
Southdown Awarded 
Accreditation with 
Exemplary Status

In May, Southdown received Accreditation with 

Commendation for its commitment to providing safe and 

high quality health services.  After reviewing our updated 

submission in the fall, Accreditation Canada has awarded 

Southdown an Accreditation with Exemplary Status.

As part of the accreditation, Southdown has undergone a rigorous 
evaluation process.  Following a comprehensive self-assessment, 
external peer surveyors conducted an on-site review during 
which they assessed Southdown’s leadership, governance, clinical 
programs and services against Accreditation Canada requirements 
for quality and safety.  These requirements include national standards 
of excellence; required safety practices to reduce potential harm; 
and questionnaires to assess the work environment, patient safety 
culture, governance functioning and client experience.  In result, 
Southdown has surpassed the fundamental requirements of the 
Qmentum accreditation program.

The accreditation process has been very rewarding for Southdown’s 
team who learned about their strengths and opportunities for 
improvements.  The surveyors stated in their fi nal report:

There is a well-established and shared values base, inherent in all 
that Southdown espouses to be in terms of its mission and vision.  
Furthermore, those values are expressed and visible in day-to-day 
interactions between staff and residents, which is a testimony to the 
leadership of the organization and the staff they recruit and retain.
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Southdown’s Board of Directors is 

pleased to announce the selection of 

Dorothy Heiderscheit, OSF for the role 

of the new CEO.  The Board Chair, Kevin 

Yousie expressed complete confi dence 

in Sr. Dorothy’s abilities and belief that 

under her leadership Southdown will 

continue to play an important role in 

serving the Church.  Sr. Dorothy’s term 

as CEO will begin on January 1st, 2014. 

Dorothy is a member of the Sisters of St. 
Francis of Dubuque, Iowa. She holds her 
Masters in Social Work from Tulane University, 
New Orleans, LA and a BSN from Marycrest 
College in Davenport, IA. Dorothy is a 
member of the Academy of Certifi ed Social 
Workers (ACSW) in the USA, licensed as an 
Independent Social Worker (LISW) in Iowa, 
and as a Registered Social Worker (RSW) in 
Ontario.  Her previous ministry experiences 

include the Offi ce of Family Ministry with 
Catholic Charities of Jackson, MS, Board 
membership and Chairperson for the State 
Board of Mental Health of Mississippi, Clinical 
Practice for Religious and Clergy in the Tri-
State area of Dubuque, IA, and eight years of 
Congregational leadership with the Dubuque 
Franciscans.  In her most recent position, 
Sr. Dorothy was the Continuing Care 
Coordinator for Southdown Institute.

The Board also thanked Miriam Ukeritis, 
CSJ for her outstanding leadership.  Her 
strength and skill as a leader has put the 
organization in a much stronger position for 
the future.  Sr. Miriam will join four other 
members of her congregation as they take 
up their responsibilities on the newly elected 
Congregational Leadership Team of the Sisters 
of St. Joseph of Carondelet.

We look forward to welcoming Dorothy as 
Southdown`s Chief Executive Offi cer!
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A Time For Birthing
And Midwives
Miriam D. Ukeritis, CSJ, PhD, Chief Executive Offi cer

For many years, my Advent musings have centered on questions 

such as “What is being born in my life?”   “Where do I/we need 

new life?”    Those queries are particularly apt as I o� er my last 

refl ection for Southdown’s Covenant.  

As we begin this year’s Advent season, the “new” presents itself in the 
completion of our move to a new home and preparations to welcome a 
new CEO.    I will pass on the responsibility for leadership at Southdown to 
Sister Dorothy Heiderscheit with great confi dence in all that she will bring 
to this position.  

It seems that each of these birthings, 
each of these new beginnings, has 
been long in coming.   During his 
tenure as CEO, Fr. Ray Dlugos, OSA, 
fi rst invited us to consider our current 
reality of urban development and 
to dream of a new location.   He 
concluded the search for a new site 
before his congregation called him to 
ministry at Merrimack College, one of 
their sponsored institutions located in 
Andover, MA.   Southdown’s search for 
a new CEO began months ago, as it 
became increasingly clear to me that 
I was being summoned to a ministry 
whose shape was but emerging.

Scriptural images of birthing and new 
life abound, from the fi rst lines of 
Genesis where the creation emerges 
from chaos to the Book of Revelation 
that speaks of a new heaven and a 
new earth.   In recent years, Isaiah’s 
words, “Behold, I am doing something 
new,”  (Isaiah 43:19) have served as 
the chapter theme for many congregations (including my own) and have 
permeated the text of religious writings (including the December 2011 
Covenant).

While many of us may claim to not have the creativity to generate new 
ideas and plans, each of us is called to accompany the birthing that 
surrounds us.   How do we respond to this sacred movement?   The image 
of midwife offers some answers -- and, for our male readers, be assured it 
is not gender bound!   The midwife is one who is attentive to the birthing 

process and who wisely and carefully assists.   The midwife is one who 
knows when to encourage pushing, and when too much of an effort can 
be fatal.   The midwife is around to celebrate the emergence of new life 
and to attend to the cleanup of the mess that often accompanies the birth 
process.

My years at Southdown have offered me the opportunity to witness and to 
assist as many births.  Needless to say, several have been in the lives of our 
residents as they came to new awarenesses and responded to the graces 
offered in face of their struggles. Others, have come in the opportunities 
offered me as leader to infl uence plans and policy and to dare to implement 

change.  Our 14-week clinical program 
(no longer “new” as it begins its third 
year of implementation) and our new 
facility in Holland Landing provided 
many opportunities to learn about the 
process of giving birth to new ideas 
and structures, to seek advice from 
those around me, and to trust the 
emerging wisdom of the “body” that 
makes up the Southdown community.

Along with four other members of 
my congregation, I will begin my 
new ministry as a member of our 
congregational leadership team on 
January 11, 2014.   (It looks like the 
call to be midwife will continue!)  At 
this time, I leave with gratitude for 
the graces of these years and for the 
support and affi rmation that our staff, 
our Boards and you who have sought 
our assistance have so generously 
offered. I leave to Dorothy and to the 
Southdown community the birthing of 
new ideas, renewed vision and new 
ways to respond to Jesus’ dream that 

all “may have life and have it to the full”  (John 10:10).  I also leave to each 
of you the invitation to attend to what is being born in you and the new 
life around you.  

In the words of Miriam Therese Winter, MMS, from “A Psalm for Midwives,”
may we all know “How good it is to bring to birth, or to help another 
bring to birth. How good it is to deliver the dream. Let us nurture it to 
fulfi llment.”

Advent Blessings! 
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“How good it is 
to bring to birth, 
or to help another 
bring to birth. 
How good it is to 
deliver the dream. 
Let us nurture it to 
fulfi llment.” 

Miriam Therese Winter, MMS



Resilience:  An Inside Job
Eran Talitman, PhD

Medication Management 
Is Complicated
Susan Roncadin, RN, CPMHN(C) 

Social Support. Because social support is strongly related to high levels 
of reported joy, psychological well-being, life satisfaction, and happiness, 
it is no surprise that research has shown that social support is absolutely 
critical in our attempts to be more resilient.  Social support is also strongly 
related to lower levels of anxiety and depression, lower levels of stress, 
and lower rates of suicide.  When we share our struggles with others, we 
receive support and encouragement which reduces our sense of isolation, 
the sense that we are dealing with an issue on our own.  Discussing our 
struggles with others also provides an opportunity to process our thoughts 
and feelings, to challenge distorted scripts, to gain a new understandings 
or perspectives on the situation, and to take a different course of action 
in order to deal more effectively with it.   Twelve Step programs, such as 
Alcoholics Anonymous, are a familiar example of this type of social support.   

