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Hi,	from	ANA\California:
I	 hope	 everyone	 has	 had	 a	

good	 summer.	 A	 thought	 for	
the	 coming	 months:	 instead	 of	
waiting	until	New	Year’s	to	make	
the	traditional	resolutions,	nurses	
can	be	thinking	now,	about	what	
to	do	 to	change	and	 improve.	 In	
addition	to	personal	life	changes,	
it’s	 a	 good	 time	 to	 think	 about	
the	nursing	profession	 and	one’s	
career	and	educational	goals.

There	 may	 be	 no	 better	 time	
to	 consider	 going	 back	 to	 school.	 In	 the	 2011	 Institute	 of	
Medicine	Future	of	Nursing	report,	the	four	key	messages	are:

•	 Nurses	 should	 practice	 to	 the	 full	 extent	 of	 their	
education	and	training.

•	 Nurses should achieve higher levels of education 
and training through an improved education 
system that promotes seamless academic 
progression.

•	 Nurses	 should	 be	 full	 partners,	 with	 physicians	
and	 other	 health	 care	 professionals,	 in	 redesigning	
health	care	in	the	United	States.

•	 Effective	 workforce	 planning	 and	 policy	 making	
require	 better	 data	 collection	 and	 information	
infrastructure.

The	 second	 of	 the	 key	 messages	 includes	 the	 goal	 to	
promote	 additional	 education	 and	 increase	 the	number	of	
BSN	graduates	 as	well	 as	 those	graduating	with	masters’	
degrees	 and	 higher.	 Ongoing	 learning	 is	 critical.	 Nurses	
must	 be	 prepared	 to	 keep	 up	 with	 new	 technology,	
changes	 in	 health	 care,	 and	 with	 the	 resulting	 increased	
challenges	in	the	workplace.	In	the	document:	The Future 
of Nursing: Leading Change, Advancing Health,	 by	
the	Committee	 on	 the	Robert	Wood	 Johnson	 Foundation	
Initiative	 on	 the	 Future	 of	 Nursing,	 at	 the	 Institute	 of	
Medicine;	(2011),	it	states:

“Major	changes	in	the	U.S.	health	care	system	and	practice	
environments	 will	 require	 equally	 profound	 changes	 in	
the	education	of	nurses	both	before	and	after	they	receive	
their	 licenses.	 Nursing	 education	 at	 all	 levels	 needs	 to	
provide	a	better	understanding	of	and	experience	 in	care	
management,	 quality	 improvement	 methods,	 systems-

level	 change	 management,	 and	 the	 reconceptualized	
roles	 of	 nurses	 in	 a	 reformed	 health	 care	 system.	
Nursing	 education	 should	 serve	 as	 a	 platform	 for	
continued	 lifelong	 learning	 and	 include	opportunities	
for	 seamless	 transition	 to	 higher	 degree	 programs.	
Accrediting,	 licensing,	 and	 certifying	 organizations	
need	to	mandate	demonstrated	mastery	of	core	skills	
and	 competencies	 to	 complement	 the	 completion	 of	
degree	programs	and	written	board	examinations.	To	
respond	to	the	underrepresentation	of	racial	and	ethnic	
minority	 groups	 and	 men	 in	 the	 nursing	 workforce,	
the	nursing	student	body	must	become	more	diverse.	
Finally,	nurses	should	be	educated	with	physicians	and	
other	health	professionals	 as	 students	and	 throughout	
their	careers.”

The	full	document	is	available.

Florence	Nightingale	said:	
“Nursing	is	a	progressive	art,	 in	which	to	stand	still	 is	
to	go	back.	A	woman	who	thinks	to	herself,	“Now	I	am	
a	 full	 nurse,	 a	 skilled	 nurse,	 I	 have	 learnt	 all	 there	 is	
to	be	learnt”—take	my	word	for	it,	she	does	not	know	
what	a	nurse	is,	and	never	will	know;	she	is	gone	back	
already.		Progress	can	never	end	but	with	a	nurse’s	life.”

Florence Nightingale (1859)

Nurses	need	to	become	and	stay	involved.	There	are	so	
many	 chances	 to	 do	 more	 in	 nursing,	 in	 the	 community	
and	 in	 life.	 Through	 belonging	 to	 your	 professional	
associations,	there	are	exciting	opportunities.	We	invite	you	
all	 to	join	and	keep	your	membership	in	ANA\California,	
as	 the	 professional	 nurses	 association	 in	 California	
to	 which	 all	 nurses	 can	 belong.	 The	 ANA\California	
structure	 is	 such	 that	 each	 of	 four	Board	Directors	 has	 a	
specific	 focus,	 i.e.,	 either	Practice,	Education,	Legislation	
or	 Membership;	 and	 each	 officer	 has	 designated	
responsibilities.	Working	together,	the	Board	members	help	
one	 another	bring	 strength	 to	 the	organization	 and	 to	 the	
profession	of	nursing.	Nurses	can	ask	to	be	involved	either	
on	a	committee	or	at	least	to	be	on	the	mail	group	for	each	
of	 the	 4	 areas.	 Some	 of	 these	 groups	 have	 only	 ANA\C	
members,	 others	 include	 nonmember	 nurses;	 however	
those	 who	 vote	 must	 be	 ANA\C	 members.	 Please	 let	 us	
know	if	you	would	like	to	be	more	involved	in	any	of	these	
areas.	 In	 addition,	many	 nurses	 belong	 to	 their	 specialty	
organization(s)	and	often	serve	as	liaisons	between	ANA\C	
and	their	specialty	nursing	group.

A	most	 important	 and	 exciting	 opportunity	 is	 coming	
up	soon.	This	is	where	nurses	can	have	their	voices	heard,	
plus	a	wonderful	occasion	to	network.

Please	join	us	at	the:
ANA\CALiForNiA GeNerAL AssembLy, 
oCTober 29TH, 2011 AT WesT CoAsT 
UNiversiTy iN oNTArio, CALiForNiA. We	
are	 most	 honored	 to	 have	 the	 ANA PresideNT, 
KAreN dALey,	 presenting	 at	 this	 event!	 Please	
come	 and	meet	 President	 Daley.	 There	 will	 also	 be	 a	
continuing	 education	 program	on	Simulated	Learning,	
and	a	tour	of	the	incredible	state	of	the	art	West	Coast	
U.	 campus.	 Enjoy	 the	 program,	 the	 networking,	 the	
food,	and	the	silent	auction.	Please	see	the	flyer	in	this	
issue	of	the	Nursing Voice	to	register.

A	 Future	 of	 Nursing	 Update:	 California	 is	 one	 of	
the	 first	 5	 states	 selected	 by	 Robert	 Woods	 Johnson	 to	
establish	 a	 Regional	 Action	 Coalition,	 now	 called	 the	
California	Action	Coalition.	The	Statewide	CAC	and	local	
groups,	 continue	 working	 together	 to	 address	 nursing’s	
future	 in	 California.	 California’s	 nursing	 leaders	 already	
had	some	structures	in	place	that	have	fit	in	nicely	with	a	
state	plan.	ANA\California	is	involved	at	various	points,	on	
committees	 and	 coalitions,	 and	 has	 strong	 representative	
leadership	 in	 the	 CACs,	 regionally	 and	 statewide.	 Please	
be	 looking	 on	 our	website	 for	 additional	 opportunities	 to	
become	active	participants.

Other	issues:	ongoing	issues	continue	with	Health	Care	
Reform;	with	 bills	 related	 to	 nursing	 practice,	 and	more.	

Elissa Brown

President’s Perspective continued on page 3
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ANA\C Wants To See You….
IN THE NEWS

Have	 you	 or	 one	 of	 your	 colleagues	 been	 recognized	
for	 an	 accomplishment,	 elected	 to	 office,	 won	 an	 award,	
received	 a	 grant	 or	 scholarship,	 launched	 a	 new	 venture?	
Tell	 us	 about	 it!	Send	name,	 address,	 phone	number,	 and	
accomplishment—

E-mail	to:		 TheNursingVoice@yahoo.com
Mail	to:		 ANA\California	IN	THE	NEWS
	 	 1121	L	Street,	Suite	409
	 	 Sacramento,	CA	95814

Article Submittal to 
‘The Nursing Voice’

ANA\California	 accepts	 and	 encourages	 manuscripts	
and	 editorials	 be	 submitted	 for	 publication	 in	 the	
association’s	quarterly	newsletter,	The	Nursing Voice.	We	
will	 determine	 which	 letters	 and	 articles	 are	 printed	 by	
the	 availability	 of	 publication	 space	 and	 appropriateness	
of	 the	 material.	 When	 there	 is	 space	 available,	 ANA\C	
members	will	be	given	first	consideration	for	publication.	
We	welcome	signed	letters	of	300	words	or	less,	typed	and	
double	spaced	and	articles	of	1,500	words	or	less.	Articles	
printed	in	The	Nursing Voice	do	not	necessarily	reflect	the	
views	of	ANA\C,	its	membership,	the	board	of	directors	or	
its	staff.	

ANA\California’s	official	publication,	‘The	Nursing 
Voice’	 editorial	 guidelines	 and	 due	 dates	 for	 article	
submittal	is	as	follows.

1.	 Manuscripts	 should	 be	 word	 processed	 and	
double-spaced	on	one	 side	of	8	½	x	11	 inch	white	
paper.	Manuscripts	 should	 be	 emailed	 to	Editor	 at	
TheNursingVoice@yahoo.com	

a.	 Manuscripts	 should	 include	 a	 cover	 page	 with	
the	author’s	name,	credentials,	present	position,	
address	 and	 telephone	 number.	 In	 case	 of	
multiple	 authors,	 list	 the	 names	 in	 order	 in	
which	they	should	appear.

b.	 The	Nursing Voice	reserves	one-time	publication	
rights.	 Articles	 for	 reprint	 will	 be	 accepted	 if	
accompanied	with	written	permission.	

c.	 The	 Nursing Voice	 reserves	 the	 right	 to	 edit	
manuscripts	to	meet	style	and	space	limitations.	

d.	 Manuscripts	may	 be	 reviewed	 by	 the	 Editorial	
Staff.

e.	 Articles	submitted	by	members’	of	ANA\C	will	
be	 given	 first	 consideration	 when	 there	 is	 an	
availability	of	space	in	the	newsletter.

2.	 Photographs	 should	 be	 of	 clear	 quality.	 Write	
the	 correct	 name(s)	 on	 the	 back	 of	 each	 photo.	
Photographs	will	be	 returned	 if	accompanied	by	a	
self-addressed,	stamped	envelope.	Mail	photographs	
to:	 Samantha	 Hunter,	 Editor,	 The	 Nursing	 Voice	
c/o	 ANA\California,	 1121	 L	 Street	 Suite	 409,	
Sacramento	 CA	 95814.	 Or	 email	 photographs	 in	
jpeg	format	to	thenursingvoice@yahoo.com

3.	 E-mail	all	narrative	to	TheNursingVoice@yahoo.com

Mercy Medical Center has been building a rich history 
of care in our community for more than 100 years. We 
have grown from a small one-story wooden structure into 
a major healthcare provider with a brand new 186-bed 
main campus, offering the latest in facility design and 
technology. Wherever you work throughout our system, 
you will find faces of experience with dedication to high 
quality, and personalized care.

Your new career is waiting for you at
Mercy Medical Center, apply today at 

mercymercedcares.org

Concorde Career College is a nationally recognized and 
accredited, for-profit education company that prepares committed 
students for successful employment in a rewarding healthcare 
profession through high caliber training, real world experience 
and student centered support. We’re looking for people who 
want to make an impact at one of the best post-secondary career 
training institutions in the country. Experience the fulfillment of 
contributing to a nursing program that provides quality education 
and training to future generations of healthcare professionals.

Nursing instructors needed for the following locations:
•	Garden Grove	 •	North Hollywood
•	San Diego	 •	San Bernardino

Contact: Recruitment Department
Phone: 877-866-2340 • Fax: 877-866-2344

Apply online at http://jobs.concorde.edu or
send resume to jobs@concorde.edu

The year is 1950.
Nurses Judith and Jean frantically try to solve the 
mystery of the ‘black eyes’ and the death of a 12 
year-old girl in an iron cage before it is too late for 
their patient Ella who has been transferred to the 
back ward. Available at Amazon and Ladybug Press; 
you can also view the trailer on YouTube!

A NOVEL BY ANN SUTHERLAND
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Please	 see	 our	 website	 for	 more	 information.	 ANA\C	
will	 keep	 you	 updated.	 And,	 please	 visit	 the	 American	
Nurses	 Association	 website:	 www.nursingworld.org	 for	
the	 latest	 information	about	health	care	 issues,	healthcare	
reform	 and	 professional	 nursing	 issues	 on	 a	 national	
level.	 Registered	 Nurses	 are	 a	 significant	 “caring”	 force	
in	 healthcare.	 Again,	 please	 take	 those	 opportunities	
to	 get	 involved	 through	 work,	 professional	 associations	
and	 the	 community—at	 local,	 state,	 national-and	 even-	
international	levels.

Ongoing	 national:	 there	 are	 many	 issues	 being	
discussed;	 healthcare	 reform	 and	 the	 future	 of	 nursing	
initiatives	 among	 them.	 The	 ANA	Constituent	 Assembly	
will	 be	 meeting	 in	 November.	 I	 continue	 as	 Vice-Chair	
of	 the	 Executive	 Committee	 of	 the	 ANA	 Constituent	
Assembly	 (CA:	 is	 the	 group	 of	 the	 Presidents	 and	
Executive	Directors	 of	 all	 of	 the	 states	 plus	 a	 number	 of	
other	constituents).	This	group	meets	at	least	twice	a	year,	
sometimes	 “virtually”	 (via	 web	 technology).	 The	 SNA	
(state	 nurses	 association)	 and	 other	 constituents,	 continue	
to	meet	regularly	on	calls	with	the	ANA	President.	I	shall	
update	you	about	 the	 issues	 that	we	address	on	behalf	 of	
ANA\California,	other	states	and	ANA.

My	 utmost	 thanks	 to	 all	 of	 our	 current	 and	 future	
members,	 to	 our	 reliable,	 hard	 working	 ANA\California	
Board	members	and	staff	who	promote	quality	healthcare	
for	 the	 public,	 participate	 in	 future	 of	 nursing	 programs,	
who	 support	 the	Nursing	profession,	ANA\California	 and	
ANA,	and	to	all	Nurses.

Again:	 Please	 join	 us	 for	 the:	 ANA\C	 GENERAL	
ASSEMBLY,	Saturday,	October	29th,	2011,	at	West	Coast	
University,	Ontario,	CA.

Comments,	questions	and	suggestions	are	welcome.

Peace.	It	does	not	mean	to	be	in	a	place	where	there	is	
no	noise,	trouble	or	hard	work.	It	means	to	be	in	the	midst	
of	those	things	and	still	be	calm	in	your	heart.—unknown

President’s Perspective continued from page 1 ANA/C Ballot Committee 
Prepares for the Future

Bonnie Faherty, Chair
ANA/C Ballot Committee

Members	of	the	ballot	committee	and	other	experts	met	
at	the	ANA/C	office	to	review	and	revise	the	policies	and	
procedures	 of	 our	 elections	 process.	 Members	 sought	 to	
reflect	contemporary	demands	and	to	 lay	the	groundwork	
for	 the	 use	 of	 emerging	 technologies.	 The	 goal	 is	 to	
simplify	the	process	and	save	dues	money.	Louise	Timmer,	
Marilyn	 Shirk,	 and	 Bonnie	 Faherty	 reviewed	 bylaws,	
practices	of	similar	organizations,	and	past	history	to	craft	
methodologies	 that	will	 streamline	 our	 elections	 process.	
The	 committee	was	 assisted	 by	 Susan	Bowman,	 chair	 of	
the	 ANA/C	 bylaws	 committee,	 Elissa	 Brown,	 President,	
and	 ANA/C	 Executive	 Director,	 Tricia	 Hunter,	 and	
staff	 Samantha	 Marcantonio	 and	 Tommy	 Thompson.	 In	
addition,	a	time	line	to	trigger	actions	that	ensure	a	smooth	
process	was	created.

Recommended	bylaws	changes	were	discussed	and	will	
be	 referred	 to	 the	 Board	 of	 Directors	 for	 consideration	
by	 the	 next	 General	 Assembly.	 These	 bylaws	 changes	
reflect	a	desire	to	enable	the	use	of	new	technology		such	
as	 electronic	 communications	 and	 software.	 The	 needs	
of	 those	 members	 who	 do	 not	 use	 commmunication	
technology		are	always	kept	in	mind.

