet mount may be prepared dur-

ing the initial examination of the victim, in an effort 
to detect motile spermatozoa. Often, because the 
search for spermatozoa can prove challenging, a 
clinical laboratory professional is asked to assist in 
the emergency department examination. A drop of 
sterile saline is placed in the center of a clean slide. 
A specimen swab is mixed with the saline to create a 
suspension on the slide. A coverslip is placed over 
the sample. Some observers prefer to "rim" the edges 
of the coverslip with petroleum jelly to keep the 
suspension in place. Some investigators first smear 
the specimen on the slide before adding a drop of 
sterile saline to the slide. I have found no reference 
as to which method yields the best results. No stain 
is used with the wet mount; only the refraction of the 
light at the proper plane of focus is necessary for the 
trained observer. Most observers begin on low pow-

er, find the proper plane, 
and advance to X400 mag-
nification. Turning the 
light source down often 
helps define the motile and 

nonmotile spermatozoa.  
 The glass slides 
from various body sites then 
are stained in the pathology 
laboratory. Various staining 
methods have been employed, 
however, the most widely 
used is the Papanicolaou stain. 
The Pap stain was first used to 
identify spermatozoa in 1964 

and since this time has been successfully used to 
detect intact spermatozoa and spermatozoan heads in 
smears from sexual assault cases.11 With the Pap 
stain, the head is blue-purple and the tail is blue-
black (Fig 2). One can easily scan a slide at X100 
and confirm positive findings at X400. Many crime 
laboratories use the "Christmas tree" stain, or nuclear 
fast red-picroindigocarmine stain.9,25 With this stain, 
the head is red and the tail is yellow-green.9,25 Again, 
spermatozoa can be detected at X100 and confirmed 
at X400. The "Christmas tree" stain is especially 
helpful when analyzing anorectal smears due to the 
dense fecal material. Regardless of the staining 
method used, any positive finding should be docu-
mented clearly. The use of borderline terminology 
such as "suspicious for" or "could be" or "possibly" 
should be avoided at all times.  
 

Molecular Pathology and Sexual Assault  
 

In alleged sexual assault cases, the absence of the 
aforementioned sexual assault evidence does 
not disprove the victim's claim, but does leave 
the victim without laboratory support for the 
allegation. A lack of laboratory evidence-that  
using FISH and Y-chromosome-specific DNA 
probes have identified nonsperm male cells even 
when acid phosphatase levels are not elevated 
and no sperm are present.26' 27 

 

Figure 2.  Cervical smear from a sexual assault victim. 
Spermatozoa exhibit intact tails, indicating that ejaculation 
occurred within 16 hours of the microscopic examination. 
Bacteria, squamous cells, and inflammatory cells are seen 

in the background (X600, Papanicolaou) 
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is, spermatozoa are not detected and acid phospha-
tase level is not elevated—does not mean the assault 
never took place and is not necessarily due to an 
error in the collection, processing, or interpretation 
of the specimens. The assailant may be oligospermic, 
azospermic, have had a previous vasectomy, have 
been sexually dysfunctional during the assault, or 
withdrew before ejaculation. New advances in pa-
thology and laboratory medicine have opened doors 
for the alternative demonstration of positive evi-
dence indicative of sexual assault. Two recent tech-
niques are fluorescence in situ hybridization (FISH) 
and DNA fingerprinting.21-24,26-31 These two areas 
have taken us into a realm of science and technology 
that we never dreamed possible.  
 FISH is a highly sensitive and highly spe-
cific procedure that uses a DNA probe specific for a 
chromosome or chromosome region. The probe is 
labeled with a nonradioactive fluorescent molecule 
and hybridized to the homologous region in cell 
DNA.26,27 Studies using FISH and Y-chromosome-
specific DNA probes have identified nonsperm male 
cells even when acid phosphatase levels are not ele-
vated and no sperm are present.26'27 The assailant's 
epithelial cells and/or inflammatory cells originating 
from the penis and genital tract, cells from the hand, 
or cells from the mouth may be identified in smears 
from the victim. This is especially important in cases 
of child sexual assault when the assault is digital or 
oral in nature. Even without the presence of sperma-
tozoa and an elevated acid phosphatase level, we can 
prove that contact has occurred.  
 In the 1980s, Alec Jeffreys opened the 
doors of DNA applications in law enforce-
ment.21,24,28,29  The DNA double-helix ladder can be 
cut with restriction enzymes, the fragments analyzed 
by the Southern blot using electrophoresis, and the 
ladder fragments "unzipped" by denaturation.24 The 
fragments are blotted onto a membrane and sin-
glestrand DNA probes are added. The complemen-
tary sites bind, or hybridize, and the membrane is 
exposed to X-ray film. When the film is developed, 
LABORATORY MEDICINE VOLUME 29, NUM-
BER 6 JUNE 1998 Downloaded from 
https://academic.oup.com/labmed/article-
abstract/29/6/361/2504017 by guest on 02 May 2018 
we see dark bands showing the location of the radio-
active probes. The appearance is like a barcode, and 
this is our fingerprint. Next, we look for bands from 
the known sample to match with bands from the 
evidence. For example, we can compare the bands 
from the suspect assailant's DNA with the bands 
from a vaginal swab (evidence). We take into ac-
count that the female victim's DNA also will appear 
as bands from the vaginal swab. Because interpreta-
tion can be difficult, the entire process is repeated; in 
most cases, three to five different probes are eventu-
ally used.24 Problems can arise if not enough eviden-
tiary DNA is present for the performance of a South-