Change. Our view of change, and approach to that reality, is another 
factor in that it can enhance resilience.   For many of us, change is diffi cult 
because, humanly speaking, we need a degree of safety, familiarity, and 
predictability in our lives.  It has been noted that the only person who likes 
change is a wet baby.   

Rather than viewing ourselves as “having to adapt” to change, it may 
assist us to be more resilient if we view life as change.   From this 
perspective, change is a constant and crucial element in life.   Our bodies 
are continually changing, our work keeps changing, and people enter and 
exit our lives all the time.  In order for us to be more resilient, it would be 
helpful to anticipate and accept these constant changes in our life.  At 
the same time, it is critical to recognize and accept the emotions such 
as anxiety, sadness, anger and loss that accompany change. Allowing, 
accepting and effectively handling the emotions related to change is part 
of being resilient.

Humility and Self-Care. In order to be more resilient, it may seem ironic 
that we need to be more humble in recognizing our limitations and the 
limitations of others.  Resilient persons can recognize and accept that 
they cannot do everything, and that they will not be able to infl uence, 

change, or help everyone.  Developing a realistic appraisal of our goals 
and expectations will enable us to be more resilient.  This will also allow 
us to spend more time on other aspects of our life, such as our health, 
spiritual life, family and friends, and other interests.   In short, we will be 
able to appropriately attend to self-care. 

Self-care is directly related to being resilient. When we neglect self-care, 
we are at risk of becoming frustrated and depleted and without the 
necessary creativity and fl exibility required to deal with diffi cult situations.  
So, why do we seem to struggle with our own self-care?  One possible 
explanation is the tendency to hold a distorted view of self-sacrifi ce as 
noble that is rooted in family upbringing, religious formation, spirituality, 
and/or what we have perceived as expected of us.  A distorted view of 
self-sacrifi ce as noble makes it diffi cult to accept the fact that we have 
needs and must take the time to attend to those needs.   Taking time 
to appropriately attend to our needs can lead to feelings of guilt or a 
tendency to perceive ourselves as “selfi sh”.  As a result, viewing self-
sacrifi ce as noble can put us at risk for burnout. 

Be sure that there are times when self-sacrifi ce is most appropriate.  
This would take the form of healthy self-sacrifi ce as distinguished from 
unhealthy self-sacrifi ce.  Unhealthy self-sacrifi ce is typically related to low 
self-esteem and the underlying perception that we are not good enough.  
This leads to working harder to please others or to prove to ourselves 
that we are good enough.  Healthy self-sacrifi ce, on the other hand, is 
time limited and involves setting limits and boundaries or parameters for 
putting forth extra energy or effort for a particular amount of time.  Healthy 
self-sacrifi ce includes setting aside time for ourselves to re-energize once 
our time parameter is complete.

In summary, being more resilient in the face of adversity requires us to look 
inward rather than outward and examine our perspective, our approach, 
our expectations, and our reactions to situations. By seeking social support, 
we have the opportunity to receive feedback and develop healthier coping 
strategies for dealing with challenging situations in our life. 

Resilience can be defi ned as our capacity to face, overcome, 

be strengthened by, and even transformed by experiences of 

adversity.  Our capacity to be resilient in any given situation 

depends on a combination of internal and situational factors, 

including our past experiences, personality styles, coping 

strategies, and the particular factors of a challenging situation. 

In light of those many variables, it is also true that, while a 

person may be resilient in one very challenging situation, he or 

she may become quickly overwhelmed and unable to function in 

another.  Thus, it is not accurate to assume that a psychologically 

healthy individual will be consistently resilient in all situations 

throughout his or her life.  Furthermore, resilience does not 

mean that one will not feel emotions.  Being resilient entails 

the ability to allow oneself to accept and experience emotions 

without being controlled or overtaken by them.

We know from research that there are 
several signifi cant factors associated 
with being resilient. Extraversion, 
optimism, and self-confi dence are 
strongly associated with being resilient.  
People who are extroverted tend to 
seek out social support which has been 
found to reduce the sense of isolation 
as well as assist us to explore possible 
solutions to problems.  People who are 
optimistic and self-confi dent in their 
abilities appear to persevere and be 
fl exible in their approach to problems.  
Persons with these qualities are less 
likely to perceive struggles, mistakes, 
or even failure as predominantly due to 
their failings as human beings.  The more optimistic and confi dent you are 
with respect to your abilities, the less likely you are to catastrophize when 
something goes wrong (e.g., “my life is ruined”) or to engage in black and 
white thinking (e.g., “I am a total failure”).

The “Inside Job.”  Research also tells us that persons are more likely to be 
resilient in a challenging situation when they are less focused on changing 
the external environment (e.g., peers, authority fi gures, bureaucracy, 
government) and more focused on their approach to the situation. When 
persons spend too much time and so much energy focusing on what they 
cannot control, they eventually become angry, frustrated and/or resigned 
to waiting and hoping for others to change.   Resilient individuals are active 
rather than passive, using a problem-focused approach that enables them to 
reduce their sense of resignation, powerlessness, and hopelessness.  From 
this perspective, our capacity to be resilient and happy resides within us.  

Being more resilient may entail changing our own attitudes, perspectives, 
and possibly our approach to diffi cult tasks or challenges.  For example, if 
we are dealing with a very diffi cult person, rather than attempt to change 
this person, we need to explore our intense emotional reaction to that 
person.  One means of doing this may be through examination of the 
underlying factors related to our intense anger, fear, or intimidation.  We 
may also alter the manner in which we deal with him or her.  Rather than 
continuing to attempt to change the person or their behavior, we may 
want to shift from focusing only on the negative aspect of their personality 
to include a focus on their gifts, accomplishments, and qualities.  

Control. Too often, persons who lack resilience have an exaggerated 
sense of what they can or should be able to control.  They may have 
unrealistic expectations regarding their ability to change another person 
or situation.  Persons who manifest resilience have typically come to a 
recognition of their own and others’ limitations. 

Distorted Scripts. Quite often, we bring distorted “scripts” into our 
relationships and ministerial work that deplete our ability to be resilient. 

These distorted scripts tend to involve all-
or-none thinking, a tendency to magnify or 
catastrophize things that did not go well, 
the strong desire to be perfect, or the need 
to please everyone.  In essence, when we 
are governed by these scripts, we tend to 
become rigid, infl exible, highly anxious, 
and perfectionistic. We tend to demand 
that things go a certain way for us, and 
this typically involves the words “should”, 
“must”, “never”, and “always”. 

Examples of all-or-none thinking include 
the tendency to view our work in terms of 
either success or failure or in the belief 
that we must never make mistakes.   Other 

debilitating scripts may include the strong tendency to be perfectionistic, 
setting ourselves up to become easily frustrated or angry with ourselves 
or others when things do not go as we had hoped.  Or, holding the 
expectation that everyone must like us makes us excessively sensitive to 
any form of criticism.   

We may also have the tendency to set up unrealistic expectations for 
ourselves that do not allow for mistakes, failures, and vulnerable emotions 
such as sadness and loss.  As a result, when in the vortex of such distorted 
scripts, we cannot be patient, fl exible, accepting, compassionate or 
understanding towards ourselves or towards others.   We will, most likely, 
tend to fi lter out all of our successes, accomplishments, and gifts and 
focus solely on our struggles and mistakes.  In this regard, we lose our 
sense of appreciation and gratitude for those in our lives who support and 
love us, as well as for our resources, our gifts, and our accomplishments.

You may have a drug problem.  Not that kind of drug problem, 

the other kind of drug problem - lack of medication adherence.  