The	consent	 to	 serve	 form	was	streamlined	 to	make	 it	
easier	 to	 complete	 and	 to	 include	 pertinent	 information	
voters	need	to	have	for	their	voting	decisions.	The	A	packet	
was	 developed	 to	 go	 to	members	 interested	 in	 becoming	
candidates	for	ANA/C	positions.	Instructions	to		complete	
the	 candidate	 forms	 have	 been	 edited	 for	 clarity	 and	 to	
conform	to	current	practice.

When	the	drafts	are	polished	and	finalized,	they	will	be	
sent	to	the	Board	of	Directors	for	their	consideration.	When	
accepted,	 an	 orientation	 booklet	 will	 be	 created	 for	 all	

ballot	committee	members	to	assure	they	are	aware	of	all	
the	policies,	procedures,	 timelines,	 and	bylaws	provisions	
related	to	their	responsibilities.	It	is	recommended	that	the	
Chair	of	the	previous	Ballot	Committee	orient	and	mentor	
the	 new	 Chair	 of	 the	 next	 Ballot	 Committee	 to	 ensure	
continuity	and	a	seamless	handover	of	responsibilities.

This	 meeting	 was	 a	 very	 productive	 four	 hours.	
Participants	 had	 all	 read	 and	 researched	 relevant	 aspects	
and	 were	 ready	 to	 make	 decisions	 to	 ensure	 that	 our	
election	 process	 is	 secure,	 fair,	 and	 reflects	 our	 values.	
On	behalf	of	myself	and	the	members	of	the	committee,	I	
wish	 to	 publicly	 acknowledge	 the	 preparation,	 teamwork,	
and	especially	the	dedication	and	commitment	of	our	staff	
and	bylaws	colleague,	Susan	Bowman,	in	assisting	us	to	be	
thorough,	efficient	and	to	achieve	the	goals	set	out	for	this	
meeting.
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Disaster Management and Nursing
Dianne Moore PhD MPH CNM RN

Director of Education ANA\C

There	are	over	300,000,000	
people	 in	 the	 USA	 and	 just	
over	 3,000,000	 RN’s.	 There		
is	 about	 one	 RN	 for	 every	
100	 people	 in	 our	 country.	
Did	 you	 also	 know	 that	 91%	
of	 the	 American	 people	 live	
in	 places	 of	 moderate	 to	
high	 risk	 for	major	 disasters?		
California	 is	 particularly	
prone	 to	 natural	 disasters		
with	 having	 98%	 of	 the	
state	 at	 high	 risk	 in	 all	 but	 2	
counties,	 Inyo	 and	Mariposa.	
This	 is	 supported	 by	 FEMA	
reports	 of	 the	 ten	 high	 risk	
disasters	 in	 California	 in	 the	
last	few	decades.

So	 how	 do	 these	 two	
facts	 blend	 together?	 Recently,	 the	 two	 national	 nursing	
accrediting	 bodies	 (NLNAC,CCNE)	 have	 identified	
that	 disaster	 nursing	 should	 be	 required	 content	 in	

nursing	 education.	 Some	 schools	 like	 the	 University	
of	 Arkansas	 and	 West	 Coast	 University	 have	 taken		
this	 	 fact	 to	 heart	 and	 developed	 entire	 courses	 devoted	
to	 Disaster	 Management.	 If	 you	 are	 wondering	 why	
Arkansas	developed	a	Disaster	Management	 	course,	 it	 is	
because	 they	 actually	 lie	 on	 a	 major	 geologic	 fault	 line,	
have	 tornadoes,	 and	 a	 variety	 of	 other	 natural	 weather	
conditions.	 Arkansas’	 geologic	 fault	 line	 is	 different	
than	 the	ones	 in	California,	but	when	 it	erupts,	 it	has	 the	
potential	 of	 being	 a	 very	major	 disaster,	 so	 they	must	 be	
prepared.	 West	 Coast	 University	 is	 located	 primarily	 in	
southern	 California	 and	 that	 community	 was	 subject	 to	
many	major	disasters		in	the	last	few	years;	fire,	flooding,	
mud	 slides,	 earthquakes,	 storms	 and	 drought.	 To	 address	
a	 disaster	 preparedness	 need,	 the	 university	 developed	
a	 three	 credit	 course	 in	 its	 BSN	 program.	 Northern	
California	has	its	share	of	disaster	preparedness	needs	with		
issues	of	snow,	ice	storms,	volcanoes,	and	Tsunami’s.

As	 part	 of	 the	 university	 learning	more	 about	 disaster	
management	and	sharing	its	nursing	education	experience	
with	 other	 like	 professionals,	 the	 Associate	 Provost	 for	
Nursing	 Education	 and	 Regulatory	 Affairs,	 Dr.	 Dianne	
Moore,	 participated	 in	 the	 17th	 World	 Congress	 on	
Disaster	 and	Emergency	Medicine,	 held	 in	Beijing	China	
in	 June	2011.	Why	 and	what	 can	nursing	 learn	 from	 this	
experience?

Two	abstracts	related	to	why	nurses	should	be	educated	
about	disaster	management	 training,	and	how	West	Coast	
University	(WCU)	conducts	this	education	were	submitted	
and	 accepted.	 Part	 of	 the	 purpose	 was	 to	 demonstrate	
that	 all	nurses	 should	be	prepared	 to	 fill	whatever	 role	 is	
necessary	 in	a	disaster	 situation.	That	may	be	as	 a	direct	
provider,	 a	 leader	 of	 a	Disaster	Management	 team,	 or	 on	
the	ground	coordinator.	It	is	not	a	common	part	of	nursing	
education	and	WCU	wanted	to	demonstrate	the	important	
role	nurses	must	 take	 in	natural	disasters	 and	 the	care	of	
citizens.

In	 many	 people’s	 minds,	 the	 U.S.	 is	 not	 thought	 of	
as	 high	 risk	 for	 disaster,	 but	 in	 fact	 we	 are.	 Certain	
geographic	 areas	 of	 the	 United	 States	 are	 “high	 risk”	
areas	for	disaster	management,	based	on	FEMA	data	and	
reports.	These	FEMA	statistics	are	based	on	past	disasters	
and	 indicated	 that	 the	 communities	 affected	did	not	have	
enough	 resources	 to	 restore	 order	 and	 health	 and	 had	 to	
reach	out	to	the	federal	government	for	help.	

Now	 consider	 that	 fully	 91%	 of	 America’s	 population	
lives	in	a	high	risk	area,	and	in	California,	98%	of	the	area	
is	 considered	 high	 risk.	 Because	 California	 is	 the	 most	
populated	 state	 in	 the	U.S.	 and	 represents	 the	 6th	 largest	
economy	 in	 the	world,	natural	disasters	can	have	a	 larger	
impact	than	some	other	areas	of	the	USA	or	world.

There	are	several	approaches	to	preparing	nurses	to	be	
ready	including	become	certified	as	Disaster	Management	
experts?	Disaster	Management	is	a	new	area	of	certification		
and	 well	 worth	 investigating	 for	 all	 nurses	 and	 health	
care	 facilities	 so	 they	 are	 better	 prepared	 in	 disaster	
emergencies.	 In	 the	 WCU	 Disaster	 Management	 course	
that	was	presented	in	Beijing,	information	about	preparing	
students	 using	 FEMA-created	 modules	 on	 disaster	
management,	 Sigma	 Theta	 Tau	 modules	 on	 strategic	
planning,	becoming	part	of	the	Medical	Evaluation	teams,	
Red	Cross	training	and	simulation	clinical	experiences	are	
all	 part	 of	 the	 information	 presented	 as	 part	 of	 the	West	
Coast	University	program.	Part	of	 the	 clinical	 experience	
involves	 working	 closely	 with	 community	 disaster	 drills,	
and	 using	 the	 simulation	 center	 for	 learning	 disaster	
management	triage,	a	very	difficult	learning	experience	for	
some.

The	 disaster	 management	 experience	 also	 provides	
students	 opportunities	 to	 develop	 their	 critical	 thinking,	
management	 and	 leadership	 skills.	 Some	 have	 even	 used	
their	 artistic	 talent	 by	 developing	 entertaining	 videos	 to	
educate	 students	 on	 disaster	 safety	 right	 on	 their	 own	
campus.	 Other	 class	 assignments	 included	 making	 their	
own	emergency	kit,	explaining	to	community	organizations	
how	to	put	together	an	emergency	kit,	and	how	to	develop	
a	community	emergency	plan.

The	 conference	 itself	 was	 enlightening	 because	 there	
was	 a	 lot	 of	 talk	 about	 the	 disasters	 that	 have	 happened	
over	 the	 past	 few	 years	 throughout	 the	 world.	 Three	 of	
the	 most	 significant	 recent	 disasters	 were	 earthquakes,	
but	 because	 of	 the	 different	 cultural,	 political	 and	
environmental	conditions,	each	disaster	had	its	own	unique	
issues	and	side	effects.	Regardless	of	the	setting,	all	three	
earthquakes	 stressed	 the	 importance	 for	 coordination	 of	
community	 services.	 For	 a	 variety	 of	 reasons,	 in	 many	
countries	 there	 was	 or	 is	 no	 one	 to	 coordinate	 disaster	
preparedness	 services.	 Whether	 it’s	 local	 help	 or	 people	
coming	in	from	outside	the	country	to	provide	emergency	
services,	 it	 is	 especially	 important	 to	 have	 someone	 on	
the	ground	coordinating	 services	 so	disaster	management	
teams	 can	 actually	 provide	 needed	 resources.	 This	 same	
principle	 applies	 to	 our	 own	 community	 settings	 and	 in	
each	place	we	work	or	reside.

Over	and	over,	I	heard	that	 in	disaster	situations,	 there	
is	a	need	for	two	to	three	nurses	for	every	doctor.	In	fact,	
what	most	 people	 needed	was	 nursing	 care—much	more	
support	service,	and	services	that	didn’t	rely	on	computers	
and	technology.	Haiti	was	a	prime	example	of	this—there	
was	 no	 electricity	 or	 sanitation,	 let	 alone	 a	 technology	
infrastructure	 in	 place,	 so	 emergency	 service	 providers	
were	 on	 their	 own.	 Communication	 and	 clinical	 triage	
skills	are	the	most	important	components	for	helping	in	a	
disaster,	no	matter	where	the	disaster	was	located;	far	away	
or	at	home.

The	 bottom	 line	 is	 that	 disaster	 management	 requires	
a	 unique	 set	 of	 skills.	 Simple	 goodwill,	 will	 not	 provide	
what	communities	need,	and	might	even	cause	harm	(like	
having	a	mismatch	of	emergency	personnel	skills	and	the	
community’s	 needs,	 with	 the	 result	 that	 the	 emergency	
help	uses	up	scarce	resources	without	bringing	significant	
benefit).	 Overall,	 the	 conference	 theme	 was	 a	 need	 for	
more	disaster	trained	nurses,	coordination	of	services,	and	
certification	in	disaster	management.

Like	 the	 Boy	 Scout	 and	 Girl	 Scout	 motto	 says	 “Be	
Prepared.”	Do	you	have	a	community	disaster	plan?	If	not,	
it	is	time	to	put	one	in	place.	
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Nurses Drive Hospital Revenue Too
by Phillip Miller, Vice President of 

Communications , AMN Healthcare

The	 relationship	 between	 hospitals	 and	 physicians	
although	at	times	adversarial,	has	generally	been	symbiotic	
throughout	most	of	the	era	of	modern	medicine.	Physicians	
bring	 their	 specialized	 knowledge	 and	 skills	 to	 hospitals,	
and	 hospitals	 provide	 physicians	 with	 the	 facilities,	
equipment	and	personnel	necessary	to	practice	their	art.

This	 benign	 paradigm	 is	 complicated	 by	 the	 fact	
that	 physicians	 are	 a	 key	 source	 of	 revenue	 for	 hospitals.	
In	 addition	 to	 their	 expertise,	 physicians	 also	 bring	
patients.	Although	hospitals	engage	 in	direct-to-consumer	
marketing	and	negotiate	with	third-party	payers	for	patient	
lives,	it	is	still	the	physician,	in	many	cases,	who	ultimately	
determines	to	which	hospital	patients	are	admitted.

Every	 other	 year,	 Merritt	 Hawkins	 &	 Associates,	 an	
AMN	Healthcare	company,	conducts	a	 survey	of	hospital	
CFOs	 to	 determine	 the	 average	 amount	 of	 inpatient	
and	 outpatient	 revenue	 physicians	 in	 various	 specialties	
generate	 annually	 for	 their	 affiliated	 hospitals.	Our	 2007	
survey	 indicated	 that	 the	 average	 for	 all	 physicians	 is	
about	 $1.5	 million	 per	 year,	 although	 the	 average	 for	
surgical	 specialists	 is	 considerably	 higher	 (see	 www.
merritthawkins.com).

In	 recent	 years,	 it	 appeared	 that	 direct	 competition	
between	 physicians	 and	 hospitals	 for	 this	 revenue	 would	
become	 the	 norm,	 as	 physician-owned	 hospitals	 and	
surgery	 centers	 proliferated.	Today,	 a	 growing	number	of	
physicians	 are	 seeking	 hospital	 employment,	 restoring	 to	
some	extent	the	symbiotic	nature	of	the	physician-hospital	
relationship.	However,	 there	 is	 a	 new	wrinkle:	Physicians	
are	no	longer	the	only	type	of	clinical	professional	driving	
hospital	 revenue.	 Due	 to	 emerging	 payment	 systems,	
nurses	are	playing	a	more	prominent	role.

satisfaction matters
Indirectly,	 nurses	 have	 long	 had	 a	 hand	 in	 generating	

revenue	 for	 hospitals	 because	 of	 the	 close	 connection	

between	 nurse	 recruiting	 and	 retention	 and	 physician	
recruiting	and	retention.	Hospitals	with	a	full	complement	
of	 qualified,	 motivated	 nurses	 tend	 to	 attract	 and	
retain	 physicians.	 Hospitals	 that	 are	 understaffed	 with	
overstressed	 nurses	 tend	 to	 lose	 doctors	 and	 have	 a	 hard	
time	attracting	them.

The	 influence	 of	 nursing	 care	 on	 hospital	 revenue	 is	
likely	 to	 become	 more	 pronounced	 as	 Medicare	 tracks	
hospital	patient	satisfaction	through	the	Hospital	Consumer	
Assessment	 of	 Healthcare	 Providers	 and	 Systems	
(HCAHPS)	 survey.	 The	 HCAHPS	 survey	 will	 make	 it	
easier	for	patients	to	evaluate	a	given	facility,	based	on	the	
assessment	of	patients	who	have	been	treated	there.	Those	
hospitals	with	high	patient	satisfaction	scores	are	likely	to	
attract	more	patients	and	generate	more	revenue	than	those	
with	low	scores.	

As	 patient	 satisfaction	 becomes	 more	 critical	 to	 the	
bottom	line,	so	does	 the	 importance	of	nurses.	 Indeed,	 in	
a	 survey	of	more	 than	300	hospital	chief	nursing	officers	
(CNO)	 conducted	 by	 AMN	 Healthcare,	 60	 percent	 said	
that	 patient	 satisfaction	 metrics	 will	 enhance	 the	 status	
of	 nurses	 at	 their	 facilities.	 Medicare’s	 2008	 Inpatient	
Prospective	 Payment	 System	 rules	 are	 another	 factor	
increasing	 nurse	 influence	 on	 hospital	 revenue.	 The	 new	
rules	stipulate	that	Medicare	will	not	pay	hospitals	for	care	
provided	as	a	result	of	various	hospital-acquired	conditions	
(i.e.,	never	events).	

Nurses: A source of revenue
Nurse	 staffing	 plays	 a	 role	 because	 nurses,	 who	

continually	 monitor	 hospital	 patients,	 may	 be	 critical	 to	
preventing	 never	 events.	 According	 to	 the	 Agency	 for	
Healthcare	Research	and	Quality,	total	costs	for	a	surgery	
with	an	adverse	event	were	$66,879	compared	 to	$18,284	
for	surgeries	without	one.	Under	the	new	payment	system,	
having	a	full	complement	of	well-trained	nurses	could	save	
hospitals	considerable	amounts	of	money.	Seventy	percent	
of	CNOs	 in	 the	AMN	Healthcare	survey	said	nurses	will	
be	considered	a	more	important	source	of	revenue	at	their	
facilities	because	of	the	new	payment	system.