ern blot. The technique of polymerase chain 

reaction, or PCR, was developed and perfected to 
amplify the DNA.22,24  PCR amplifies the DNA by 
replication. The enzyme used to replicate the DNA is 
a polymerase. PCR can make millions of copies of a 
single-cell DNA, enough DNA with which to per-
form a Southern blot. We therefore can match a sin-
gle hair root, a small drop of blood or semen, or skin 
cells found under a victim's fingernails to a suspect 
assailant. The potential that molecular pathology has 
in the world of forensics is almost limitless. Now, 
not only can we prove that male cells are present, but 
also we can examine the DNA in these cells and 
match them to an individual. No longer do we rely 
only on the presence of spermatozoa and elevated 
acid phosphatase levels.  
 
Conclusion  
 
Sexual assault is a crime of violence and control. It is 
a crime that is prevalent not only in the United 
States, but in many other countries as well. Sexual 
assault affects both sexes, all races, all ages, and all 
socioeconomic groups. Because the crime usually is 
unwitnessed, the case often becomes one of hearsay 
and testimonies, without demonstrative evidence 
supporting either side. The pathology laboratory, 
with its new techniques and skilled observers, is at 
the forefront of the sexual assault investigation. We 
gather, document, process, and interpret the evi-
dence. The responsibility of sexual assault prosecu-
tion is great and lies in our laboratories. We have 
become the ones best qualified, and law enforcement 
relies on our expertise. Now we can critically exam-
ine laboratory evidence using both sensitive and 
specific techniques and answer questions concerning 
a sexual assault case. 
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30. 

Welcome Aboard New AMT Certificants     
To Your  ALSSAMT Family 

March 9, 2017 - March 8, 2018 



 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

A life that touches others 
goes on forever 

‘Mellev’              

31. 

Mrs. Vera Louise Brown 
Born: February 5, 1950 
Passed: January 9, 2018  

 

“She will always be the love of my life. PCB” 

Mr. Roscoe “Rocky” Lamplugh 
Born: December 9, 1931 

Passed: February 22, 2018 
 

“Oh yes, I remember Rocky! MG” 

Mrs. Leila “Lizzie” Turner-Bowles  
Born: February 12, 1921 
Passed: February 1, 2018 

 

“AMT is honored to have your quilts warm us always. 

Mr. David A. McCullough 
Born: March 13, 1936 

Passed: January 17, 2018 
“He always had his eye on the big picture...great 

sense of humor...I will miss him. CAD” 

Connie S. Henderson-Damon 
Born:Janyary 28, 1949 
Passed: March 22, 2018 

“Always present in the hearts of your                                   
loved ones and friends. AMT” 
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Medical Assistants 
Recognition Week 

(MARW) 

 

October  15 - 19, 2018 

32. 

Left: Dr. Barry 

Booth, Eastern 

Shore Dentist, 

Viet Nam vet 

and advocate 

for veterans on 

the Gulf Coast. 

Right: Edward 

Chavis, Viet 

Nam veteran 

and President/

Manager of the 

American 

Legion, Foley, 

“It is my 
pleasure to 
introduce you 
to… 



Fishing at Sunset on Mobile Bay 
 

*(Photo provided by Pixabay) 

“Relax ALATECH is here to inform you” 

ALSSAMT 