It is estimated that 20% to 50% of patients who are prescribed 

medications do not adhere to their prescription medication.  

By adherence, we mean taking the drug(s) prescribed in the manner in 
which they have been prescribed.  Research shows that for every 100 
prescriptions written, more than one third are never fi lled, and, when 
fi lled, less than half are taken correctly.  Other forms of nonadherence 
include skipping doses, splitting pills, stopping medications early, 
taking medication at the wrong time, and ignoring precautions. This is a 
signifi cant concern for health professionals.

While health professionals once spoke of medication Compliance, they 
now prefer to use the term medication Adherence.  Failure to comply was 
often seen as resistance, and health professionals using this perspective 
tended to look for new ways to convince the patient to comply.  The 
“why” of noncompliance was often forgotten or overlooked, and 
understanding resistance is very important information for effective 
medication management.  

Adherence invites the exchange of information and an agreed on plan, 
with patient as partner. Non-adherence accounts for 30 to 50 % of 
treatment failures.  For example, we now know that interrupting treatment 
with antibiotics has led to new strains of resistant germs.  Stopping certain 
antidepressants abruptly can result in severe symptoms.  This is serious.

So why is taking medicines correctly so diffi cult?  It is complicated.  The 
affl uent and well educated skip their medications as well as persons living in 
poverty and, according to one study, 79 % of physicians are non-adherent.  
Some persons have diffi culty keeping up with multiple medications and 
complex dosing schedules.  Side effects, fear of side effects, lack of insight 
into illness, negative press, confusing information and non-symptomatic 
conditions account for other reasons.  And, when people feel well, they 
may not feel the need to take their medications.  

Additionally, reasons for nonadherence may be physical (e.g., diffi culty 
swallowing, visual disturbances, tremors, arthritis), psychological (e.g., 
denial of chronicity, depression, or anxiety) or cognitive (e.g., memory 
loss, dementia, and paranoia).

Economic reasons may result in cost related nonadherence.  And let’s not 
forget stigma!  We have all stood by and heard someone brag “I don’t 
have to take any medicine” – and we ourselves may have made that claim.  
But for those of us who need to take medication, it is crucial to do it 
correctly.

One of the most important responsibilities in our Nursing Department 
at Southdown is that of medication education and assessment. This 
begins with the Initial Intake done immediately on the patient’s arrival 

at Southdown.  We do what is called in nursing circles a “Brown Bag” 
assessment.  The patient is asked to bring in all medications: prescription, 
over the counter, supplements, etc.  Beyond listing the medications, other 
questions are incorporated into the interview to identify possible barriers 
to adherence.

1. How long have you been taking it?

2. Do you know what it is for?

3. Do you know the name and dose?

4. Do you know when you are to take it?

5. Have you read the precautions?

6. Do you manage your medication?  If not who assists?

7. Are you experiencing any side effects?

8. Do you know how and where to store it?

9. Do you ever skip a dose?

10. Do you understand the risk of nonadherence?

It is of the utmost importance to examine a patient’s beliefs and 
behaviours. Adherence requires a belief that there is a benefi t to the 
prescribed medicine and an agreement to follow instructions.

Two of the more common reasons for non-adherence that are often heard 
from our residents are:

1.  The doctor says my blood work is normal now so I decided to stop 
taking my medication. Here, the concept of the need to maintain a 
therapeutic level of the drug may not be understood.

2.   The medicine was making me feel worse.   The possibility of side effects, 
the need to determine an appropriate dosage of a given medication 
and consideration of possible drug interactions all point to the need for 
medication monitoring by the appropriate health professional.

Oftentimes, medication directions are unclear and confusing. For 
example, in a recent survey volunteers were asked to “Take two tablets, 
twice daily.”  Did that mean a total of two, or a total of four?  A third of the 
patients deemed literate were confused.  A more clear instruction would 
be: “Take two tablets in the morning, and two tablets at night.”

It is up to all health professionals to improve their interviewing skills 
and provide emotional support. Similarly, those assisting others need to 
recall that those receiving medications require clear, direct and thorough 
information plus adequate time and encouragement to ask questions.  
We must listen to what others tell us of their experience with various 
medications and provide relevant education to support self-management.  

We are fortunate in today’s world to have various tools to aid with 
adherence.  And we would all be wise to remember the age old adage:   
Anything worth doing is worth doing well.

Join us for the 10th Annual 
North American Leadership Conference!
Critical Personnel Issues Conference is designed 

specifi cally to provide leaders of dioceses and 

religious institutes with insights and practical 

strategies. Participants will learn from experts 

in spiritual and psychological health how to 

lead effectively through critical mental health, 

placement and personnel concerns.

Conference locations:

•    Toronto, On from March 9 - 11, 2014 
(registration is open at www.southdown.on.ca)

•  Washington, DC from April 6 - 8, 2014 
(registration is open at www.sliconnect.org)

For more information about the conference 
please visit our web site www.southdown.on.ca

              W W W. S O U T H D O W N . O N . C AC O V E N A N T  N E W S L E T T E R    |    V O L U M N E  2 7  

Resilient individuals 
are active rather 
than passive, using 
a problem-focused 
approach.



Resilience:  An Inside Job
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Medication Management 
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Social Support. Because social support is strongly related to high levels 
of reported joy, psychological well-being, life satisfaction, and happiness, 
it is no surprise that research has shown that social support is absolutely 
critical in our attempts to be more resilient.  Social support is also strongly 
related to lower levels of anxiety and depression, lower levels of stress, 
and lower rates of suicide.  When we share our struggles with others, we 
receive support and encouragement which reduces our sense of isolation, 
the sense that we are dealing with an issue on our own.  Discussing our 
struggles with others also provides an opportunity to process our thoughts 
and feelings, to challenge distorted scripts, to gain a new understandings 
or perspectives on the situation, and to take a different course of action 
in order to deal more effectively with it.   Twelve Step programs, such as 
Alcoholics Anonymous, are a familiar example of this type of social support.   

Change. Our view of change, and approach to that reality, is another 
factor in that it can enhance resilience.   For many of us, change is diffi cult 
because, humanly speaking, we need a degree of safety, familiarity, and 
predictability in our lives.  It has been noted that the only person who likes 
change is a wet baby.   

Rather than viewing ourselves as “having to adapt” to change, it may 
assist us to be more resilient if we view life as change.   From this 
perspective, change is a constant and crucial element in life.   Our bodies 
are continually changing, our work keeps changing, and people enter and 
exit our lives all the time.  In order for us to be more resilient, it would be 
helpful to anticipate and accept these constant changes in our life.  At 
the same time, it is critical to recognize and accept the emotions such 
as anxiety, sadness, anger and loss that accompany change. Allowing, 
accepting and effectively handling the emotions related to change is part 
of being resilient.

Humility and Self-Care. In order to be more resilient, it may seem ironic 
that we need to be more humble in recognizing our limitations and the 
limitations of others.  Resilient persons can recognize and accept that 
they cannot do everything, and that they will not be able to infl uence, 

change, or help everyone.  Developing a realistic appraisal of our goals 
and expectations will enable us to be more resilient.  This will also allow 
us to spend more time on other aspects of our life, such as our health, 
spiritual life, family and friends, and other interests.   In short, we will be 
able to appropriately attend to self-care. 

Self-care is directly related to being resilient. When we neglect self-care, 
we are at risk of becoming frustrated and depleted and without the 
necessary creativity and fl exibility required to deal with diffi cult situations.  
So, why do we seem to struggle with our own self-care?  One possible 
explanation is the tendency to hold a distorted view of self-sacrifi ce as 
noble that is rooted in family upbringing, religious formation, spirituality, 
and/or what we have perceived as expected of us.  A distorted view of 
self-sacrifi ce as noble makes it diffi cult to accept the fact that we have 
needs and must take the time to attend to those needs.   Taking time 
to appropriately attend to our needs can lead to feelings of guilt or a 
tendency to perceive ourselves as “selfi sh”.  As a result, viewing self-
sacrifi ce as noble can put us at risk for burnout. 