Physicians,	 of	 course,	 are	 primarily	 concerned	 that	
their	 patients	 have	 a	 positive	 outcome	 at	 the	 hospital.	 It	
is	 reasonable	 to	 assume	 they	will	 direct	 their	 patients	 to	
those	 facilities	with	 the	highest	patient	 satisfaction	scores	
and	 the	 fewest	 never	 events.	This	 again	 demonstrates	 the	
connection	between	physician	staffing	and	nurse	staffing,	
which	 for	 strategic	 reasons,	 hospitals	 should	 consider	
collectively	rather	than	separately.

Reprinted with permission from HCPRO, Inc. 
(March 2009). ©HCPRO, Marblehead, MA. For more 
information, visit www.healthleadersmedia.com.
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Travel Nurse Staffing: 
Quality Staff Equals Quality Outcomes

by Marcia R. Faller, RN, MSN
Chief Clinical Officer & Executive Vice President, 

AMN Healthcare

Travel Nurses Can Help Achieve
 Quality Patient outcomes

Travel	 nurses	 are	 an	 essential	 resource	 in	 many	
hospitals	 as	 a	 means	 of	 providing	 adequate	 staff	 to	 care	
for	 patients.	 Quality	 patient	 outcomes	 are	 influenced	 by	
the	quantity	of	nurses	in	the	staffing	formula,	as	evidenced	
by	patient	satisfaction	survey	results	(Clark,	Leddy,	Drain,	
&	Kaldenberg,	2007),	and	over	the	past	two	decades	travel	
nurses	have	become	a	familiar	solution	to	assuring	that	the	
quantity	of	nurses	is	adequate.

Published	 reports	 have	 noted	 that	 some	 nurse	 leaders	
have	balked	at	the	use	of	travel	nurses	to	supplement	their	
staff	 due	 to	 a	 perception	 that	 the	 quality	 of	 temporary	
nurses	is	not	at	the	same	level	as	that	of	permanent	staff.	A	
recent	study	conducted	by	the	Center	for	Health	Outcomes	
and	Policy	Research	found	that	this	belief	“may	be	more	of	
a	myth	than	reality.”	The	study	showed	that	supplemental	
nurses	are	“as	well	educated	(perhaps	even	more	so)	and	as	
experienced	as	permanent	staff	nurses”	and	that	outcomes	
improve	 with	 the	 use	 of	 supplemental	 nurses	 (Aiken,	
Clarke,	Xue,	&	Sloane,	2007).

The impact of Nurse staffing on
Quality outcomes and Financial Health

Because	 quality	 is	 increasingly	 linked	 to	 a	 hospital’s	
financial	 health,	 adverse	 outcomes	 related	 to	 inadequate	
staffing	 will	 have	 a	 growing	 impact	 on	 a	 hospital’s	
bottom	 line.	 The	 most	 direct	 example	 of	 the	 quality–
finance	 link	 can	 be	 seen	 in	 the	 Center	 for	 Medicare	 &	
Medicaid	 Services’	 2008	 Inpatient	 Prospective	 Payment	
System	 rules,	 which	 state	 that	 hospitals	 will	 no	 longer	
be	 reimbursed	 for	 any	 patient	 care	 needed	 as	 a	 result	 of	
a	 hospital-acquired	 condition,	 such	 as	 certain	 mistakes	
called	 “never	 events.”	 Many	 of	 these	 events	 can	 be	
directly	 tied	 to	 or	 influenced	 by	 nursing	 care.	 Hospital-
acquired	events	like	postoperative	infections,	urinary	tract	
infections,	pneumonia	and	pressure	ulcers	are	preventable	
conditions	 that	 can	 be	 reduced	with	 an	 increase	 in	 nurse	
staffing	(ANA,	2000).

A	 new	 report	 from	 PricewaterhouseCoopers’	 Health	
Research	Institute	(HRI)	projects	that	these	kinds	of	“pay-
for-performance”	 programs	 and	 other	 initiatives	 focusing	
on	quality	and	patient	satisfaction	mean	that	nurse	staffing	
will	have	an	even	greater	impact	on	hospitals’	profitability	
in	 the	 coming	 years	 (PricewaterhouseCoopers,	 2007).	
These	 measures	 will	 negatively	 affect	 those	 hospitals	
where	 inadequate	 nurse	 staffing	 leads	 to	 undesirable	
quality	care	outcomes.	

Solutions	 to	 the	challenges	 in	areas	where	nurses	have	
an	impact	on	a	hospital’s	profitability	revolve	around	three	
key	areas:

1.	 Fixing	process	problems;
2.	 Improving	technology;
3.	 Maintaining	an	adequate	number	of	qualified	staff.
While	 all	 of	 these	 solutions	 are	 within	 the	 control	

of	 hospital	 administrators,	 the	 latter	 may	 be	 the	 area	 in	
which	 leaders	 face	 the	biggest	 challenge,	 since	 they	must	
gain	support	for	increasing	the	already	substantial	nursing	
budget	 covering	permanent	 and	 temporary	 staff.	There	 is	
mounting	 evidence,	 however,	 that	 links	 nurse	 staffing	 to	
several	key	challenges	or	 factors	 that	 impact	profitability.	
The	following	discussion	summarizes	seven	of	these	areas	
and	provides	support	for	developing	strategies	that	result	in	
never	“staffing	short.”

7 Ways that Nurse staffing impacts Profitability

Challenge 1—Costly patient errors
Nurse	 staffing	 shortages	 result	 in	 less	 time	 spent	with	

patients	 and	 more	 chance	 of	 adverse	 outcomes.	 As	 the	
primary	 caregivers,	 nurses	 can	 help	 prevent	 infections,	
pressure	 ulcers,	 falls	 and	 other	 errors	 that	 impact	 patient	
outcomes,	 cost	 hospitals	 money	 and	 potentially	 result	 in	
law	suits.	

supporting evidence—A	 study	 published	 in	
Nursing Research	 found	 that	 all	 adverse	 events	 studied	
(pneumonia,	 pressure	 ulcers,	 infections,	 patient	 falls/	
injuries,	 sepsis	 and	 adverse	 drug	 events)	 were	 associated	
with	 increased	 costs;	 as	 an	 example,	 the	 cost	 of	 care	 for	
patients	 who	 developed	 pneumonia	 in	 the	 hospital	 rose	
by	84	percent	(Cho,	et	al.,	2003).	Adequate	nurse	staffing	
has	been	shown	to	reduce	these	events:	(1)	A	2007	Agency	
for	 Health	 Research	 and	 Quality	 (AHRQ)	 study	 found	
“Higher	registered	nurse	staffing	was	associated	with	less	
hospital-related	mortality,	failure	to	rescue,	cardiac	arrest,	

hospital	 acquired	 pneumonia,	 and	 other	 adverse	 events.”	
(Kane,	 et	 al.,	 2007);	 (2)	 A	 2006	 study	 in	Health Affairs	
found	that	increased	nurse	staffing	resulted	in	decreases	in	
adverse	outcomes,	hospital	days,	number	of	patient	deaths	
and	cost	 (Needleman,	et	 al.,	2006).	 (3)	A	study	 in	JAMA	
showed	 that	 for	every	patient	over	 four	 that	a	nurse	 takes	
in	 a	 patient	 care	 assignment,	 the	mortality	 rate	 increases	
by	7%	(Aiken,	et	al.,	2002).

Challenge 2—Restricted bed capacity and
long waiting times related to ineffective patient flow

supporting evidence—Having	 enough	 nurses	 to	
properly	manage	patient	flow	affects	hospital	“turn”	rates,	
patient	satisfaction,	and	quality	outcomes.	Nurses	can	help	
get	 patients	 admitted,	 transferred	 to	 other	 departments	
and	 discharged	 at	 the	 right	 times,	which	 helps	maximize	
capacity	 and	 improve	 patient	 care.	 Evidence	 shows	 that	
patient	 flow	 is	a	growing	problem:	a	2008	Health Affairs	
article	 reported	 the	 results	 of	 a	 Harvard	Medical	 School	
study	 that	 found	 that	 emergency	 department	 wait	 times	
increased	 36	 percent	 from	 1997	 to	 2004	 (Wilper,	 et.	 al.,	
2008).

Challenge 3—Individual patient choices; “repeat 
business” and referrals based on satisfaction

supporting evidence—Nurses	 spend	 the	 most	 time	
with	 patients,	 and	 patients’	 satisfaction	 levels	 tend	 to	
revolve	 around	 how	 safe	 and	 well-cared	 for	 they	 feel.	 If	
nurse	staffing	is	adequate	and	nursing	care	is	rated	as	high	
during	 their	 hospital	 stay,	 chances	 are	 that	 their	 overall	
satisfaction	will	also	be	high,	and	they	will	be	more	likely	
to	 choose	 that	 facility	 in	 the	 future.	 Patients	 also	 have	 a	
strong	influence	on	the	healthcare	choices	of	 their	 family	
and	friends.

Challenge 4 — Public disclosure of
patient satisfaction metrics

supporting evidence—The	Centers	 for	Medicare	and	
Medicaid	Services’	(CMS)	initiative	to	disclose	the	results	
of	 patient	 satisfaction	 surveys	 (the	 Hospital	 Consumer	
Assessment	of	Healthcare	Providers	 and	Systems	Survey,	
or	 HCAHPS),	 will	 likely	 influence	 potential	 patients	 in	
their	 selection	 of	 a	 hospital	 provider.	 This	 information	
was	 added	 to	 the	 Dept.	 of	 Health	 &	 Human	 Services’	
“Hospital	 Compare”	 online	 tool	 starting	 in	 March	 2008	
(www.hospitalcompare.hhs.gov)	 and	 is	 currently	 available	
to	 the	 public.	 The	 hospital	 compare	 website	 also	 offers	
comparison	of	numerous	disease-state	quality	metrics.

Challenge 5—Reimbursement
supporting evidence—Pay-for-performance	programs	

that	focus	on	clinical	quality	and	patient	satisfaction	mean	
that	 nurses	 have	 a	 significant	 impact	 on	 the	 key	metrics	
that	drive	 reimbursement	 rates.	One	example	 is	 the	CMS	
2008	Inpatient	Prospective	Payment	System	which	will	not	
reimburse	 facilities	 for	 any	care	associated	with	hospital-
acquired	infections	or	errors.	Twenty-eight	“never	events”	
are	 the	 focus	of	 reimbursement	penalties—many	of	 these	
are	nursing	sensitive	measures.

Challenge 6—Staff turnover costs
supporting evidence—In	 a	 2004	 study,	 it	 was	

estimated	 that	 costs	 can	 approach	 $70,000	 per	 nurse	
turned,	considering	personnel	expenses	and	the	impact	on	
productivity	 and	 quality	 (Jones,	 2004).	 Health	 Research	
Institute	 (HRI)	 also	 found	 that	 hospitals	 that	 perform	
poorly	 in	 nurse	 retention	 spend	 an	 average	 of	 $3.6	
million	more	per	year	than	those	with	high	retention	rates	
(PricewaterhouseCoopers	HRI,	2007).	Other	 studies	have	
shown	 that	 temporary	 staffing	 helps	 reduce	 burnout	 for	
permanent	 staff	 nurses	 (Aiken,	 et	 al.,	 2007),	 which	 can	
lower	turnover	rates.

Challenge 7 — Changes in patient
population (planned or un-planned)

supporting evidence—When	 hospitals	 experience	
fluctuations	in	patient	census	or	undergo	a	unit	expansion	
or	 computer	 conversion,	 temporary	 nurse	 staffing	 can	
be	 a	 cost-effective	 solution	 to	 augment	 staffing	 levels	
for	 the	duration	of	 the	project.	 It	 helps	 avoid	 the	costs	of	
overstaffing	 during	 the	 rest	 of	 the	 year,	 understaffing	
during	 peak	 periods	 (which	 can	 lead	 to	 diverted	 patients	
and	 increased	 errors),	 and	 excessive	 overtime	 (Windsor,	
2007),	 which	 can	 overburden	 staff	 nurses	 and	 lower	 the	
quality	of	patient	care.

Travel Nurses and ANCC magnet™
designation Program®

There	is	a	resurgence	of	interest	in	Magnet	qualities	in	
hospital	 circles.	 Some	 nurse	 leaders	 believe	 that	 Magnet	
hospitals—recognized	 for	 nursing	 excellence	 by	 the	
American	 Nurses	 Credentialing	 Center	 (ANCC)—do	
not	 or	 cannot	 use	 travel	 nurses	 and	 still	 achieve/retain	
their	 Magnet	 designation.	 This	 is	 not	 accurate.	 There	 is	
nothing	 in	 the	 14	 Forces	 of	Magnetism	 that	 restricts	 the	
use	 of	 supplemental	 nurses.	 In	 fact,	 travel	 nurses	 may	
even	help	hospitals	 achieve	Magnet	designation.	A	 recent	
survey	 of	 chief	 nursing	 officers	 (CNOs)	 highlighted	
two	 specific	 areas	 where	 travel	 nurses	 can	 contribute	 to	
the	 Magnet	 journey:	 stabilizing	 staffing	 and	 improving	
quality	of	patient	 care	 and	outcomes	 (Windsor,	2007).	 In	
addition,	travel	nurses	allow	permanent	staff	to	participate	
in	 Magnet-required	 training,	 share	 experiences	 from	
other	 Magnet	 facilities,	 and	 add	 to	 the	 Magnet	 journey	
in	 a	 number	 of	 ways.	 These	 contributions	 are	 outlined	
in	 a	 recent	 white	 paper	 titled,	 Travelers on the Magnet 
Journey: The Contribution of Travel Nurses in Preparing 
for and Maintaining ANCC Magnet Designation,	authored	
by	AMN’s	vice	president	of	clinical	services	(Windsor	&	
Case	DiLeonardi,	2007).

At	 the	 11th	 Annual	 ANCC	 Magnet	 Conference	 in	
Atlanta,	 Georgia,	 in	 October	 2007,	 AMN	 supported	
a	 presentation	 by	 three	 nurse	 leaders	 discussing	 how	
traveler	utilization	helped	them	in	their	journey	to	Magnet	
designation.	The	group	repeated	this	presentation,	entitled	
“Partnering	 with	 Travel	 Nurses	 on	 the	Magnet	 Journey,”	
as	a	Web	cast	 in	December	2007.	Both	 the	Web	cast	and	
white	 paper	 can	 be	 found	 on	 AMN’s	Web	 site	 at	 www.
amnhealthcare.com.

What to expect from your staffing Agency
Over	 the	 course	 of	 the	 last	 30	 years,	 travel	 nurse	

staffing	has	evolved	 into	an	 industry	of	 its	own	standing.	
No	longer	solely	dependent	on	seasonal	fluctuations	in	the	
Sunbelt	states,	travel	nurses	are	now	used	to	staff	up	for	the	
opening	of	new	units	or	technology	implementations,	to	fill	
vacancies	due	 to	 the	Family	Medical	Leave	Act	 (FMLA)	
or	other	leaves	of	absence	and	to	provide	adequate	staffing	
when	vacancies	are	chronic.

Travel	 nurse	 staffing	 makes	 up	 a	 significant	 part	 of	
the	 larger	 healthcare	 staffing	 industry	 (which	 includes	
per	diem	staffing)	 totaling	$11.4	billion	 in	2008	(Staffing	
Industry	Analysts,	2007),	up	from	$5.3	billion	in	1998.	As	
the	industry	has	grown,	so	have	the	needs	and	expectations	
from	 the	 healthcare	 facilities	 that	 use	 these	 staffing	
services.

Nurse	 leaders	 should	 expect	 their	 contracted	 staffing	
agencies	to	support	a	hospital’s	efforts	in	providing	quality	
patient	 care	 and	 assist	 in	 achieving	 their	 goals	 regarding	
patient	 satisfaction.	 A	 staffing	 company’s	 commitment	
to	quality	 is	 shown	 through	solid	 financial	 and	 structural	
support	 of	 quality	 initiatives,	 a	 strong,	 well-executed	
quality	program	that	can	be	benchmarked	both	 internally	
and	 externally,	 and	 finally	 through	 a	 commitment	
exhibited	in	the	company’s	mission	and	values.

AmN’s Company structure in support of Quality
From	the	pool	of	hundreds	of	staffing	companies,	AMN	

Healthcare	 (AMN)	 stands	 out	 as	 the	 largest	 healthcare	
staffing	company	in	the	United	States.	It	is	publicly	traded	
on	the	New	York	Stock	Exchange	under	the	symbol	AHS.
AMN	 provides	 hospitals	 and	 other	 healthcare	 facilities	
with	temporary	healthcare	professionals,	including	nurses,	
allied	 health	 professionals	 and	 physicians.	 One	 of	 its	
divisions	 also	 places	 physicians	 in	 permanent	 positions.	
Through	2008,	AMN	had	approximately	7,000	healthcare	
professionals	 deployed	 in	 assignments	 throughout	 the	
United	States.

AMN	 attributes	 its	 continued	 growth	 and	 leadership	
position	 to	 the	 company’s	 passion	 for	 excellence,	
innovation	 and	 commitment	 to	 customer	 service	 and	 an	
exceptional	 quality	 program	 that	 is	 embedded	within	 the	
company,	 from	 the	 sales	 and	 operations	 functions	 to	 the	
core	mission,	purpose	and	values	of	the	organization.	The	
program	has	solid	financial	support.

Travel Nurse Staffing continued on page 7
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A Closer Look at AmN’s Quality departments
As	 AMN’s	 largest	 and	 most	 established	 division,	 the	

travel	 nursing	 division	 was	 the	 first	 to	 develop	 a	 formal	
quality	 program	 with	 specific	 quality	 departments.	 This	
general	structure	has	now	been	expanded	to	other	divisions	
in	the	company.

Within	 the	 nursing	 division,	 Traveler Qualifications	
is	 the	 department	 responsible	 for	 initial	 assessment	 of	
quality	and	competency	accomplished	through	application	
review,	 assessment	 of	 the	 skills	 checklist,	 thorough	
referencing	of	 previous	 employment	 and	 complete	 review	
of	 all	 supporting	 information	 by	 personnel	 with	 clinical	
and	 human	 resource	 expertise.	 The	 Clinical services	
department	 is	 staffed	 entirely	 by	 registered	 nurses	 who	
work	 with	 both	 the	 travel	 nurses	 and	 hospital	 clients	 to	
follow	 up	 on	 issues,	 trouble	 shoot	 problems,	 reassign	
nurses	 if	 needed	 and	 continually	 assess	 competency	 and	
quality.	A	proprietary	software	system	manages	all	aspects	
of	 the	department’s	 key	 responsibilities.	All	 activities	 are	
online	and	fully	accessible	to	those	within	the	department.	
Ongoing	 clinical	 assessments	 are	 documented	 for	 future	
use	in	performance	evaluation.

Quality management	 is	 the	 credentialing	 department.	
Staff	 members	 within	 this	 department	 are	 responsible	 for	
assisting	 travel	 nurses	 with	 the	 preparation	 of	 credentials	
prior	 to	 starting	 their	 assignment.	Quality	management	 staff	
members	 review	 all	 documentation	 for	 applicability,	 initiate	
background	 checks	 and	 drug	 testing,	 verify	 licenses	 and	
inspect	 everything	 received	 for	 authenticity.	 A	 computer	
program	 utilizes	 a	 complex	 system	 of	 logic	 to	 match	 the	
hospital,	 state	 and	 federal	 requirements	with	 a	 travel	nurses’	
credentials	to	assist	the	staff	in	getting	the	right	credentialing	
accomplished	with	each	and	every	placement.

The	 education	 department	 provides	 support	 to	 travel	
nurses	 in	 the	 form	 of	 online	 continuing	 education.	 Staff	
within	 this	 department	 produce	 the	 Workplace	 Safety	
Manual	each	year,	numerous	quality	continuing	education	
courses,	 and	 a	 series	 of	 specialty	 and	 medication	 tests	
that	 are	 utilized	 in	 the	 company’s	 competency	 screening	
process.	The	 education	department	 is	 certified	by	ANCC	
to	provide	continuing	education	and	does	so	via	the	AMN-
run	 Web	 site,	 RN.com.	 The	 courses	 are	 free	 to	 AMN’s	
travel	nurses	and	available	at	a	low	cost	to	facilities.	Given	
the	high	volume	of	utilization,	it	appears	that	this	benefit	is	
of	great	value	to	nurses.

All	 of	 these	 departments	 report	 separately	 from	 the	
sales	 functions	 through	 a	Chief	Clinical	Officer,	 directly	
to	 the	Chief	Executive	Officer.	This	provides	 a	 clear	 and	
distinct	 separation	 of	 duties	 likely	 not	 found	 in	 other	
staffing	organizations.

AmN’s Commitment to Quality
A Formal Quality Program.	 AMN	 has	 a	 formal	

quality	 program	 led	 by	 a	 quality	 council.	 The	 council	 is	
comprised	 of	 staff,	managers	 and	 executive	 leaders	 from	
quality	departments	across	all	business	units.	The	quality	
council	 is	 accountable	 to	 the	 executive	 team	 and	 uses	 a	
committee	 structure	 to	 carry	 out	 policy	 decisions	 to	 the	
staff	level.

Financial support.	 The	 commitment	 of	 the	 company	
to	 quality	 is	 apparent	 in	 its	 financial	 support	 of	 the	
quality	 departments.	 In	 the	 nurse	 staffing	 division,	 the	
three	 quality	 departments	 make	 up	 26	 percent	 of	 the	
line	 function	 employees	 dedicated	 to	 the	 nurse	 staffing	
division.	 As	 a	 public	 company,	 this	 support	 can	 be	 seen	
in	AMN’s	financial	statements,	which	are	available	to	the	
public	for	review.

Joint Commission Certification.	 In	 2004,	 The	
Joint	 Commission	 launched	 a	 certification	 program	 for	
healthcare	 staffing	 companies.	 AMN	 participated	 in	 the	
advisory	council	that	worked	with	Joint	Commission	staff	
to	 develop	 the	 standards	 for	 staffing.	AMN	was	 the	 first	
corporate	site	awarded	certification	in	June	of	2005.	AMN	
successfully	recertified	in	2008	and	is	due	again	in	2010.

As	 with	 its	 hospital	 accreditation	 program,	 Joint	
Commission	is	continuously	raising	the	bar	for	healthcare	
staffing	 companies.	 Each	 year	 the	 standards	 are	 more	
refined	and	in	2008	performance	measures	were	required.	
Performance	 measures	 in	 three	 areas	 were	 pilot	 tested	
by	 The	 Joint	 Commission	 during	 2006.	 AMN	 was	 one	
company	 among	 several	 that	 provided	 data	 to	 test	 the	
measures,	 and	 in	 all	 three	 areas	 AMN	 returned	 better	
performance	than	the	benchmark.

Overall,	The	Joint	Commission’s	certification	program	
has	been	positive	for	the	industry,	and	many	facilities	now	
require	 that	 their	 staffing	 partners	 are	 Joint	 Commission	
certified.

organization’s Purpose, mission and values.	 One	
way	 to	 determine	 whether	 a	 staffing	 organization	 is	
committed	 to	 quality	 is	 to	 review	 its	 formal	 statements	
which	spell	out	the	corporate	mission,	purpose	and	values.

AMN’s purpose	 is	 “Helping	 achieve	 professional	 and	
personal	 goals	 every	 day.”	This	 is	 a	 broad	 statement	 that	
encompasses	our	commitments	to	healthcare	professionals,	
hospital	 customers	 and	 corporate	 team	 members.	 For	
travel	nurses,	we	work	to	provide	them	with	the	best	career	
opportunities	at	hospitals	across	 the	country.	For	hospital	
customers,	 we	 provide	 the	 highest	 quality	 staff	 nurses	
to	 help	 accomplish	 their	 goals	 for	 patient	 care	 quality	
and	 revenue.	 And,	 finally,	 for	 corporate	 team	 members,	
AMN	 provides	 employment	 at	 a	 quality	 work	 site,	 with	
opportunities	for	growth	and	development.

AMN’s values	 establish	 a	 solid	 connection	 to	 our	
customers	 through	 quality	 efforts	 and	 continuous	
improvement.	 Our	 defined	 corporate	 values	 are:	
respect,	 trust,	 passion,	 customer	 focus,	 and	 continuous	
improvement.	 We	 reinforce	 these	 values	 with	 our	 team	
members	on	a	continual	basis.

AMN’s Mission Statement.	 Providing	 corporate	 team	
members	 with	 a	 clear	 mission	 that	 guides	 their	 work	
towards	 quality	 outputs	 is	 important	 for	 AMN	 and	 its	
clients.	 In	 addition,	 employee	 satisfaction	has	been	 found	
to	 be	 strongly	 correlated	 to	 quality	 of	 the	 work	 output,	
the	 belief	 that	 the	 organization	 outlives	 its	 people	 and	
the	 social	 significance	of	 the	mission	of	 the	organization	
(Perry	&	Mankin,	 2007).	AMN	 incorporates	 quality	 and	
social	responsibility	within	its	mission	statement:

AMN’s Mission Statement
AMN	Healthcare	 elevates	 the	quality	of	healthcare	by	

providing	 our	 clients	 with	 quality	 services	 and	 clinical	
professionals	 committed	 to	 delivering	 excellent	 patient	
care.

We	 aspire	 every	 day	 to	 partner	 with	 our	 clients	 to	
achieve	their	financial,	quality	and	patient	care	goals.

At	 the	 same	 time,	 we	 help	 our	 clinical	 professionals	
and	team	members	achieve	their	personal	and	professional	
goals	 every	 day.	 Our	 mission	 is	 executed	 through	
innovative	 solutions	 and	 best-in-class	 service	 to	 all	 we	
serve.

results of a Quality standards Program
Establishing	 a	 comprehensive	 quality	 program	 is	

necessary	for	 travel	nurse	staffing	companies,	and	should	
be	 a	 qualifying	 factor	 for	 facilities	 when	 choosing	 an	
agency.	 AMN	 has	 maintained	 it	 position	 as	 the	 industry	
leader	 because	 of	 our	 commitment	 to	 quality	 over	 the	
years.	Surveys	of	our	client	hospitals	have	confirmed	that	
our	focus	on	high	standards	results	in	perceptions	of	a	level	
of	quality	that	is	not	seen	in	other	companies.	Supporting	a	
strong	quality	program	is	a	crucial	aspect	of	a	travel	nurse	
staffing	business	for	several	reasons:

1.	 Quality	 of	 staff	 placed	 on	 assignments	 is	 a	
reflection	of	the	company’s	commitment	to	quality	
to	the	client	facilities,	as	well	as	to	their	patients.

2.	 A	 strong	 quality	 program	 will	 reap	 benefits	 for	
the	 organization	 in	 terms	 of	 repeat	 business	 and	
increased	usage	by	client	facilities.

3.	 Reputation	of	the	company	in	terms	of	quality	will	
attract	and	retain	nurses	that	are	able	to	meet	those	
high	quality	standards.

All	 of	 these	 results	 provide	 growth	 potential	 for	 the	
business	 in	 general.	 Showing	 hospitals	 and	 healthcare	
facilities	 a	 commitment	 to	 quality	 demonstrates	 the	
concern	for	the	hospital’s	mission	and	goals	both	in	terms	
of	 quality	 care	 and	 financial	 goals.	 A	 joint	 approach	 to	
quality	 involving	 the	 staffing	 partner	 and	 the	 hospital	 or	
healthcare	 facility	 will	 result	 in	 quality	 outcomes,	 and	
enhance	business	possibilities	for	both	the	hospital	and	the	
staffing	vendor.

For more information on AMN Healthcare’s quality 
program or for questions about how we can help with your 
staffing needs, contact Client Services at (866) 871-8519.
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5 Reasons Nurses Want to Leave Your Hospital
Rebecca Hendren, for HealthLeaders Media, 

August 9, 2011

Your	nurses	have	one	eye	on	the	door	if	you	do	any	of	
the	following.

Although	economic	woes	 abound,	nurses	 are	planning	
their	 exit	 strategies	 and	 will	 make	 a	 move	 when	 things	
improve.	A	recent	survey	from	healthcare	recruiters	AMN	
Healthcare	 found	 that	one-quarter	of	 the	1,002	 registered	
nurses	surveyed	say	they	will	look	for	a	new	place	to	work	
as	the	economy	recovers.

Are	your	nurses	engaged,	committed	employees?	Or	are	
they	biding	their	time	until	they	can	go	somewhere	better?	
To	predict	whether	you	face	an	exodus,	 take	a	look	at	 the	
following	five	reasons	why	your	nurses	want	out.

1. mandatory overtime
Nurses	work	 12-hour	 shifts	 that	 always	 end	 up	 longer	

than	 12	 hours	 due	 to	 paperwork	 and	 proper	 handoffs.	At	
the	 end,	 they	 are	 physically,	 mentally,	 and	 emotionally	
exhausted.	Forcing	them	to	stay	longer	is	as	bad	for	morale	
as	it	is	for	patient	safety.

Some	 overtime	 is	 acceptable.	 People	 get	 sick,	 take	
vacations,	or	have	unexpected	car	trouble	and	holes	in	the	
shift	must	be	filled	to	ensure	safe	staffing.	Nurses	are	used	

to	picking	up	the	slack,	taking	overtime,	and	pitching	in.	In	
fact,	overtime	is	an	expected	and	appreciated	part	of	being	
a	nurse.	Many	use	 it	 to	help	make	ends	meet.	Mandatory	
overtime,	 however,	 is	 a	 different	 matter.	 Routinely	
understaffed	units	that	rely	on	mandatory	overtime	as	the	
only	 way	 to	 provide	 safe	 patient	 care	 destroy	motivation	
and	morale.

Take	 a	 look	 at	 the	 last	 couple	 of	 years’	 news	 stories	
about	 RN	 picket	 lines.	 Most	 include	 complaints	 about	
mandatory	overtime.

2. Floating nurses to other units
One	nurse	 is	not	 the	 same	as	another.	Plugging	a	hole	

in	 a	 geriatric	med-surg	 unit	 by	 bringing	 in	 a	 nurse	 from	
the	 pediatric	 floor	 results	 in	 an	 experienced,	 competent	
nurse	 suddenly	 becoming	 an	 unskilled	 newbie.	 A	 quick	
orientation	 won’t	 solve	 those	 problems.	 Forced	 floating	
is	usually	 indicative	of	 larger	 staffing	problems,	but	 even	
so,	its	routine	use	is	dissatisfying	and	compromises	patient	
safety.

Instead,	create	a	dedicated	float	pool	staffed	by	nurses	
who	volunteer	and	who	can	be	prepared	and	cross-trained.	
Institute	float	pool	guidelines	that	nurses	float	to	like	units.	
For	example,	critical	care	nurses	find	a	step-down	unit	an	
easier	transition	than	pediatrics.

Float	pool	 shifts	open	up	options	 for	nurses	who	need	
more	 flexibility	 and	 offering	 a	 higher	 rate	 means	 you’ll	
never	be	short	of	volunteers.

3. Non-nursing tasks
Nurses	 are	 already	 understaffed	 and	 overworked.	

Hospitals	with	 too	 few	assistants	 rub	 salt	on	 the	wounds.	
RNs	shouldn’t	have	to	take	time	from	critical	patient	care	
activities	to	clean	a	room	or	collect	supplies.	Gary	Sculli,	
RN,	MSN,	ATP,	 patient	 safety	 expert	 and	 crew	 resource	
management	author,	offers	a	vivid	analogy.	Imagine	if	half	
way	through	a	flight	you	saw	the	pilot	come	down	the	aisle	
handing	out	drinks	because	the	plane	was	short	staffed.	It	
just	wouldn’t	happen.

Yes,	 cleaning	 a	 room	 is	 important,	 but	 don’t	 force	
nurses’	attention	away	from	their	patients.	Distractions	are	
dangerous	and	compromise	patient	safety.

4. bullying and toxic behavior
Bored	 of	 hearing	 about	 this	 topic?	 So	 am	 I.	 So	 are	

nurses.	Nothing	makes	 nurses	want	 to	walk	 out	 the	 door	
more	 than	 toxic colleagues—whether	 physicians,	 nurses,	
or	anyone	else—who	are	allowed	to	behave	badly.

It’s	not	enough	to	have a zero-tolerance policy.	Enforce	
it.	 Preach	 it.	 Talk	 about	 the	 importance	 of	 respectful	
behavior.	Explain	 expectations,	 not	 just	 at	 orientation	but	
at	multiple	 times	 through	 the	 year.	 Send	 information	 via	
emails,	 hold	 continuing	 education	 classes,	 and	 have	 the	
topic	as	a	standing	item	on	meeting	agendas.