Be sure that there are times when self-sacrifi ce is most appropriate.  
This would take the form of healthy self-sacrifi ce as distinguished from 
unhealthy self-sacrifi ce.  Unhealthy self-sacrifi ce is typically related to low 
self-esteem and the underlying perception that we are not good enough.  
This leads to working harder to please others or to prove to ourselves 
that we are good enough.  Healthy self-sacrifi ce, on the other hand, is 
time limited and involves setting limits and boundaries or parameters for 
putting forth extra energy or effort for a particular amount of time.  Healthy 
self-sacrifi ce includes setting aside time for ourselves to re-energize once 
our time parameter is complete.

In summary, being more resilient in the face of adversity requires us to look 
inward rather than outward and examine our perspective, our approach, 
our expectations, and our reactions to situations. By seeking social support, 
we have the opportunity to receive feedback and develop healthier coping 
strategies for dealing with challenging situations in our life. 

Resilience can be defi ned as our capacity to face, overcome, 

be strengthened by, and even transformed by experiences of 

adversity.  Our capacity to be resilient in any given situation 

depends on a combination of internal and situational factors, 

including our past experiences, personality styles, coping 

strategies, and the particular factors of a challenging situation. 

In light of those many variables, it is also true that, while a 

person may be resilient in one very challenging situation, he or 

she may become quickly overwhelmed and unable to function in 

another.  Thus, it is not accurate to assume that a psychologically 

healthy individual will be consistently resilient in all situations 

throughout his or her life.  Furthermore, resilience does not 

mean that one will not feel emotions.  Being resilient entails 

the ability to allow oneself to accept and experience emotions 

without being controlled or overtaken by them.

We know from research that there are 
several signifi cant factors associated 
with being resilient. Extraversion, 
optimism, and self-confi dence are 
strongly associated with being resilient.  
People who are extroverted tend to 
seek out social support which has been 
found to reduce the sense of isolation 
as well as assist us to explore possible 
solutions to problems.  People who are 
optimistic and self-confi dent in their 
abilities appear to persevere and be 
fl exible in their approach to problems.  
Persons with these qualities are less 
likely to perceive struggles, mistakes, 
or even failure as predominantly due to 
their failings as human beings.  The more optimistic and confi dent you are 
with respect to your abilities, the less likely you are to catastrophize when 
something goes wrong (e.g., “my life is ruined”) or to engage in black and 
white thinking (e.g., “I am a total failure”).

The “Inside Job.”  Research also tells us that persons are more likely to be 
resilient in a challenging situation when they are less focused on changing 
the external environment (e.g., peers, authority fi gures, bureaucracy, 
government) and more focused on their approach to the situation. When 
persons spend too much time and so much energy focusing on what they 
cannot control, they eventually become angry, frustrated and/or resigned 
to waiting and hoping for others to change.   Resilient individuals are active 
rather than passive, using a problem-focused approach that enables them to 
reduce their sense of resignation, powerlessness, and hopelessness.  From 
this perspective, our capacity to be resilient and happy resides within us.  

Being more resilient may entail changing our own attitudes, perspectives, 
and possibly our approach to diffi cult tasks or challenges.  For example, if 
we are dealing with a very diffi cult person, rather than attempt to change 
this person, we need to explore our intense emotional reaction to that 
person.  One means of doing this may be through examination of the 
underlying factors related to our intense anger, fear, or intimidation.  We 
may also alter the manner in which we deal with him or her.  Rather than 
continuing to attempt to change the person or their behavior, we may 
want to shift from focusing only on the negative aspect of their personality 
to include a focus on their gifts, accomplishments, and qualities.  

Control. Too often, persons who lack resilience have an exaggerated 
sense of what they can or should be able to control.  They may have 
unrealistic expectations regarding their ability to change another person 
or situation.  Persons who manifest resilience have typically come to a 
recognition of their own and others’ limitations. 

Distorted Scripts. Quite often, we bring distorted “scripts” into our 
relationships and ministerial work that deplete our ability to be resilient. 

These distorted scripts tend to involve all-
or-none thinking, a tendency to magnify or 
catastrophize things that did not go well, 
the strong desire to be perfect, or the need 
to please everyone.  In essence, when we 
are governed by these scripts, we tend to 
become rigid, infl exible, highly anxious, 
and perfectionistic. We tend to demand 
that things go a certain way for us, and 
this typically involves the words “should”, 
“must”, “never”, and “always”. 

Examples of all-or-none thinking include 
the tendency to view our work in terms of 
either success or failure or in the belief 
that we must never make mistakes.   Other 

debilitating scripts may include the strong tendency to be perfectionistic, 
setting ourselves up to become easily frustrated or angry with ourselves 
or others when things do not go as we had hoped.  Or, holding the 
expectation that everyone must like us makes us excessively sensitive to 
any form of criticism.   

We may also have the tendency to set up unrealistic expectations for 
ourselves that do not allow for mistakes, failures, and vulnerable emotions 
such as sadness and loss.  As a result, when in the vortex of such distorted 
scripts, we cannot be patient, fl exible, accepting, compassionate or 
understanding towards ourselves or towards others.   We will, most likely, 
tend to fi lter out all of our successes, accomplishments, and gifts and 
focus solely on our struggles and mistakes.  In this regard, we lose our 
sense of appreciation and gratitude for those in our lives who support and 
love us, as well as for our resources, our gifts, and our accomplishments.

You may have a drug problem.  Not that kind of drug problem, 

the other kind of drug problem - lack of medication adherence.  

It is estimated that 20% to 50% of patients who are prescribed 

medications do not adhere to their prescription medication.  

By adherence, we mean taking the drug(s) prescribed in the manner in 
which they have been prescribed.  Research shows that for every 100 
prescriptions written, more than one third are never fi lled, and, when 
fi lled, less than half are taken correctly.  Other forms of nonadherence 
include skipping doses, splitting pills, stopping medications early, 
taking medication at the wrong time, and ignoring precautions. This is a 
signifi cant concern for health professionals.

While health professionals once spoke of medication Compliance, they 
now prefer to use the term medication Adherence.  Failure to comply was 
often seen as resistance, and health professionals using this perspective 
tended to look for new ways to convince the patient to comply.  The 
“why” of noncompliance was often forgotten or overlooked, and 
understanding resistance is very important information for effective 
medication management.  

Adherence invites the exchange of information and an agreed on plan, 
with patient as partner. Non-adherence accounts for 30 to 50 % of 
treatment failures.  For example, we now know that interrupting treatment 
with antibiotics has led to new strains of resistant germs.  Stopping certain 
antidepressants abruptly can result in severe symptoms.  This is serious.

So why is taking medicines correctly so diffi cult?  It is complicated.  The 
affl uent and well educated skip their medications as well as persons living in 
poverty and, according to one study, 79 % of physicians are non-adherent.  
Some persons have diffi culty keeping up with multiple medications and 
complex dosing schedules.  Side effects, fear of side effects, lack of insight 
into illness, negative press, confusing information and non-symptomatic 
conditions account for other reasons.  And, when people feel well, they 
may not feel the need to take their medications.  

Additionally, reasons for nonadherence may be physical (e.g., diffi culty 
swallowing, visual disturbances, tremors, arthritis), psychological (e.g., 
denial of chronicity, depression, or anxiety) or cognitive (e.g., memory 
loss, dementia, and paranoia).

Economic reasons may result in cost related nonadherence.  And let’s not 
forget stigma!  We have all stood by and heard someone brag “I don’t 
have to take any medicine” – and we ourselves may have made that claim.  
But for those of us who need to take medication, it is crucial to do it 
correctly.

One of the most important responsibilities in our Nursing Department 
at Southdown is that of medication education and assessment. This 
begins with the Initial Intake done immediately on the patient’s arrival 

at Southdown.  We do what is called in nursing circles a “Brown Bag” 
assessment.  The patient is asked to bring in all medications: prescription, 
over the counter, supplements, etc.  Beyond listing the medications, other 
questions are incorporated into the interview to identify possible barriers 
to adherence.

1. How long have you been taking it?

2. Do you know what it is for?

3. Do you know the name and dose?

4. Do you know when you are to take it?

5. Have you read the precautions?

6. Do you manage your medication?  If not who assists?

7. Are you experiencing any side effects?

8. Do you know how and where to store it?

9. Do you ever skip a dose?

10. Do you understand the risk of nonadherence?

It is of the utmost importance to examine a patient’s beliefs and 
behaviours. Adherence requires a belief that there is a benefi t to the 
prescribed medicine and an agreement to follow instructions.

Two of the more common reasons for non-adherence that are often heard 
from our residents are:

1.  The doctor says my blood work is normal now so I decided to stop 
taking my medication. Here, the concept of the need to maintain a 
therapeutic level of the drug may not be understood.

2.   The medicine was making me feel worse.   The possibility of side effects, 
the need to determine an appropriate dosage of a given medication 
and consideration of possible drug interactions all point to the need for 
medication monitoring by the appropriate health professional.

Oftentimes, medication directions are unclear and confusing. For 
example, in a recent survey volunteers were asked to “Take two tablets, 
twice daily.”  Did that mean a total of two, or a total of four?  A third of the 
patients deemed literate were confused.  A more clear instruction would 
be: “Take two tablets in the morning, and two tablets at night.”

It is up to all health professionals to improve their interviewing skills 
and provide emotional support. Similarly, those assisting others need to 
recall that those receiving medications require clear, direct and thorough 
information plus adequate time and encouragement to ask questions.  
We must listen to what others tell us of their experience with various 
medications and provide relevant education to support self-management.  

We are fortunate in today’s world to have various tools to aid with 
adherence.  And we would all be wise to remember the age old adage:   
Anything worth doing is worth doing well.

Join us for the 10th Annual 
North American Leadership Conference!
Critical Personnel Issues Conference is designed 

specifi cally to provide leaders of dioceses and 

religious institutes with insights and practical 

strategies. Participants will learn from experts 

in spiritual and psychological health how to 

lead effectively through critical mental health, 

placement and personnel concerns.

Conference locations:

•    Toronto, On from March 9 - 11, 2014 
(registration is open at www.southdown.on.ca)

•  Washington, DC from April 6 - 8, 2014 
(registration is open at www.sliconnect.org)

For more information about the conference 
please visit our web site www.southdown.on.ca
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Resilient individuals 
are active rather 
than passive, using 
a problem-focused 
approach.



Resilience:  An Inside Job
Eran Talitman, PhD

Medication Management 
Is Complicated
Susan Roncadin, RN, CPMHN(C) 

Social Support. Because social support is strongly related to high levels 
of reported joy, psychological well-being, life satisfaction, and happiness, 
it is no surprise that research has shown that social support is absolutely 
critical in our attempts to be more resilient.  Social support is also strongly 
related to lower levels of anxiety and depression, lower levels of stress, 
and lower rates of suicide.  When we share our struggles with others, we 
receive support and encouragement which reduces our sense of isolation, 
the sense that we are dealing with an issue on our own.  Discussing our 
struggles with others also provides an opportunity to process our thoughts 
and feelings, to challenge distorted scripts, to gain a new understandings 
or perspectives on the situation, and to take a different course of action 
in order to deal more effectively with it.   Twelve Step programs, such as 
Alcoholics Anonymous, are a familiar example of this type of social support.   

Change. Our view of change, and approach to that reality, is another 
factor in that it can enhance resilience.   For many of us, change is diffi cult 
because, humanly speaking, we need a degree of safety, familiarity, and 
predictability in our lives.  It has been noted that the only person who likes 
change is a wet baby.   

Rather than viewing ourselves as “having to adapt” to change, it may 
assist us to be more resilient if we view life as change.   From this 
perspective, change is a constant and crucial element in life.   Our bodies 
are continually changing, our work keeps changing, and people enter and 
exit our lives all the time.  In order for us to be more resilient, it would be 
helpful to anticipate and accept these constant changes in our life.  At 
the same time, it is critical to recognize and accept the emotions such 
as anxiety, sadness, anger and loss that accompany change. Allowing, 
accepting and effectively handling the emotions related to change is part 
of being resilient.

Humility and Self-Care. In order to be more resilient, it may seem ironic 
that we need to be more humble in recognizing our limitations and the 
limitations of others.  Resilient persons can recognize and accept that 
they cannot do everything, and that they will not be able to infl uence, 

change, or help everyone.  Developing a realistic appraisal of our goals 
and expectations will enable us to be more resilient.  This will also allow 
us to spend more time on other aspects of our life, such as our health, 
spiritual life, family and friends, and other interests.   In short, we will be 
able to appropriately attend to self-care. 

Self-care is directly related to being resilient. When we neglect self-care, 
we are at risk of becoming frustrated and depleted and without the 
necessary creativity and fl exibility required to deal with diffi cult situations.  
So, why do we seem to struggle with our own self-care?  One possible 
explanation is the tendency to hold a distorted view of self-sacrifi ce as 
noble that is rooted in family upbringing, religious formation, spirituality, 
and/or what we have perceived as expected of us.  A distorted view of 
self-sacrifi ce as noble makes it diffi cult to accept the fact that we have 
needs and must take the time to attend to those needs.   Taking time 
to appropriately attend to our needs can lead to feelings of guilt or a 
tendency to perceive ourselves as “selfi sh”.  As a result, viewing self-
sacrifi ce as noble can put us at risk for burnout. 

Be sure that there are times when self-sacrifi ce is most appropriate.  
This would take the form of healthy self-sacrifi ce as distinguished from 
unhealthy self-sacrifi ce.  Unhealthy self-sacrifi ce is typically related to low 
self-esteem and the underlying perception that we are not good enough.  
This leads to working harder to please others or to prove to ourselves 
that we are good enough.  Healthy self-sacrifi ce, on the other hand, is 
time limited and involves setting limits and boundaries or parameters for 
putting forth extra energy or effort for a particular amount of time.  Healthy 
self-sacrifi ce includes setting aside time for ourselves to re-energize once 
our time parameter is complete.

In summary, being more resilient in the face of adversity requires us to look 
inward rather than outward and examine our perspective, our approach, 
our expectations, and our reactions to situations. By seeking social support, 
we have the opportunity to receive feedback and develop healthier coping 
strategies for dealing with challenging situations in our life. 

Resilience can be defi ned as our capacity to face, overcome, 

be strengthened by, and even transformed by experiences of 

adversity.  Our capacity to be resilient in any given situation 

depends on a combination of internal and situational factors, 

including our past experiences, personality styles, coping 

strategies, and the particular factors of a challenging situation. 

In light of those many variables, it is also true that, while a 

person may be resilient in one very challenging situation, he or 

she may become quickly overwhelmed and unable to function in 

another.  Thus, it is not accurate to assume that a psychologically 

healthy individual will be consistently resilient in all situations 

throughout his or her life.  Furthermore, resilience does not 

mean that one will not feel emotions.  Being resilient entails 

the ability to allow oneself to accept and experience emotions 

without being controlled or overtaken by them.