Give	managers	the	tools	to	confront	problem	employees	
and	back	 them	up	when	 they	do.	Have	a	plan	 in	place	 to	
educate	offenders.	If	the	behavior	continues	after	that,	fire	
them.	Support	managers	through	this	work.	Nurses	would	
rather	work	a	nurse	short	than	keep	a	disruptive	employee	
who	sabotages	the	morale	and	cohesiveness	of	the	others.

5. bad managers
You’ve	 heard	 it	 before:	 People	 don’t	 leave	 companies,	

they	 leave	managers.	Yet	 hospitals	 still	 don’t	 pay	 enough	
attention	 to	 leadership	 skills	 for	 nurse	 managers.	 Bad	
nurse	managers	who	don’t	know	how	to	lead	are	retention	
nightmares.	Skilled	managers	are	retention	magnets.

Some	hospitals	have	good	managers	who	are	stretched	
so	 thin	 they	 become	 bad	 ones.	 How	 can	 anyone	 focus	
on	 the	 professional	 development	 of	 their	 staff	 if	 they’re	
overseeing	 several	 units	 with	 umpteen	 nurses	 across	 all	
shifts?	Annual	performance	reviews	shouldn’t	be	the	only	
time	the	manager	and	nurse	engage	in	conversation.	Nurse	
managers	must	 help	 staff	 reflect	 on	 growth	 and	 plan	 for	
the	future.

These	 five	 reasons	 affect	 every	 aspect	 of	 nursing	
workload	 and	 contribute	 to	 fatigue	 and	 burnout.	 Don’t	
forget	 that	 nurses	 always	 know	 when	 their	 colleagues	 at	
the	hospital	across	town	are	happier.
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Nursing Program Management: Program Director of Vocational 
Nursing—Carrington College California has an exceptional opportunity for an experienced Nurse  
Educator or Program Director for our Vocational Nursing Program in Sacramento.  While reporting 
to the Campus Dean the Program Director will provide academic supervision for the Vocational 
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professional.

Essential Duties and Responsibilities:
•	 On-going	development	and	management	of	all	aspects	of	the	program.
•	 Academic	planning	and	program	evaluation.
•	 Curriculum	management.
•	 Preparation	for	site	visits	from	accrediting	agencies.
•	 Preparation	of	reports	and	self-studies	for	the	institutional	accrediting	agency.
•	 Faculty	recruitment,	development,	evaluation,	and	mentoring.
•	 Clinical	site	development.
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bodies, nursing boards, clinical site personnel, students, and alumni.  

Qualifications:
•	 Bachelor’s Degree from an accredited institution, Master’s Degree preferred.
•	 Currently	licensed	RN	in	California
•	 A	minimum	of	3	years	as	an	RN	within	last	5	years.
•	 1	year	teaching	and/or	clinical	supervision	of	students	in	an	accredited	LVN	or	RN	program,	or
•	 3	years	as	an	RN	in	nursing	administration	or	education.
•	 One	college	level	course	in	business	administration.
•	 Strong	verbal	and	writing	skills	and	computer	proficiency	in	Word,	Excel,	and	PowerPoint.
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far right and enter your search term.

with access to over 
10 years of nursing 
publications at your 
fingertips.
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National Council of State Boards
As	 the	 ANA\C	 Executive	 Director	 and	 Lobbyist,	 I	 have	 the	 opportunity	 to	 attend	

national	meetings	 that	 impact	 the	public	policy	we	deal	with	 in	our	state.	The	National	
Council	 of	 State	 Boards	 of	 Nursing	 (NCSBN)	 held	 a	 policy	 forum	 on	 Discipline	 and	
Diversion	and	a	policy	forum	on	Examining	the	Compact’s	after	10	years	and	the	issue	of	
Public	Safety.

California	was	 the	 first	 state	 to	pass	a	bill	 that	set	up	a	diversion	program.	 In	1986,	
under	 the	 leadership	of	 Irene	Agnos,	 the	Government	Relations	Director	of	 the	nursing	
association	and	Catherine	Puri,	the	Executive	Director	of	the	Board	of	Nursing,	a	bill	was	
proposed	to	allow	nurses	an	avenue	of	recovery	and	to	be	able	to	keep	their	license.	Betty	
Ford,	 former	 first	 lady,	 testified	 on	 our	 behalf.	 The	 program	 has	 helped	many	 nurses	
to	 self	 report,	 get	 out	 of	 the	workplace,	 and	 successfully	 go	 through	 recovery	 and	 get	
their	license	back.	The	concept	of	diversion	is	so	in	line	with	the	philosophy	of	nursing,	
helping	someone	to	health.

There	 is	 a	 movement	 in	 the	 state	 to	 punish	 licensees	 and	 eliminate	 diversion	
programs.	The	Medical	Board	 lost	 their	diversion	program	because	of	 a	belief	 that	 the	
program	was	mishandled.	The	BRN	Diversion	program	has	kept	statistics	and	data	that	
demonstrates	 a	 very	 successful	 program.	Through	 the	 legislative	 hearing	process,	 laws	
were	recommended	and	passed	that	tighten	the	system.	We	are	all	open	to	improvement	
but	believe	that	the	program	is	good	for	nursing	and	patients.	Having	a	process	for	nurses	
to	self	report	and	be	removed	from	the	work	site	is	in	every	patient’s	best	interest.

The	 NCSN	 program	 presented	 data	 from	 programs	 across	 the	 United	 States.	 They	
shared	 best	 practices	 and	 research	 based	 success.	 A	 publication	 on	 Diversion	 and	
Probation,	outlining	the	best	practices	and	recommended	standards	was	developed	out	of	
this	data.	This	publication	is	available	for	all	public	policy	advocates	and	for	the	Board	of	
Registered	Nurses.

The	Program	on	the	Compact	states	shared	data	on	common	myths	and	problems	that	
have	impacted	the	compact	states.	There	are	18	states	that	are	part	of	the	compact.	Most	
of	these	are	rural	states	and	none	of	them	have	close	to	the	number	of	licensees	the	state	
of	California	has.	One	of	the	most	common	problems	is	 the	nurse	defining	her	“home”	
state.	 This	 is	 the	 state	 the	 nurse	 has	 identified	 as	 her	 primary	 address.	 The	 nurse	 can	
have	a	different	mailing	address.	The	significant	of	this	is	 the	home	state	license	is	 the	
primary	 licenses.	Only	 the	home	state	can	discipline	 the	 license,	 the	compact	 states	or	
“remote	 state”	 can	 remove	 the	 privilege	 to	 participate	 in	 the	 compact	 but	 they	 cannot	
remove	the	license.	There	has	to	be	the	trust	in	the	system	that	the	home	state	will	take	
action	against	the	licensee	if	the	compact	state	finds	grounds	for	discipline.

Nick	Sabatini,	 the	retired	Administrator	for	Aviation	Safety,	presented	a	program	on	
Just	Culture	and	a	system	that	allows	sharing	of	data	to	prevent	accidents.	He	recognized	
the	 aviation	 industry	 is	 fortunate	 that	 there	 is	 only	 one	 government	 entity	 involved.	
He	described	building	 a	 relationship	with	 industry	 and	 labor	 that	 allowed	 a	 sharing	of	
information	 that	has	helped	 identify	potential	 risks	 in	 the	 industry	and	develop	 tools	 to	
prevent	accidents.	The	agency	has	protection	 from	public	disclosure	so	 the	data	can	be	
shared	with	 the	 industry,	protected	 from	 lawsuits.	Much	of	what	he	described	 is	where	
we	 need	 to	 go	with	 healthcare.	A	 system	 that	 allows	mistakes	 or	 near	mistakes	 to	 be	
shared	nationally	so	we	could	all	learn	from	it	would	go	far	to	address	medical	mistakes.	
The	system	would	need	the	authority	to	change	the	systems	they	identified	problems	with	
quickly.

Mark	Yessian,	 from	Citizen	Advocacy	Center,	 discussed	 the	 need	 for	 the	Boards	 to	
be	 consumer	 responsive.	 He	 suggested	 that	 consumer	 complaints	 should	 be	 handled	
differently	from	other	complaints	by	the	Boards.	He	suggested,	even	when	the	board	did	
not	have	jurisdiction,	the	board	should	have	a	communication	system	to	get	back	to	the	
consumers	 individually.	He	also	talked	about	how	we	gave	messages	and	that	we	make	
sure	the	consumer	protection	concept	be	key	in	what	we	write	and	share	with	the	public.

Rebecca	 LeBuhn,	 Citizen	 Advocacy	 Center,	 discussed	 how	 Scope	 of	 Practice	 laws	
affect	 the	 needs	 of	 Consumers.	 Citizen	Advocacy	 Center	 is	 working	 to	 get	 the	 public	
involved	 with	 scope	 of	 practice	 specifically	 as	 it	 related	 to	 consumer	 access.	 She	 is	
involved	 with	 the	 ANA	 collaboration	 of	 associations	 who	 are	 working	 for	 a	 common	
interest	 in	 Washington,	 DC.	 There	 organization	 is	 monitoring	 how	 professions	 are	
moving	toward	competency	based	reviews	for	licensure	and	certification.

Membership Form for the 
Golden State Nursing Foundation

Yes,	I	would	like	to	become	a	Friend	of	the	GSNF	and	receive	emailed	and	mailed	updates	as	to	the	foundations	
projects	and	events.	

individual sponsorship

Name:	_____________________________________________________________________________________

Address:		 __________________________________________________________________________________

City/State/Zip:	_	_____________________________________________________________________________

Phone:	_____________________________________	Email:	______________________________________

	 	 ❏  Please	accept	this	one-time	donation	of		____________________________________________________

	 	 ❏  I	would	like	to	make	a	yearly	recurring	donation	of	___________________________________________ 		

Please	make	checks	payable	to:

Golden	State	Nursing	Foundation
1121	L	Street	Suite	409
Sacramento,	CA	95814

Credit	Card	#:	______________________________________	Ex.	Date:	 ____________________________	

Signature	of	Card	Holder:		_____________________________________________________________________

	 	 ❏  I	would	prefer	that	my	donation	be	used	for__________________________________________________

Contributions to the Golden State Nursing Foundation, a tax-exempt organization under Section 501(c)(3) of the Internal 
Revenue Code, are deductible for computing income and estate taxes. 

Golden State Nursing 
Foundation (GSNF)

PERSONAL BEST.
ANCC Board-Certified.

I’m proud and in charge of my nursing career.  
And I trust ANCC certification to help me  
maintain and validate the professional skills  
I need to remain a confident and accomplished 
nurse for years to come.

 Find out how to be the best at  
www.nursecredentialing.org/Certification

© 2011 American Nurses Credentialing Center. All Rights Reserved.
The American Nurses Credentialing Center (ANCC) is a subsidiary of the  
American Nurses Association (ANA).

Critical	Access	Rural	Hospital	in	northern	
California	is	recruiting	for	a	full-time	Assistant 
Chief Nursing Officer.	Responsible	for	Quality	
Services	&	Risk	Management	functions.	CA	RN	
required.	Bachelor’s	degree	preferred.

Two	years	management	experience	preferred.	

Please call 530-283-7120 for more information 
or apply online at www.pdh.org.
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2011 NCSBN ANNUAL MEETING
August	3-5	Indianapolis

Tricia Hunter

AMN	 Healthcare,	 Inc.	 has	 sponsored	 my	 attendance	
at	 the	 National	 Council	 of	 State	 Boards	 of	 Nursing	 for	 a	
number	 of	 years.	 The	National	 Council	 of	 State	 Boards	 is	
made	up	of	representatives	from	all	fifty	states	and	territories	
of	the	United	States.	Canada	also	sends	representatives	to	the	
meeting.

The	 annual	 meeting	 of	 the	 National	 Council	 of	 State	
Boards	 of	 Nursing	 (NCSBN)	 	 was	 an	 informative	 but	
noncontroversial	meeting	 this	August.	Under	 the	 leadership	
of	 Kathy	 Apple,	 MS,	 RN,	 FAAN,	 Executive	 Director	
the	 NCSBN	 has	 reached	 out	 to	 communicate	 with	 the	
interested	 advocates	 and	 though	 they	 do	 not	 always	 agree,	
the	controversy	is	a	lot	less!	The	collaboration	with	external	
organizations	 by	 the	 NCSBN	 Board	 and	 council	 staff	
included	 32	 nursing	 groups,	 nursing	 associations	 or	 state	
Boards	of	Nursing.	The	NCSBN	is	 involved	 in	 three	major	
research	 studies	 and	 updates	 on	 both	 were	 shared	 in	 this	
article.

TerCAP	(taxonomy	of	Error,	Root	Cause	Analysis	and	
Practice	 Responsibility)	 is	 a	 database	 designed	 to	 collect	
the	practice	breakdown	data	from	state	boards	of	nursing	to	
identify	 the	 root	 causes	 of	 nursing	 practice	 breakdown.	 In	
1999,	a	 task	 force	was	created	 to	 look	at	nursing	discipline	
issues	 and	 resulted	 in	 a	 tool	 being	 developed	 in	 2007	 to	
collect	 the	 data	 about	 discipline	 practice	 issues.	 There	
are	 22	 state	 nursing	 boards	 participating	 in	 the	 study.	 The	
data	consisted	of	situations	 in	which	a	nurse	had	a	practice	
breakdown	 that	 involved	 one	 or	 more	 patients	 resulting	 in	
disciplinary	action.

The	 profile	 of	 the	 861	 nurses	 who	 committed	 practice	
breakdowns	 in	 the	 study	 to	 date	 is	 as	 follows:	 83%	 were	
female,	17%	were	male;	the	average	age	of	the	nurse	was	46.2	
ranging	from	21	to	77;	60%	were	RNs,	37%	were	LVN/LPN	
and	3%	were	multiple	licenses	including	APRN;	38%	were	in	
hospitals,	32%	long	term	care,	17	outpatient,	3%	behavioral	
health	and	10%	were	“other.”	Of	the	nurses	disciplined	20%	
had	their	license	less	than	5	years,	17%	had	their	license	6	to	
10	years,	22%	had	their	license	11	–	20	years,	18%	had	their	
license	21	to	30	years	and	8%	had	their	license	longer	than	
30	years.

The	 work	 history	 of	 the	 nurses	 disciplined	 indicated	
that	55%	of	 them	had	worked	 in	 the	 location	 for	 two	years	
or	less	but	73%	of	them	had	been	licensed	for	two	years	or	
longer.	 The	 disciplined	 nurse	 data	 indicated	 that	 40%	 had	
never	been	disciplined	in	their	practice	while	16%	had	been	
disciplined	and	22%	had	been	terminated	with	another	22%	
of	 nurses	 had	 both.	 This	 indicates	 that	 56%	 of	 the	 nurses	
disciplined	 by	 the	 Board	 of	 Registered	 Nursing	 (BRN)	
had	issues	in	the	workplace	that	resulted	in	an	incident	that	
affected	a	patient.	Of	these	nurses,	36%	had	been	previously	
disciplined	 but	more	 significant,	 38%	had	 been	 terminated	
in	a	previous	position.	There	was	a	significant	link	between	
the	employment	history	of	the	nurse	and	practice	breakdown.	
The	 California	 BRN	 has	 debated	 the	 issue	 for	 years	 as	 to	
whether	 a	 law	 should	 be	 passed	 requiring	 the	 termination	
of	 a	 nurse	 in	 the	 workplace	 be	 reported	 to	 the	 licensing	
boards.	An	LVN	who	is	terminated	is	report	to	the	BVNPT	
Board.	 There	 is	 no	 such	 law	 for	 a	 registered	 nurse	who	 is	
terminated.

The	 practice	 breakdown	 was	 89%	 in	 more	 than	 one	
category	 and	 11%	 in	 one	 category,	 72%	 involved	 non	
intentional	 error;	 52%	 did	 not	 cause	 patient	 harm;	 59%	
resulted	 in	 disciplinary	 actions,	 and	 23%	 were	 sanctioned	
non	disciplinary	action.

Lack	of	Professional	Responsibility		 77%
Lack	of	Clinical	Reasoning	 51%
Lack	of	Intervention	 50%
Documentation	Error	 44%
Medication	Error	 32%
Lack	of	Interpretation	 40%
Lack	of	Attentiveness	 25%
Lack	of	Prevention	 24%

simulation study
Ten	 schools	 are	 involved	 with	 a	 simulation	 study	 for	

student	 nurses,	 measuring	 the	 amount	 of	 clinical	 done	
by	 simulation	 versus	 clinical	 in	 a	 hospital	 setting	 and	
determining	 how	 this	 affects	 the	 new	 graduate	 in	 the	
workplace.	The	 control	 group	 has	 simulation	 study	 at	 10%	
or	less.	One	of	the	study	groups	will	receive	25%	simulation	
and	a	third	group	will	receive	50%	of	their	clinical	through	
simulation.	 The	 schools	 were	 selected	 last	 year	 and	 the	
study	 has	 just	 begun.	 This	 study	 could	 impact	 the	 amount	
of	 simulation	 clinical	 the	 nursing	 schools	 are	 allowed	 to	
substitute	for	hospital	clinical.