We know from research that there are 
several signifi cant factors associated 
with being resilient. Extraversion, 
optimism, and self-confi dence are 
strongly associated with being resilient.  
People who are extroverted tend to 
seek out social support which has been 
found to reduce the sense of isolation 
as well as assist us to explore possible 
solutions to problems.  People who are 
optimistic and self-confi dent in their 
abilities appear to persevere and be 
fl exible in their approach to problems.  
Persons with these qualities are less 
likely to perceive struggles, mistakes, 
or even failure as predominantly due to 
their failings as human beings.  The more optimistic and confi dent you are 
with respect to your abilities, the less likely you are to catastrophize when 
something goes wrong (e.g., “my life is ruined”) or to engage in black and 
white thinking (e.g., “I am a total failure”).

The “Inside Job.”  Research also tells us that persons are more likely to be 
resilient in a challenging situation when they are less focused on changing 
the external environment (e.g., peers, authority fi gures, bureaucracy, 
government) and more focused on their approach to the situation. When 
persons spend too much time and so much energy focusing on what they 
cannot control, they eventually become angry, frustrated and/or resigned 
to waiting and hoping for others to change.   Resilient individuals are active 
rather than passive, using a problem-focused approach that enables them to 
reduce their sense of resignation, powerlessness, and hopelessness.  From 
this perspective, our capacity to be resilient and happy resides within us.  

Being more resilient may entail changing our own attitudes, perspectives, 
and possibly our approach to diffi cult tasks or challenges.  For example, if 
we are dealing with a very diffi cult person, rather than attempt to change 
this person, we need to explore our intense emotional reaction to that 
person.  One means of doing this may be through examination of the 
underlying factors related to our intense anger, fear, or intimidation.  We 
may also alter the manner in which we deal with him or her.  Rather than 
continuing to attempt to change the person or their behavior, we may 
want to shift from focusing only on the negative aspect of their personality 
to include a focus on their gifts, accomplishments, and qualities.  

Control. Too often, persons who lack resilience have an exaggerated 
sense of what they can or should be able to control.  They may have 
unrealistic expectations regarding their ability to change another person 
or situation.  Persons who manifest resilience have typically come to a 
recognition of their own and others’ limitations. 

Distorted Scripts. Quite often, we bring distorted “scripts” into our 
relationships and ministerial work that deplete our ability to be resilient. 

These distorted scripts tend to involve all-
or-none thinking, a tendency to magnify or 
catastrophize things that did not go well, 
the strong desire to be perfect, or the need 
to please everyone.  In essence, when we 
are governed by these scripts, we tend to 
become rigid, infl exible, highly anxious, 
and perfectionistic. We tend to demand 
that things go a certain way for us, and 
this typically involves the words “should”, 
“must”, “never”, and “always”. 

Examples of all-or-none thinking include 
the tendency to view our work in terms of 
either success or failure or in the belief 
that we must never make mistakes.   Other 

debilitating scripts may include the strong tendency to be perfectionistic, 
setting ourselves up to become easily frustrated or angry with ourselves 
or others when things do not go as we had hoped.  Or, holding the 
expectation that everyone must like us makes us excessively sensitive to 
any form of criticism.   

We may also have the tendency to set up unrealistic expectations for 
ourselves that do not allow for mistakes, failures, and vulnerable emotions 
such as sadness and loss.  As a result, when in the vortex of such distorted 
scripts, we cannot be patient, fl exible, accepting, compassionate or 
understanding towards ourselves or towards others.   We will, most likely, 
tend to fi lter out all of our successes, accomplishments, and gifts and 
focus solely on our struggles and mistakes.  In this regard, we lose our 
sense of appreciation and gratitude for those in our lives who support and 
love us, as well as for our resources, our gifts, and our accomplishments.

You may have a drug problem.  Not that kind of drug problem, 

the other kind of drug problem - lack of medication adherence.  

It is estimated that 20% to 50% of patients who are prescribed 

medications do not adhere to their prescription medication.  

By adherence, we mean taking the drug(s) prescribed in the manner in 
which they have been prescribed.  Research shows that for every 100 
prescriptions written, more than one third are never fi lled, and, when 
fi lled, less than half are taken correctly.  Other forms of nonadherence 
include skipping doses, splitting pills, stopping medications early, 
taking medication at the wrong time, and ignoring precautions. This is a 
signifi cant concern for health professionals.

While health professionals once spoke of medication Compliance, they 
now prefer to use the term medication Adherence.  Failure to comply was 
often seen as resistance, and health professionals using this perspective 
tended to look for new ways to convince the patient to comply.  The 
“why” of noncompliance was often forgotten or overlooked, and 
understanding resistance is very important information for effective 
medication management.  

Adherence invites the exchange of information and an agreed on plan, 
with patient as partner. Non-adherence accounts for 30 to 50 % of 
treatment failures.  For example, we now know that interrupting treatment 
with antibiotics has led to new strains of resistant germs.  Stopping certain 
antidepressants abruptly can result in severe symptoms.  This is serious.

So why is taking medicines correctly so diffi cult?  It is complicated.  The 
affl uent and well educated skip their medications as well as persons living in 
poverty and, according to one study, 79 % of physicians are non-adherent.  
Some persons have diffi culty keeping up with multiple medications and 
complex dosing schedules.  Side effects, fear of side effects, lack of insight 
into illness, negative press, confusing information and non-symptomatic 
conditions account for other reasons.  And, when people feel well, they 
may not feel the need to take their medications.  

Additionally, reasons for nonadherence may be physical (e.g., diffi culty 
swallowing, visual disturbances, tremors, arthritis), psychological (e.g., 
denial of chronicity, depression, or anxiety) or cognitive (e.g., memory 
loss, dementia, and paranoia).

Economic reasons may result in cost related nonadherence.  And let’s not 
forget stigma!  We have all stood by and heard someone brag “I don’t 
have to take any medicine” – and we ourselves may have made that claim.  
But for those of us who need to take medication, it is crucial to do it 
correctly.

One of the most important responsibilities in our Nursing Department 
at Southdown is that of medication education and assessment. This 
begins with the Initial Intake done immediately on the patient’s arrival 

at Southdown.  We do what is called in nursing circles a “Brown Bag” 
assessment.  The patient is asked to bring in all medications: prescription, 
over the counter, supplements, etc.  Beyond listing the medications, other 
questions are incorporated into the interview to identify possible barriers 
to adherence.

1. How long have you been taking it?

2. Do you know what it is for?

3. Do you know the name and dose?

4. Do you know when you are to take it?

5. Have you read the precautions?

6. Do you manage your medication?  If not who assists?

7. Are you experiencing any side effects?

8. Do you know how and where to store it?

9. Do you ever skip a dose?

10. Do you understand the risk of nonadherence?

It is of the utmost importance to examine a patient’s beliefs and 
behaviours. Adherence requires a belief that there is a benefi t to the 
prescribed medicine and an agreement to follow instructions.

Two of the more common reasons for non-adherence that are often heard 
from our residents are:

1.  The doctor says my blood work is normal now so I decided to stop 
taking my medication. Here, the concept of the need to maintain a 
therapeutic level of the drug may not be understood.

2.   The medicine was making me feel worse.   The possibility of side effects, 
the need to determine an appropriate dosage of a given medication 
and consideration of possible drug interactions all point to the need for 
medication monitoring by the appropriate health professional.

Oftentimes, medication directions are unclear and confusing. For 
example, in a recent survey volunteers were asked to “Take two tablets, 
twice daily.”  Did that mean a total of two, or a total of four?  A third of the 
patients deemed literate were confused.  A more clear instruction would 
be: “Take two tablets in the morning, and two tablets at night.”

It is up to all health professionals to improve their interviewing skills 
and provide emotional support. Similarly, those assisting others need to 
recall that those receiving medications require clear, direct and thorough 
information plus adequate time and encouragement to ask questions.  
We must listen to what others tell us of their experience with various 
medications and provide relevant education to support self-management.  

We are fortunate in today’s world to have various tools to aid with 
adherence.  And we would all be wise to remember the age old adage:   
Anything worth doing is worth doing well.

Join us for the 10th Annual 
North American Leadership Conference!
Critical Personnel Issues Conference is designed 

specifi cally to provide leaders of dioceses and 

religious institutes with insights and practical 

strategies. Participants will learn from experts 

in spiritual and psychological health how to 

lead effectively through critical mental health, 

placement and personnel concerns.

Conference locations:

•    Toronto, On from March 9 - 11, 2014 
(registration is open at www.southdown.on.ca)

•  Washington, DC from April 6 - 8, 2014 
(registration is open at www.sliconnect.org)

For more information about the conference 
please visit our web site www.southdown.on.ca
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Southdown Awarded 
Accreditation with 
Exemplary Status

In May, Southdown received Accreditation with 

Commendation for its commitment to providing safe and 

high quality health services.  After reviewing our updated 

submission in the fall, Accreditation Canada has awarded 

Southdown an Accreditation with Exemplary Status.

As part of the accreditation, Southdown has undergone a rigorous 
evaluation process.  Following a comprehensive self-assessment, 
external peer surveyors conducted an on-site review during 
which they assessed Southdown’s leadership, governance, clinical 
programs and services against Accreditation Canada requirements 
for quality and safety.  These requirements include national standards 
of excellence; required safety practices to reduce potential harm; 
and questionnaires to assess the work environment, patient safety 
culture, governance functioning and client experience.  In result, 
Southdown has surpassed the fundamental requirements of the 
Qmentum accreditation program.

The accreditation process has been very rewarding for Southdown’s 
team who learned about their strengths and opportunities for 
improvements.  The surveyors stated in their fi nal report:

There is a well-established and shared values base, inherent in all 
that Southdown espouses to be in terms of its mission and vision.  
Furthermore, those values are expressed and visible in day-to-day 
interactions between staff and residents, which is a testimony to the 
leadership of the organization and the staff they recruit and retain.

COVENANT
THE SOUTHDOWN INSTITUTE   |   VOLUME 27   |   NUMBER 3   |   DECEMBER 2013

Covenant is produced 

and published by The 

Southdown Institute.  

Its purpose is to 

inform and educate 

the readership 

about clinical issues 

that surface in our 

work and to invite 

integration of the 

emotional and 

spiritual aspects of 

our lives.

Southdown’s Board of Directors is 

pleased to announce the selection of 

Dorothy Heiderscheit, OSF for the role 

of the new CEO.  The Board Chair, Kevin 

Yousie expressed complete confi dence 

in Sr. Dorothy’s abilities and belief that 

under her leadership Southdown will 

continue to play an important role in 

serving the Church.  Sr. Dorothy’s term 

as CEO will begin on January 1st, 2014. 

Dorothy is a member of the Sisters of St. 
Francis of Dubuque, Iowa. She holds her 
Masters in Social Work from Tulane University, 
New Orleans, LA and a BSN from Marycrest 
College in Davenport, IA. Dorothy is a 
member of the Academy of Certifi ed Social 
Workers (ACSW) in the USA, licensed as an 
Independent Social Worker (LISW) in Iowa, 
and as a Registered Social Worker (RSW) in 
Ontario.  Her previous ministry experiences 

include the Offi ce of Family Ministry with 
Catholic Charities of Jackson, MS, Board 
membership and Chairperson for the State 
Board of Mental Health of Mississippi, Clinical 
Practice for Religious and Clergy in the Tri-
State area of Dubuque, IA, and eight years of 
Congregational leadership with the Dubuque 
Franciscans.  In her most recent position, 
Sr. Dorothy was the Continuing Care 
Coordinator for Southdown Institute.

The Board also thanked Miriam Ukeritis, 
CSJ for her outstanding leadership.  Her 
strength and skill as a leader has put the 
organization in a much stronger position for 
the future.  Sr. Miriam will join four other 
members of her congregation as they take 
up their responsibilities on the newly elected 
Congregational Leadership Team of the Sisters 
of St. Joseph of Carondelet.

We look forward to welcoming Dorothy as 
Southdown`s Chief Executive Offi cer!
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A Time For Birthing
And Midwives
Miriam D. Ukeritis, CSJ, PhD, Chief Executive Offi cer

For many years, my Advent musings have centered on questions 

such as “What is being born in my life?”   “Where do I/we need 

new life?”    Those queries are particularly apt as I o� er my last 

refl ection for Southdown’s Covenant.  

As we begin this year’s Advent season, the “new” presents itself in the 
completion of our move to a new home and preparations to welcome a 
new CEO.    I will pass on the responsibility for leadership at Southdown to 
Sister Dorothy Heiderscheit with great confi dence in all that she will bring 
to this position.  

It seems that each of these birthings, 
each of these new beginnings, has 
been long in coming.   During his 
tenure as CEO, Fr. Ray Dlugos, OSA, 
fi rst invited us to consider our current 
reality of urban development and 
to dream of a new location.   He 
concluded the search for a new site 
before his congregation called him to 
ministry at Merrimack College, one of 
their sponsored institutions located in 
Andover, MA.   Southdown’s search for 
a new CEO began months ago, as it 
became increasingly clear to me that 
I was being summoned to a ministry 
whose shape was but emerging.

Scriptural images of birthing and new 
life abound, from the fi rst lines of 
Genesis where the creation emerges 
from chaos to the Book of Revelation 
that speaks of a new heaven and a 
new earth.   In recent years, Isaiah’s 
words, “Behold, I am doing something 
new,”  (Isaiah 43:19) have served as 
the chapter theme for many congregations (including my own) and have 
permeated the text of religious writings (including the December 2011 
Covenant).

While many of us may claim to not have the creativity to generate new 
ideas and plans, each of us is called to accompany the birthing that 
surrounds us.   How do we respond to this sacred movement?   The image 
of midwife offers some answers -- and, for our male readers, be assured it 
is not gender bound!   The midwife is one who is attentive to the birthing 

process and who wisely and carefully assists.   The midwife is one who 
knows when to encourage pushing, and when too much of an effort can 
be fatal.   The midwife is around to celebrate the emergence of new life 
and to attend to the cleanup of the mess that often accompanies the birth 
process.

My years at Southdown have offered me the opportunity to witness and to 
assist as many births.  Needless to say, several have been in the lives of our 
residents as they came to new awarenesses and responded to the graces 
offered in face of their struggles. Others, have come in the opportunities 
offered me as leader to infl uence plans and policy and to dare to implement 

change.  Our 14-week clinical program 
(no longer “new” as it begins its third 
year of implementation) and our new 
facility in Holland Landing provided 
many opportunities to learn about the 
process of giving birth to new ideas 
and structures, to seek advice from 
those around me, and to trust the 
emerging wisdom of the “body” that 
makes up the Southdown community.

Along with four other members of 
my congregation, I will begin my 
new ministry as a member of our 
congregational leadership team on 
January 11, 2014.   (It looks like the 
call to be midwife will continue!)  At 
this time, I leave with gratitude for 
the graces of these years and for the 
support and affi rmation that our staff, 
our Boards and you who have sought 
our assistance have so generously 
offered. I leave to Dorothy and to the 
Southdown community the birthing of 
new ideas, renewed vision and new 
ways to respond to Jesus’ dream that 

all “may have life and have it to the full”  (John 10:10).  I also leave to each 
of you the invitation to attend to what is being born in you and the new 
life around you.  