A transition to Practice Pilot	 is	 also	 going	 to	 be	
implemented	 with	 25	 institutions	 in	 each	 state	 identified.	

total	 of	 six	 interactive	modules	 and	 a	 study	 protocol	 were	
developed.	Data	was	collected	for	phase	one.

2011 delegate Assembly
The	only	 issue	 that	 raised	 to	 the	 level	of	debate	was	 the	

modification	 of	 the	Uniform	 Licensure	 Requirements.	 The	
changes	proposed	added	an	exception	 to	 the	“graduation	or	
eligibility	 for	 graduation”	 from	 a	Member	 Board-approved	
RN	 program	 to	 include	 “successful	 completion	 of	 all	
prelicensure	nursing	 courses	with	 attestation	 from	program	
director	 or	 dean.”	 The	 amendment	 was	 to	 accommodate	
the	 growing	 number	 of	 MSN/MN	 entry	 programs	 that	
allow	 the	NCLEX	 to	 be	 taken	 after	 the	 completion	 of	 the	
nursing	 courses	 and	 then	 the	 student	 continues	 to	 get	 a	
Master’s	Degree,	 often	 in	 advanced	practice.	 In	California,	
our	licensing	laws	do	not	require	the	student	“complete”	the	
nursing	 program.	 They	 require	 the	 student	 completes	 the	
course	work	required	to	be	a	nurse.	This	is	why	many	BSN	
programs	 allowed	 the	 student	 to	 take	 the	 NCLEX	 before	
they	completed	the	program.	There	are	seven	states	that	will	
not	recognize	a	RN	who	has	taken	the	NCLEX	before	they	
graduated	 and	 the	 nurse	 is	 required	 to	 retake	 the	 test.	The	
Delegate	 Assembly	 did	 not	 accept	 this	 recommendation	 at	
this	time.	They	wanted	more	information.

The	 second	 issue	 that	 raised	 debate	 had	 to	 do	with	 the	
criminal	bars	to	licensure.	A	case	by	case	review	of	all	crimes	
except	 sexual	predators	 and	pedophiles	was	 recommended.	
A	 psychological	 evaluation	 was	 recommended	 for	 sexual	
predators	or	pedophiles	and	if	the	evaluation	determined	the	
person	 revealed	 a	 diagnosis	 of	 sexual	 predator,	 the	 person	
could	never	receive	a	 license.	This	proposal	caused	a	 lot	of	
discussion	and	debate.

There	 was	 a	 discussion	 about	 disclosure	 of	 functional	
disabilities	 and	 this	 was	 removed.	 The	 ADA	 rules	 do	 not	
allow	 discrimination	 based	 on	 physical	 disabilities.	 The	
Delegate	Assembly	and	committee	agreed	that	the	workplace	
would	 define	 the	 physical	 limitations.	This	 is	 the	 same	 for	
schools	of	nursing.	A	nursing	student	must	be	able	to	do	the	
clinicals.	Law	does	allow	discrimination	if	the	person	cannot	
do	the	job.

APrN Committee report
The	NCSBN	staff	with	input	from	the	APRN	committee	

has	 developed	 a	 legislative	 handbook	 for	 distribution	 to	
state	 Boards	 of	 Nursing	 legislative	 staff	 concerning	 the	
implementation	of	the	APRN	Consensus	Paper.	The	APRN	
committee	 recommended	 that	 the	 state	 Boards	 of	 Nursing	
legislative	 staff	 do	 a	 review	 of	 certification	 examinations	
for	APRN’s	and	give	a	 report	 to	 the	general	assembly.	The	
APRN	 Committee	 would	 develop	 criteria	 for	 the	 state	
Board’s	 of	 Nursing	 to	 use	 to	 evaluate	 the	 examinations.	
Included	 will	 be	 discussion	 guidelines	 to	 help	 states	
grandfather	APRNs.

disciplinary resources Committee report
A	 white	 paper	 called	 “A	 Nurses	 Guide	 to	 the	 Use	 of	

Social	Media”	was	developed	by	this	committee.	The	report	
addresses	 confidentiality	 and	 privacy	 (including	 HIPAA	
concerns),	possible	consequences	including	Board	of	Nursing	
implications,	common	myths	about	 the	use	of	social	media	
and	suggestions	to	avoid	problems.	The	committee	reviewed	
the	ANA	Statement	on	social	media	guidelines	and	suggested	
collaboration.	They	are	talking	about	a	YouTube	video	and	a	
brochure	 for	distribution.	ANA\C	has	posted	 this	 report	 on	
our	webpage	at	www.anacalifornia.org.

NCLeX exam international
Contractors Annual report

The	NCLEX	RN	examination	pool	 contains	 1472	 items	
and	 NCLEX	 PN	 pool	 contains	 1239	 items.	 The	 NCSBN	
approved	 the	 NCLEX	 RN	 cut	 score	 to	 be	 raised	 from	
-.21	 logis	 to	 -0.16	 logits.	A	new	NCLEX	RN	 test	plan	was	
approved.	 There	 has	 been	 no	 noticeable	 change	 in	 the	
passing	rate	with	this	increase.	During	the	year	2010	197,776	
NCLEX	RN	Examination	candidates	were	tested.	This is a 
decrease of 2009 with 202,029 tested.	There	were	140,887	
first	 time	US	educated	candidates.	The	overall	passing	rate	
was	 74.2	 percent	 with	 the	 passing	 rate	 for	 first	 time	 US	
educated	 candidates	 being	 87.4%.	 About	 50%	 ended	 the	
examination	after	75	questions,	with	14.4	percent	taking	the	
full	 time	to	take	the	examination.	The	average	time	to	take	
the	examination	was	2.5	hours.

There	 are	 18	 contracts	 to	 take	 the	 examination	
internationally	 including	 Australia,	 Canada,	 Hong	 Kong,	
India,	 Japan,	Mexcio,	 the	Philippines,	Puerto	Rico,	Taiwan	
and	 the	United	Kingdom	 for	 a	 total	 of	 236	 test	 centers.	 In	
California	 5448	 international	 applicants	 (total	 International	
candidates	 9911)	 took	 the	 examination	 with	 4568	 of	 these	
being	in	the	Philippines.	The	United	Kingdom	is	second	with	
246	and	then	Hong	Kong	with	160.	The	state	with	the	next	
highest	 number	 of	 foreign	 examination	 takers	 is	 Vermont	
with	1539	(the	majority	from	the	Philippines)	and	then	New	
York	with	1340	with	the	largest	number	from	Japan	(415).

Nursing education Committee report
There	 were	 a	 number	 of	 forums	 on	 the	 issue	 of	 state	

Boards	 of	 Nursing	 doing	 school	 reviews	 and	 mandating	
a	 nursing	 accreditation.	 The	 full	 report	 is	 available	 on	 the	
ANA\C	 website	 at	 www.anacalifornia.org.	 The	 Education	
Committee	 held	 a	 conference	 call	 with	 the	 two	 national	
nursing	accrediting	associations	(National	League	for	Nursing	
Accrediting	Commission	 and	 the	Commission	on	Collegiate	
Nursing	Education)	to	clarify	questions	about	the	accreditation	
process.	A	conference	call	was	held	with	the	NCSBN	Board	of	
Nursing’s	consultants	to	discuss	joint	reviews.	A	report	entitled	
the	 “Preferred	 Future	 for	 Prelicensure	 Nursing	 Program	
Approval”	 is	 on	 the	NCSBN	website.	 The	NCSBN	believes	
all	nursing	programs	should	be	nationally	accredited.	As	you	
know,	this	has	been	an	issue	with	the	California	BRN.

San Gorgonio Memorial Hospital, a 77-bed, 
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Attachment C

White Paper: A Nurse’s Guide to the Use of Social Media
introduction

The	 use	 of	 social	 media	 and	 other	 electronic	
communication	 is	 increasing	 exponentially	 with	
growing	 numbers	 of	 social	 media	 outlets,	 platforms	 and	
applications,	including	blogs,	social	networking	sites,	video	
sites,	 and	 online	 chat	 rooms	 and	 forums.	 Nurses	 often	
use	 electronic	 media	 both	 personally	 and	 professionally.	
Instances	 of	 inappropriate	 use	 of	 electronic	 media	 by	
nurses	 have	 been	 reported	 to	 boards	 of	 nursing	 (BONs)	
and,	 in	some	cases,	 reported	 in	nursing	 literature	and	 the	
media.	This	document	 is	 intended	 to	provide	guidance	 to	
nurses	using	electronic	media	 in	a	manner	 that	maintains	
patient	privacy	and	confidentiality.

Social	 media	 can	 benefit	 health	 care	 in	 a	 variety	
of	 ways,	 including	 fostering	 professional	 connections,	
promoting	timely	communication	with	patients	and	family	
members,	 and	 educating	 and	 informing	 consumers	 and	
health	care	professionals.

Nurses	 are	 increasingly	 using	 blogs,	 forums	 and	
social	 networking	 sites	 to	 share	 workplace	 experiences	
particularly	 events	 that	 have	 been	 challenging	 or	
emotionally	 charged.	 These	 outlets	 provide	 a	 venue	 for	
the	nurse	to	express	his	or	her	feelings,	and	reflect	or	seek	
support	from	friends,	colleagues,	peers	or	virtually	anyone	
on	 the	 Internet.	 Journaling	 and	 reflective	 practice	 have	
been	 identified	as	 effective	 tools	 in	nursing	practice.	The	
Internet	provides	an	alternative	media	for	nurses	to	engage	
in	 these	 helpful	 activities.	 Without	 a	 sense	 of	 caution,	
however,	these	understandable	needs	and	potential	benefits	
may	 result	 in	 the	 nurse	 disclosing	 too	much	 information	
and	violating	patient	privacy	and	confidentiality.

Health	 care	 organizations	 that	 utilize	 electronic	 and	
social	 media	 typically	 have	 policies	 governing	 employee	
use	of	 such	media	 in	 the	workplace.	Components	of	 such	
policies	often	address	personal	use	of	employer	computers	
and	 equipment,	 and	 personal	 computing	 during	 work	
hours.	The	policies	may	address	types	of	websites	that	may	
or	may	not	be	accessed	from	employer	computers.	Health	
care	organizations	also	maintain	careful	control	of	websites	
maintained	by	or	associated	with	the	organization,	limiting	
what	may	be	posted	to	the	site	and	by	whom.

The	 employer’s	 policies,	 however,	 typically	 do	 not	
address	 the	 nurse’s	 use	 of	 social	 media	 outside	 of	 the	
workplace.	 It	 is	 in	 this	 context	 that	 the	 nurse	 may	 face	
potentially	 serious	 consequences	 for	 inappropriate	 use	 of	
social	media.

Confidentiality and Privacy
To	 understand	 the	 limits	 of	 appropriate	 use	 of	 social	

media,	 it	 is	 important	 to	 have	 an	 understanding	 of	
confidentiality	 and	 privacy	 in	 the	 health	 care	 context.	
Confidentiality	 and	 privacy	 are	 related,	 but	 distinct	
concepts.	 Any	 patient	 information	 learned	 by	 the	 nurse	
during	 the	 course	 of	 treatment	 must	 be	 safeguarded	 by	
that	 nurse.	 Such	 information	 may	 only	 be	 disclosed	 to	
other	 members	 of	 the	 health	 care	 team	 for	 health	 care	
purposes.	Confidential	 information	should	be	shared	only	
with	the	patient’s	informed	consent,	when	legally	required	
or	 where	 failure	 to	 disclose	 the	 information	 could	 result	
in	significant	harm.	Beyond	these	very	limited	exceptions	
the	 nurse’s	 obligation	 to	 safeguard	 such	 confidential	
information	is	universal.

Privacy	relates	 to	 the	patient’s	expectation	and	right	 to	
be	treated	with	dignity	and	respect.	Effective	nurse-patient	
relationships	 are	 built	 on	 trust.	 The	 patient	 needs	 to	 be	
confident	 that	 their	 most	 personal	 information	 and	 their	
basic	dignity	will	be	protected	by	 the	nurse.	Patients	will	
be	hesitant	 to	disclose	personal	 information	if	 they	fear	 it	
will	be	disseminated	beyond	 those	who	have	a	 legitimate	
“need	to	know.”	Any	breach	of	this	trust,	even	inadvertent,	
damages	 the	 particular	 nurse-patient	 relationship	 and	 the	
general	trustworthiness	of	the	profession	of	nursing.

Federal	 law	 reinforces	 and	 further	 defines	
privacy	 through	 the	 Health	 Insurance	 Portability	 and	
Accountability	 Act	 (HIPAA).	 HIPAA	 regulations	 are	
intended	to	protect	patient	privacy	by	defining	individually	
identifiable	 information	 and	 establishing	 how	 this	
information	 may	 be	 used,	 by	 whom	 and	 under	 what	
circumstances.	 The	 definition	 of	 individually	 identifiable	
information	 includes	 any	 information	 that	 relates	 to	 the	
past,	 present	 or	 future	 physical	 or	 mental	 health	 of	 an	
individual,	 or	 provides	 enough	 information	 that	 leads	
someone	 to	 believe	 the	 information	 could	 be	 used	 to	
identify	an	individual.

Breaches	 of	 patient	 confidentiality	 or	 privacy	 can	 be	
intentional	 or	 inadvertent	 and	 can	 occur	 in	 a	 variety	 of	
ways.	 Nurses	may	 breach	 confidentiality	 or	 privacy	with	
information	 he	 or	 she	 posts	 via	 social	 media.	 Examples	
may	include	comments	on	social	networking	sites	in	which	
a	patient	is	described	with	sufficient	detail	to	be	identified,	
referring	to	patients	in	a	degrading	or	demeaning	manner,	

or	posting	video	or	photos	of	patients.	Additional	examples	
are	included	at	the	end	of	this	document.

Possible Consequences
Potential	 consequences	 for	 inappropriate	 use	 of	 social	

and	electronic	media	by	a	nurse	are	varied.	The	potential	
consequences	will	depend,	in	part,	on	the	particular	nature	
of	the	nurse’s	conduct.

boN implications
Instances	 of	 inappropriate	 use	 of	 social	 and	 electronic	

media	 may	 be	 reported	 to	 the	 BON.	 The	 laws	 outlining	
the	 basis	 for	 disciplinary	 action	 by	 a	BON	vary	 between	
jurisidictions.	 Depending	 on	 the	 laws	 of	 a	 jurisdiction,	 a	
BON	may	 investigate	 reports	of	 inappropriate	disclosures	
on	social	media	by	a	nurse	on	the	grounds	of:
	 Unprofessional	conduct;
	 Unethical	conduct;
	 Moral	turpitude;
	 Mismanagement	of	patient	records;
	 Revealing	a	privileged	communication;	and
	 Breach	of	confidentiality
If	 the	 allegations	 are	 found	 to	 be	 true,	 the	 nurse	may	

face	disciplinary	action	by	the	BON,	including	a	reprimand	
or	 sanction,	 assessment	of	 a	monetary	 fine,	or	 temporary	
or	permanent	loss	of	licensure.

A	 2010	 survey	 of	 BONs	 conducted	 by	 NCSBN	
indicated	an	overwhelming	majority	of	 responding	BONs	
(33	 of	 the	 46	 respondents)	 reported	 receiving	 complaints	
of	 nurses	 who	 have	 violated	 patient	 privacy	 by	 posting	
photos	or	information	about	patients	on	social	networking	
sites.	The	majority	(26	of	the	33)	of	BONs	reported	taking	
disciplinary	 actions	 based	 on	 these	 complaints.	 Actions	
taken	by	the	BONs	included	censure	of	the	nurse,	issuing	a	
letter	of	concern,	placing	conditions	on	the	nurse’s	license	
or	suspension	of	the	nurse’s	license.

other Consequences
Improper	 use	 of	 social	 media	 by	 nurses	 may	 violate	

state	and	federal	laws	established	to	protect	patient	privacy	
and	confidentiality.	Such	violations	may	result	in	both	civil	
and	 criminal	 penalties,	 including	 fines	 and	 possible	 jail	
time.	A	nurse	may	face	personal	 liability.	The	nurse	may	
be	 individually	 sued	 for	 defamation,	 invasion	 of	 privacy	
or	 harassment.	Particularly	 flagrant	misconduct	 on	 social	
media	 websites	 may	 also	 raise	 liability	 under	 state	 or	
federal	regulations	focused	on	preventing	patient	abuse	or	
exploitation.