In the words of Miriam Therese Winter, MMS, from “A Psalm for Midwives,”
may we all know “How good it is to bring to birth, or to help another 
bring to birth. How good it is to deliver the dream. Let us nurture it to 
fulfi llment.”

Advent Blessings! 
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“How good it is 
to bring to birth, 
or to help another 
bring to birth. 
How good it is to 
deliver the dream. 
Let us nurture it to 
fulfi llment.” 

Miriam Therese Winter, MMS



Southdown Awarded 
Accreditation with 
Exemplary Status

In May, Southdown received Accreditation with 

Commendation for its commitment to providing safe and 

high quality health services.  After reviewing our updated 

submission in the fall, Accreditation Canada has awarded 

Southdown an Accreditation with Exemplary Status.

As part of the accreditation, Southdown has undergone a rigorous 
evaluation process.  Following a comprehensive self-assessment, 
external peer surveyors conducted an on-site review during 
which they assessed Southdown’s leadership, governance, clinical 
programs and services against Accreditation Canada requirements 
for quality and safety.  These requirements include national standards 
of excellence; required safety practices to reduce potential harm; 
and questionnaires to assess the work environment, patient safety 
culture, governance functioning and client experience.  In result, 
Southdown has surpassed the fundamental requirements of the 
Qmentum accreditation program.

The accreditation process has been very rewarding for Southdown’s 
team who learned about their strengths and opportunities for 
improvements.  The surveyors stated in their fi nal report:

There is a well-established and shared values base, inherent in all 
that Southdown espouses to be in terms of its mission and vision.  
Furthermore, those values are expressed and visible in day-to-day 
interactions between staff and residents, which is a testimony to the 
leadership of the organization and the staff they recruit and retain.
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that surface in our 

work and to invite 

integration of the 

emotional and 

spiritual aspects of 

our lives.

Southdown’s Board of Directors is 

pleased to announce the selection of 

Dorothy Heiderscheit, OSF for the role 

of the new CEO.  The Board Chair, Kevin 

Yousie expressed complete confi dence 

in Sr. Dorothy’s abilities and belief that 

under her leadership Southdown will 

continue to play an important role in 

serving the Church.  Sr. Dorothy’s term 

as CEO will begin on January 1st, 2014. 

Dorothy is a member of the Sisters of St. 
Francis of Dubuque, Iowa. She holds her 
Masters in Social Work from Tulane University, 
New Orleans, LA and a BSN from Marycrest 
College in Davenport, IA. Dorothy is a 
member of the Academy of Certifi ed Social 
Workers (ACSW) in the USA, licensed as an 
Independent Social Worker (LISW) in Iowa, 
and as a Registered Social Worker (RSW) in 
Ontario.  Her previous ministry experiences 

include the Offi ce of Family Ministry with 
Catholic Charities of Jackson, MS, Board 
membership and Chairperson for the State 
Board of Mental Health of Mississippi, Clinical 
Practice for Religious and Clergy in the Tri-
State area of Dubuque, IA, and eight years of 
Congregational leadership with the Dubuque 
Franciscans.  In her most recent position, 
Sr. Dorothy was the Continuing Care 
Coordinator for Southdown Institute.

The Board also thanked Miriam Ukeritis, 
CSJ for her outstanding leadership.  Her 
strength and skill as a leader has put the 
organization in a much stronger position for 
the future.  Sr. Miriam will join four other 
members of her congregation as they take 
up their responsibilities on the newly elected 
Congregational Leadership Team of the Sisters 
of St. Joseph of Carondelet.

We look forward to welcoming Dorothy as 
Southdown`s Chief Executive Offi cer!
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A Time For Birthing
And Midwives
Miriam D. Ukeritis, CSJ, PhD, Chief Executive Offi cer

For many years, my Advent musings have centered on questions 

such as “What is being born in my life?”   “Where do I/we need 

new life?”    Those queries are particularly apt as I o� er my last 

refl ection for Southdown’s Covenant.  

As we begin this year’s Advent season, the “new” presents itself in the 
completion of our move to a new home and preparations to welcome a 
new CEO.    I will pass on the responsibility for leadership at Southdown to 
Sister Dorothy Heiderscheit with great confi dence in all that she will bring 
to this position.  

It seems that each of these birthings, 
each of these new beginnings, has 
been long in coming.   During his 
tenure as CEO, Fr. Ray Dlugos, OSA, 
fi rst invited us to consider our current 
reality of urban development and 
to dream of a new location.   He 
concluded the search for a new site 
before his congregation called him to 
ministry at Merrimack College, one of 
their sponsored institutions located in 
Andover, MA.   Southdown’s search for 
a new CEO began months ago, as it 
became increasingly clear to me that 
I was being summoned to a ministry 
whose shape was but emerging.

Scriptural images of birthing and new 
life abound, from the fi rst lines of 
Genesis where the creation emerges 
from chaos to the Book of Revelation 
that speaks of a new heaven and a 
new earth.   In recent years, Isaiah’s 
words, “Behold, I am doing something 
new,”  (Isaiah 43:19) have served as 
the chapter theme for many congregations (including my own) and have 
permeated the text of religious writings (including the December 2011 
Covenant).

While many of us may claim to not have the creativity to generate new 
ideas and plans, each of us is called to accompany the birthing that 
surrounds us.   How do we respond to this sacred movement?   The image 
of midwife offers some answers -- and, for our male readers, be assured it 
is not gender bound!   The midwife is one who is attentive to the birthing 

process and who wisely and carefully assists.   The midwife is one who 
knows when to encourage pushing, and when too much of an effort can 
be fatal.   The midwife is around to celebrate the emergence of new life 
and to attend to the cleanup of the mess that often accompanies the birth 
process.

My years at Southdown have offered me the opportunity to witness and to 
assist as many births.  Needless to say, several have been in the lives of our 
residents as they came to new awarenesses and responded to the graces 
offered in face of their struggles. Others, have come in the opportunities 
offered me as leader to infl uence plans and policy and to dare to implement 

change.  Our 14-week clinical program 
(no longer “new” as it begins its third 
year of implementation) and our new 
facility in Holland Landing provided 
many opportunities to learn about the 
process of giving birth to new ideas 
and structures, to seek advice from 
those around me, and to trust the 
emerging wisdom of the “body” that 
makes up the Southdown community.

Along with four other members of 
my congregation, I will begin my 
new ministry as a member of our 
congregational leadership team on 
January 11, 2014.   (It looks like the 
call to be midwife will continue!)  At 
this time, I leave with gratitude for 
the graces of these years and for the 
support and affi rmation that our staff, 
our Boards and you who have sought 
our assistance have so generously 
offered. I leave to Dorothy and to the 
Southdown community the birthing of 
new ideas, renewed vision and new 
ways to respond to Jesus’ dream that 

all “may have life and have it to the full”  (John 10:10).  I also leave to each 
of you the invitation to attend to what is being born in you and the new 
life around you.  

In the words of Miriam Therese Winter, MMS, from “A Psalm for Midwives,”
may we all know “How good it is to bring to birth, or to help another 
bring to birth. How good it is to deliver the dream. Let us nurture it to 
fulfi llment.”

Advent Blessings! 
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“How good it is 
to bring to birth, 
or to help another 
bring to birth. 
How good it is to 
deliver the dream. 
Let us nurture it to 
fulfi llment.” 

Miriam Therese Winter, MMS