If	 the	 nurse’s	 conduct	 violates	 the	 policies	 of	 the	
employer,	 the	 nurse	may	 face	 employment	 consequences,	
including	 termination.	 Additionally,	 the	 actions	 of	 the	
nurse	 may	 damage	 the	 reputation	 of	 the	 health	 care	
organization,	 or	 subject	 the	 organization	 to	 a	 law	 suit	 or	
regulatory	consequences.

Another	 concern	 with	 the	 misuse	 of	 social	 media	 is	
its	 effect	 on	 team-based	 patient	 care.	 Online	 comments	
by	 a	 nurse	 regarding	 co-workers,	 even	 if	 posted	 from	
home	 during	 nonwork	 hours,	 may	 constitute	 as	 lateral	
violence.	 Lateral	 violence	 is	 receiving	 greater	 attention	
as	more	 is	 learned	about	 its	 impact	 on	patient	 safety	 and	
quality	 clinical	 outcomes.	 Lateral	 violence	 includes	
disruptive	 behaviors	 of	 intimidation	 and	 bullying,	
which	may	 be	 perpetuated	 in	 person	 or	 via	 the	 Internet,	
sometimes	 referred	 to	 as	 “cyber	 bullying.”	 Such	 activity	
is	cause	for	concern	for	current	and	future	employers	and	
regulators	 because	 of	 the	 patient-safety	 ramifications.	
The	 line	 between	 speech	 protected	 by	 labor	 laws,	 the	
First	 Amendment	 and	 the	 ability	 of	 an	 employer	 to	
impose	expectations	on	employees	outside	of	work	is	still	
being	 determined.	 Nonetheless,	 such	 comments	 can	 be	
detrimental	 to	 a	 cohesive	 health	 care	 delivery	 team	 and	
may	result	in	sanctions	against	the	nurse.

Common myths and misunderstandings
of social media

While	 instances	 of	 intentional	 or	 malicious	 misuse	
of	 social	 media	 have	 occurred,	 in	 most	 cases,	 the	
inappropriate	 disclosure	 or	 posting	 is	 unintentional.	 A	
number	of	factors	may	contribute	to	a	nurse	inadvertently	
violating	 patient	 privacy	 and	 confidentiality	 while	 using	
social	media.	These	may	include:

	 A	mistaken	belief	that	the	communication	or	post	is	
private	and	accessible	only	to	the	intended	recipient.	
The	nurse	may	 fail	 to	 recognize	 that	 content	once	
posted	 or	 sent	 can	 be	 disseminated	 to	 others.	 In	
fact,	 the	 terms	 of	 using	 a	 social	 media	 site	 may	
include	an	extremely	broad	waiver	of	rights	to	limit	
use	 of	 content.1	 The	 solitary	 use	 of	 the	 Internet,	
even	while	posting	to	a	social	media	site,	can	create	
an	illusion	of	privacy.

	 A	mistaken	belief	that	content	that	has	been	deleted	
from	a	site	is	no	longer	accessible.

	 A	 mistaken	 belief	 that	 it	 is	 harmless	 if	 private	
information	 about	 patients	 is	 disclosed	 if	 the	
communication	 is	 accessed	 only	 by	 the	 intended	
recipient.	This	is	still	a	breach	of	confidentiality.

	 A	 mistaken	 belief	 that	 it	 is	 acceptable	 to	 discuss	
or	 refer	 to	 patients	 if	 they	 are	 not	 identified	 by	
name,	but	referred	to	by	a	nickname,	room	number,	
diagnosis	 or	 condition.	 This	 too	 is	 a	 breach	 of	
confidentiality	 and	 demonstrates	 disrespect	 for	
patient	privacy.

	 Confusion	 between	 a	 patient’s	 right	 to	 disclose	
personal	 information	 about	 himself/herself	 (or	
a	 health	 care	 organization’s	 right	 to	 disclose	
otherwise	 protected	 information	 with	 a	 patient’s	
consent)	 and	 the	 need	 for	 health	 care	 providers	 to	
refrain	from	disclosing	patient	information	without	
a	care-related	need	for	the	disclosure.

	 The	 ease	 of	 posting	 and	 commonplace	 nature	
of	 sharing	 information	 via	 social	 media	 may	
appear	 to	blur	 the	line	between	one’s	personal	and	
professional	 lives.	 The	 quick,	 easy	 and	 efficient	
technology	 enabling	 use	 of	 social	 media	 reduces	
the	 amount	 of	 time	 it	 takes	 to	 post	 content	 and	
simultaneously,	 the	 time	 to	 consider	 whether	
the	 post	 is	 appropriate	 and	 the	 ramifications	 of	
inappropriate	content.

How to Avoid Problems
It	 is	 important	 to	 recognize	 that	 instances	 of	

inappropriate	 use	 of	 social	 media	 can	 and	 do	 occur,	 but	
with	awareness	and	caution,	nurses	can	avoid	inadvertently	
disclosing	 confidential	 or	 private	 information	 about	
patients.

The	following	guidelines	are	intended	to	minimize	the	
risks	of	using	social	media:
	 First	and	foremost,	nurses	must	recognize	that	they	

have	 an	 ethical	 and	 legal	 obligation	 to	 maintain	
patient	privacy	and	confidentiality	at	all	times.

	 Nurses	 are	 strictly	 prohibited	 from	 transmitting	
by	 way	 of	 any	 electronic	 media	 any	 patient-
related	 image.	 In	 addition,	 nurses	 are	 restricted	
from	 transmitting	 any	 information	 that	 may	 be	
reasonably	 anticipated	 to	 violate	 patient	 rights	 to	
confidentiality	or	privacy,	or	otherwise	degrade	or	
embarrass	the	patient.

	 Do	 not	 share,	 post	 or	 otherwise	 disseminate	 any	
information,	 including	 images,	 about	 a	 patient	 or	
information	gained	in	the	nurse-patient	relationship	
with	 anyone	 unless	 there	 is	 a	 patient	 care	 related	
need	 to	 disclose	 the	 information	 or	 other	 legal	
obligation	to	do	so.

	 Do	not	identify	patients	by	name	or	post	or	publish	
information	that	may	lead	to	the	identification	of	a	
patient.	Limiting	access	to	postings	through	privacy	
settings	is	not	sufficient	to	ensure	privacy.

	 Do	 not	 refer	 to	 patients	 in	 a	 disparaging	manner,	
even	if	the	patient	is	not	identified.

	 Do	not	take	photos	or	videos	of	patients	on	personal	
devices,	 including	 cell	 phones.	 Follow	 employer	
policies	for	taking	photographs	or	video	of	patients	
for	 treatment	 or	 other	 legitimate	 purposes	 using	
employer-provided	devices.

	 Maintain	 professional	 boundaries	 in	 the	 use	 of	
electronic	media.	Like	 in-person	 relationships,	 the	
nurse	has	 the	obligation	 to	establish,	communicate	
and	 enforce	 professional	 boundaries	 with	 patients	
in	 the	 online	 environment.	 Use	 caution	 when	
having	online	social	contact	with	patients	or	former	
patients.	 Online	 contact	 with	 patients	 or	 former	
patients	blurs	the	distinction	between	a	professional	
and	 personal	 relationship.	 The	 fact	 that	 a	 patient	
may	initiate	contact	with	the	nurse	does	not	permit	
the	nurse	to	engage	in	a	personal	relationship	with	
the	patient.

	 Consult	employer	policies	or	an	appropriate	 leader	
within	 the	 organization	 for	 guidance	 regarding	
work	related	postings.

	 Promptly	 report	 any	 identified	 breach	 of	
confidentiality	or	privacy.

	 Be	 aware	 of	 and	 comply	 with	 employer	 policies	
regarding	 use	 of	 employer-owned	 computers,	
cameras	 and	 other	 electronic	 devices	 and	 use	 of	
personal	devices	in	the	work	place.

1	One	such	waiver	states,	“By	posting	user	content	to	any	part	of	the	site,	you	automatically	
grant	 the	company	an	irrevocable,	perpetual,	nonexclusive	transferable,	fully	paid,	worldwide	
license	to	use,	copy,	publicly	perform,	publicly	display,	reformat,	translate,	excerpt	(in	hole	or	
in	part),	distribute	such	user	content	for	any	purpose.”	Privacy	Commission	of	Canada.	(2007,	
November	 7).	 Privacy	 and	 social	 networks	 (Video	 file).	 Retrieved	 from	 http://www.youtube.
com/watch?v=X7gWEgHeXcA.
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	 Do	not	make	disparaging	remarks	about	employers	
or	co-workers.	Do	not	make	threatening,	harassing,	
profane,	 obscene,	 sexually	 explicit,	 racially	
derogatory,	 homophobic	 or	 other	 offensive	
comments.

	 Do	not	post	content	or	otherwise	speak	on	behalf	of	
the	employer	unless	authorized	to	do	so	and	follow	
all	applicable	policies	of	the	employer.

Conclusion
Social	 and	 electronic	 media	 possess	 tremendous	

potential	 for	 strengthening	 personal	 relationships	 and	
providing	valuable	 information	 to	 health	 care	 consumers.	
Nurses	 need	 to	 be	 aware	 of	 the	 potential	 ramifications	
of	 disclosing	 patient-related	 information	 via	 social	
media.	 Nurses	 should	 be	 mindful	 of	 employer	 policies,	
relevant	state	and	federal	laws,	and	professional	standards	
regarding	 patient	 privacy	 and	 confidentiality	 and	 its	
application	 to	 social	 and	 electronic	 media.	 By	 being	
careful	 and	 conscientious,	 nurses	may	 enjoy	 the	 personal	
and	 professional	 benefits	 of	 social	 and	 electronic	 media	
without	violating	patient	privacy	and	confidentiality.

illustrative Cases
The	following	cases,	based	on	events	reported	to	BONs,	

depict	 inappropriate	 uses	 of	 social	 and	 electronic	media.	
The	outcomes	will	vary	from	jurisdiction	to	jurisdiction.

sCeNArio 1
Bob,	 a	 licensed	 practical/vocational	 (LPN/VN)	 nurse	

with	20	years	of	 experience	used	his	personal	 cell	 phone	
to	 take	 photos	 of	 a	 resident	 in	 the	 group	 home	where	 he	
worked.	Prior	to	taking	the	photo,	Bob	asked	the	resident’s	
brother	if	it	was	okay	for	him	to	take	the	photo.	The	brother	
agreed.	The	resident	was	unable	to	give	consent	due	to	her	
mental	 and	 physical	 condition.	 That	 evening,	 Bob	 saw	
a	 former	 employee	 of	 the	 group	 home	 at	 a	 local	 bar	 and	
showed	 him	 the	 photo.	 Bob	 also	 discussed	 the	 resident’s	
condition	with	 the	 former	coworker.	The	administrator	of	
the	 group	 home	 learned	 of	 Bob’s	 actions	 and	 terminated	
his	employment.	The	matter	was	also	reported	to	the	BON.	
Bob	 told	 the	 BON	 he	 thought	 it	 was	 acceptable	 for	 him	
to	 take	 the	 resident’s	 photo	 because	 he	 had	 the	 consent	
of	 a	 family	 member.	 He	 also	 thought	 it	 was	 acceptable	
for	 him	 to	 discuss	 the	 resident’s	 condition	 because	 the	
former	 employee	 was	 now	 employed	 at	 another	 facility	
within	 the	 company	 and	 had	 worked	 with	 the	 resident.	
The	nurse	acknowledged	he	had	no	legitimate	purpose	for	
taking	 or	 showing	 the	 photo	 or	 discussing	 the	 resident’s	
condition.	The	BON	imposed	disciplinary	action	on	Bob’s	
license	requiring	him	to	complete	continuing	education	on	
patient	privacy	and	confidentiality,	ethics	and	professional	
boundaries.

This	case	demonstrates	the	need	to	obtain	valid	consent	
before	 taking	 photographs	 of	 patients;	 the	 impropriety	 of	
using	a	personal	device	to	take	a	patient’s	photo;	and	that	
confidential	information	should	not	be	disclosed	to	persons	
no	longer	involved	in	the	care	of	a	patient.

sCeNArio 2
Sally,	a	nurse	employed	at	a	large	long-term	care	facility	

arrived	at	work	one	morning	and	found	a	strange	email	on	
her	laptop.	She	could	not	tell	the	source	of	the	email,	only	
that	it	was	sent	during	the	previous	nightshift.	Attached	to	
the	 email	was	 a	 photo	of	what	 appeared	 to	 be	 an	 elderly	
female	wearing	a	gown	with	an	exposed	backside	bending	
over	 near	 her	 bed.	 Sally	 asked	 the	 other	 dayshift	 staff	
about	 the	 email/photo	 and	 some	 confirmed	 they	 had	
received	the	same	photo	on	their	office	computers.	Nobody	
knew	anything	about	the	source	of	the	email	or	the	identity	
of	 the	 woman,	 although	 the	 background	 appeared	 to	 be	
a	 resident’s	 room	 at	 the	 facility.	 In	 an	 effort	 to	 find	 out	
whether	 any	 of	 the	 staff	 knew	 anything	 about	 the	 email,	
Sally	 forwarded	 it	 to	 the	 computers	 and	 cell	 phones	 of	
several	 staff	members	who	 said	 they	 had	 not	 received	 it.	
Some	staff	discussed	the	photo	with	an	air	of	concern,	but	
others	 were	 laughing	 about	 it	 as	 they	 found	 it	 amusing.	
Somebody	on	staff	started	an	office	betting	pool	to	guess	
the	 identity	 of	 the	 resident.	 At	 least	 one	 staff	 member	
posted	the	photo	on	her	blog.

Although	 no	 staff	member	 had	 bothered	 to	 bring	 it	 to	
the	 attention	 of	 a	 supervisor,	 by	 midday,	 the	 director	 of	
nursing	 and	 facility	 management	 had	 become	 aware	 of	
the	 photo	 and	 began	 an	 investigation	 as	 they	 were	 very	
concerned	about	the	patient’s	rights.	The	local	media	also	
became	 aware	 of	 the	 matter	 and	 law	 enforcement	 was	
called	 to	 investigate	whether	any	crimes	 involving	sexual	
exploitation	had	been	committed.

While	 the	 county	 prosecutor,	 after	 reviewing	 the	
police	report,	declined	to	prosecute,	the	story	was	heavily	
covered	by	local	media	and	even	made	the	national	news.	
The	 facility’s	 management	 placed	 several	 staff	 members	
on	 administrative	 leave	while	 they	 looked	 into	 violations	
of	facility	rules	 that	emphasize	patient	rights,	dignity	and	
protection.	Management	 reported	 the	matter	 to	 the	BON,	
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or	 federal	 regulations	 against	 “exploitation	 of	 vulnerable	
adults”	were	violated.	Although	the	originator	of	the	photo	
was	 never	 discovered,	 nursing	 staff	 also	 faced	 potential	
liability	 for	 their	 willingness	 to	 electronically	 share	 the	
photo	within	and	outside	the	facility,	thus	exacerbating	the	
patient	privacy	violations,	while	at	 the	 same	 time,	 failing	
to	 bring	 it	 to	management’s	 attention	 in	 accordance	with	
facility	 policies	 and	 procedures.	The	 patient	 in	 the	 photo	
was	ultimately	identified	and	her	family	threatened	to	sue	
the	facility	and	all	the	staff	involved.	The	BON’s	complaint	
is	pending	and	this	matter	was	referred	to	the	agency	that	
oversees	long-term	care	agencies.

This	 scenario	 shows	 how	 important	 it	 is	 for	 nurses	 to	
carefully	 consider	 their	 actions.	 The	 nurses	 had	 a	 duty	
to	 immediately	 report	 the	 incident	 to	 their	 supervisor	 to	
protect	 patient	 privacy	 and	 maintain	 professionalism.	
Instead,	 the	 situation	 escalated	 to	 involving	 the	 BON,	
the	county	prosecutor	and	even	 the	national	media.	Since	
the	 patient	 was	 ultimately	 identified,	 the	 family	 was	
embarrassed	 and	 the	 organization	 faced	 possible	 legal	
consequences.	 The	 organization	 was	 also	 embarrassed	
because	of	the	national	media	focus.

sCeNArio 3
A	20-year-old	junior	nursing	student,	Emily,	was	excited	

to	be	in	her	pediatrics	rotation.	She	had	always	wanted	to	
be	a	pediatric	nurse.	Emily	was	caring	for	Tommy,	a	three-
year-old	 patient	 in	 a	 major	 academic	 medical	 center’s	
pediatric	 unit.	 Tommy	 was	 receiving	 chemotherapy	 for	
leukemia.	He	was	a	happy	little	guy	who	was	doing	quite	
well	 and	 Emily	 enjoyed	 caring	 for	 him.	 Emily	 knew	 he	
would	likely	be	going	home	soon,	so	when	his	mom	went	
to	 the	 cafeteria	 for	 a	 cup	 of	 coffee,	 Emily	 asked	 him	 if	
he	minded	if	she	took	his	picture.	Tommy,	a	little	“ham,”	
consented	 immediately.	 Emily	 took	 his	 picture	 with	 her	
cell	phone	as	she	wheeled	him	into	his	room	because	she	
wanted	to	remember	his	room	number.

When	 Emily	 got	 home	 that	 day,	 she	 excitedly	 posted	
Tommy’s	photo	on	her	Facebook	page	so	her	fellow	nursing	
students	could	see	how	lucky	she	was	to	be	caring	for	such	
a	cute	little	patient.	Along	with	the	photo,	she	commented,	
“This	 is	 my	 3-year-old	 leukemia	 patient	 who	 is	 bravely	
receiving	 chemotherapy.	 I	 watched	 the	 nurse	 administer	
his	chemotherapy	 today	and	 it	made	me	so	proud	 to	be	a	
nurse.”	 In	 the	photo,	Room	324	of	 the	pediatric	unit	was	
easily	visible.

Three	 days	 later,	 the	 dean	 of	 the	 nursing	 program	
called	Emily	into	her	office.	A	nurse	from	the	hospital	was	
browsing	Facebook	 and	 found	 the	photo	Emily	posted	of	
Tommy.	She	reported	it	to	hospital	officials	who	promptly	
called	 the	 nursing	 program.	While	 Emily	 never	 intended	
to	 breach	 the	 patient’s	 confidentiality,	 it	 didn’t	 matter.	
Not	 only	was	 the	 patient’s	 privacy	 compromised,	 but	 the	
hospital	 faced	 a	 HIPAA	 violation.	 People	 were	 able	 to	
identify	 Tommy	 as	 a	 “cancer	 patient,”	 and	 the	 hospital	
was	 identified	as	well.	The	nursing	program	had	a	policy	
about	 breaching	 patient	 confidentiality	 and	 HIPAA	
violations.	 Following	 a	 hearing	 with	 the	 student,	 school	
officials	 and	 the	 student’s	 professor,	 Emily	 was	 expelled	
from	the	program.	The	nursing	program	was	barred	from	
using	the	pediatric	unit	for	their	students,	which	was	very	
problematic	because	 clinical	 sites	 for	 acute	pediatrics	 are	
difficult	 to	 find.	 The	 hospital	 contacted	 federal	 officials	
about	 the	 HIPAA	 violation	 and	 began	 to	 institute	 more	
strict	policies	about	use	of	cell	phones	at	the	hospital.

This	scenario	highlights	several	points.	First	of	all,	even	
if	 the	 student	 had	 deleted	 the	 photo,	 it	 is	 still	 available.	
Therefore,	it	would	still	be	discoverable	in	a	court	of	law.	
Anything	that	exists	on	a	server	is	there	forever	and	could	
be	resurrected	later,	even	after	deletion.	Further,	someone	
can	 access	Facebook,	 take	 a	 screen	 shot	 and	post	 it	 on	 a	
public	website.

Secondly,	 this	 scenario	 elucidates	 confidentiality	 and	
privacy	 breaches,	 which	 not	 only	 violate	 HIPAA	 and	
the	nurse	practice	act	 in	 that	 state,	but	also	could	put	 the	
student,	hospital	and	nursing	program	at	risk	for	a	lawsuit.	
It	 is	 clear	 in	 this	 situation	 that	 the	 student	 was	 well-
intended,	 and	 yet	 the	 post	 was	 still	 inappropriate.	While	
the	patient	was	not	identified	by	name,	he	and	the	hospital	
were	still	readily	identifiable.

sCeNArio 4
A	BON	received	a	complaint	 that	a	nurse	had	blogged	

on	 a	 local	 newspaper’s	 online	 chat	 room.	 The	 complaint	
noted	that	the	nurse	bragged	about	taking	care	of	her	“little	
handicapper.”	 Because	 they	 lived	 in	 a	 small	 town,	 the	
complainant	could	identify	 the	nurse	and	the	patient.	The	
complainant	 stated	 that	 the	 nurse	 was	 violating	 “privacy	
laws”	 of	 the	 child	 and	 his	 family.	 It	was	 also	 discovered	
that	there	appeared	to	be	debate	between	the	complainant	
and	the	nurse	on	the	blog	over	local	issues.	These	debates	
and	 disagreements	 resulted	 in	 the	 other	 blogger	 filing	 a	
complaint	about	the	nurse.

A	 check	 of	 the	 newspaper	 website	 confirmed	 that	
the	 nurse	 appeared	 to	 write	 affectionately	 about	 the	
handicapped	child	for	whom	she	provided	care.	In	addition	

to	making	notes	about	her	“little	handicapper,”	there	were	
comments	 about	 a	 wheelchair	 and	 the	 child’s	 age.	 The	
comments	were	not	meant	to	be	offensive,	but	did	provide	
personal	 information	 about	 the	 patient.	 There	 was	 no	
specific	 identifying	 information	 found	 on	 the	 blog	 about	
the	 patient,	 but	 if	 you	 knew	 the	 nurse,	 the	 patient	 or	 the	
patient’s	 family,	 it	would	be	possible	 to	 identify	who	was	
being	discussed.

The	 board	 investigator	 contacted	 the	 nurse	 about	 the	
issue.	The	nurse	admitted	she	is	a	frequent	blogger	on	the	
local	newspaper	site;	she	explained	that	she	does	not	have	a	
television	and	blogging	is	what	she	does	for	entertainment.	
The	 investigator	 discussed	 that	 as	 a	 nurse,	 she	 must	 be	
careful	not	to	provide	any	information	about	her	home	care	
patients	in	a	public	forum.

The	BON	could	have	 taken	disciplinary	 action	 for	 the	
nurse	 failing	 to	 maintain	 the	 confidentiality	 of	 patient	
information.	 The	 BON	 decided	 a	warning	was	 sufficient	
and	 sent	 the	 nurse	 a	 letter	 advising	 her	 that	 further	
evidence	 of	 the	 release	 of	 personal	 information	 about	
patients	will	result	in	disciplinary	action.

This	scenario	 illustrates	 that	nurses	need	 to	be	careful	
not	to	mention	work	issues	in	their	private	use	of	websites,	
including	 posting	 on	 blogs,	 discussion	 boards,	 etc.	 The	
site	used	by	the	nurse	was	not	specifically	associated	with	
her	 like	 a	 personal	 blog	 is;	 nonetheless	 the	 nurse	 posted	
sufficient	information	to	identify	herself	and	the	patient.

sCeNArio 5
Nursing	 students	 at	 a	 local	 college	 had	 organized	

a	 group	 on	 Facebook	 that	 allowed	 the	 student	 nurses’	
association	 to	 post	 announcements	 and	 where	 students	
could	 frequently	 blog,	 sharing	 day-to-day	 study	 tips	 and	
arranging	 study	 groups.	 A	 student-related	 clinical	 error	
occurred	in	a	local	facility	and	the	student	was	dismissed	
from	 clinical	 for	 the	 day	 pending	 an	 evaluation	 of	 the	
error.	That	 evening,	 the	 students	blogged	about	 the	 error,	
perceived	 fairness	 and	 unfairness	 of	 the	 discipline,	 and	
projected	 the	 student’s	 future.	 The	 clinical	 error	 was	
described,	and	since	the	college	only	utilized	two	facilities	
for	 clinical	 experiences,	 it	was	 easy	 to	 discern	where	 the	
error	took	place.	The	page	and	blog	could	be	accessed	by	
friends	of	the	students,	as	well	as	the	general	public.

The	 students	 in	 this	 scenario	 could	 face	 possible	
expulsion	 and	 discipline.	 These	 blogs	 can	 be	 accessed	
by	 the	 public	 and	 the	 patient	 could	 be	 identified	 because	
this	is	a	small	community.	It	is	a	myth	that	it	can	only	be	
accessed	by	 that	 small	group,	 and	as	 in	Scenario	3,	once	
posted,	 the	 information	 is	 available	 forever.	Additionally,	
information	can	be	quickly	spread	 to	a	wide	audience,	so	
someone	 could	 have	 taken	 a	 screen	 shot	 of	 the	 situation	
and	 posted	 it	 on	 a	 public	 site.	 This	 is	 a	 violation	 of	
employee/university	policies.

sCeNArio 6
Chris	 Smith,	 the	 brother	 of	 nursing	 home	 resident	

Edward	Smith,	 submitted	 a	 complaint	 to	 the	BON.	Chris	
was	at	a	party	when	his	friend,	John,	picked	up	his	wife’s	
phone	 to	 read	 her	 a	 text	 message.	 The	 message	 noted	
that	 she	 was	 to	 “get	 a	 drug	 screen	 for	 resident	 Edward	
Smith.”	 The	 people	 at	 the	 party	 who	 heard	 the	 orders	
were	 immediately	 aware	 that	 Edward	 Smith	 was	 the	
quadriplegic	brother	of	Chris.	Chris	did	not	want	to	get	the	
nurse	in	trouble,	but	was	angered	that	personal	information	
about	 his	 brother’s	 medical	 information	 was	 released	 in	
front	of	others.

The	BON	opened	an	investigation	and	learned	that	the	
physician	 had	 been	 texting	 orders	 to	 the	 personal	 phone	
number	 of	 nurses	 at	 the	 nursing	 home.	 This	 saved	 time	
because	 the	 nurses	would	 get	 the	 orders	 directly	 and	 the	
physician	would	not	have	 to	dictate	orders	by	phone.	The	
use	 of	 cell	 phones	 also	 provided	 the	 ability	 for	 nurses	 to	
get	 orders	 while	 they	 worked	 with	 other	 residents.	 The	
practice	was	widely	known	within	the	facility,	but	was	not	
the	approved	method	of	communicating	orders.

The	 BON	 learned	 that	 on	 the	 night	 of	 the	 party,	 the	
nurse	 had	 left	 the	 facility	 early.	 A	 couple	 hours	 prior	
to	 leaving	 her	 shift	 she	 had	 called	 the	 physician	 for	 new	
orders	 for	 Edward	 Smith.	 She	 passed	 this	 information	
onto	 the	 nurse	 who	 relieved	 her.	 She	 explained	 that	 the	
physician	must	not	have	gotten	a	 text	 from	her	co-worker	
before	he	texted	her	the	orders.

The	 BON	 contacted	 the	 nursing	 home	 and	 spoke	 to	
the	 director	 of	 nursing.	 The	 BON	 indicated	 that	 if	 the	
physician	wanted	 to	 use	 cell	 phones	 to	 text	 orders,	 he	 or	
the	 facility	would	need	 to	provide	a	dedicated	cell	phone	
to	staff.	The	cell	phone	could	remain	in	a	secured,	private	
area	at	the	nursing	home	or	with	the	nurse	during	her	shift.	

The	BON	issued	a	warning	to	the	nurse.	In	addition,	the	
case	information	was	passed	along	to	the	health	board	and	
medical	board	to	follow	up	with	the	facility	and	physician.	

This	scenario	illustrates	the	need	for	nurses	to	question	
practices	 that	 may	 result	 in	 violations	 of	 confidentiality	
and	 privacy.	 Nurse	 managers	 should	 be	 aware	 of	 these	
situations	and	take	steps	to	minimize	such	risks.

A Nurse’s Guide continued on page 14
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sCeNArio 7
Jamie	has	been	a	nurse	for	12	years,	working	in	hospice	

for	 the	 last	 six	 years.	 One	 of	 Jamie’s	 current	 patients,	
Maria,	 maintained	 a	 hospital-sponsored	 communication	
page	to	keep	friends	and	family	updated	on	her	battle	with	
cancer.	 Jamie	 periodically	 read	Maria’s	 postings,	 but	 had	
never	 left	 any	 online	 comments.	 One	 day,	 Maria	 posted	
about	 her	 depression	 and	 difficulty	 finding	 an	 effective	
combination	 of	 medications	 to	 relieve	 her	 pain	 without	
unbearable	 side	 effects.	 Jamie	 knew	 Maria	 had	 been	
struggling	and	wanted	 to	provide	support,	 so	she	wrote	a	
comment	in	response	to	the	post,	stating,	“I	know	the	last	
week	has	been	difficult.	Hopefully	the	new	happy	pill	will	
help,	 along	 with	 the	 increased	 dose	 of	 morphine.	 I	 will	
see	you	on	Wednesday.”	The	 site	 automatically	 listed	 the	
user’s	name	with	each	comment.	The	next	day,	Jamie	was	
shopping	at	the	local	grocery	store	when	a	friend	stopped	
her	 and	 said,	 “I	 didn’t	 know	 you	 were	 taking	 care	 of	
Maria.	 I	 saw	your	message	 to	 her	 on	 the	 communication	
page.	I	can	tell	you	really	care	about	her	and	I	am	glad	she	
has	you.	She’s	an	old	family	friend,	you	know.	We’ve	been	
praying	for	her	but	it	doesn’t	look	like	a	miracle	is	going	to	
happen.	How	long	do	you	 think	she	has	 left?”	Jamie	was	
instantly	 horrified	 to	 realize	 her	 expression	 of	 concern	
on	 the	 webpage	 had	 been	 an	 inappropriate	 disclosure.	
She	 thanked	her	 friend	 for	being	 concerned,	but	 said	 she	
couldn’t	discuss	Maria’s	condition.	She	 immediately	went	
home	 and	 attempted	 to	 remove	 her	 comments,	 but	 that	
wasn’t	 possible.	 Further,	 others	 could	 have	 copied	 and	
pasted	the	comments	elsewhere.

At	her	next	visit	with	Maria,	Jamie	explained	what	had	
happened	and	apologized	 for	her	 actions.	Maria	accepted	
the	 apology,	 but	 asked	 Jamie	 not	 to	 post	 any	 further	
comments.	Jamie	self-reported	to	the	BON	and	is	awaiting	
the	BON’s	decision.

This	 scenario	 emphasizes	 the	 importance	 for	 nurses	
to	 carefully	 consider	 the	 implications	 of	 posting	 any	
information	about	patients	on	any	 type	of	website.	While	
this	 website	 was	 hospital	 sponsored,	 it	 was	 available	 to	
friends	 and	 family.	 In	 some	 contexts	 it	 is	 appropriate	
for	 a	 nurse	 to	 communicate	 empathy	 and	 support	 for	
patients,	but	they	should	be	cautious	not	to	disclose	private	
information,	 such	 as	 types	 of	 medications	 the	 patient	 is	
taking.
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Attachment D

Summary of Social 
Networking Survey to 

Boards of Nursing (BONs)
This	 survey	was	 conducted	 in	November	 2010.	Of	 the	

46	 BONs	 that	 responded,	 33	 have	 received	 complaints	
about	nurses	who	have	violated	patient	privacy	by	posting	
information	about	patients	or	photos	on	social	networking	
sites.	 Of	 these	 33	 BONs,	 26	 have	 disciplined	 nurses	 for	
violating	patient	privacy	in	the	following	ways:
	 Censuring;
	 Letters	of	concern;
	 Voluntary	 action	 (such	 as	 agreeing	 to	 conditions	

on	practice	or	voluntary	suspension)	 to	 resolve	 the	
complaint;	and

	 Informal	discipline	and	education.
The	BONs	indicated	that	they	are	making	decisions	on	

a	case-by-case	basis.
When	 asked	 whether	 BONs	 have	 social	 networking	

guidelines	 in	 place	 for	 protecting	 patient	 privacy,	
most	 do	 not	 (40	 BONs).	 Of	 the	 six	 BONs	 that	 do,	 they	
referred	 to	 their	 general	 guidelines	 on	 protecting	 patient	
confidentiality.

General	comments	included:
	 Need	 for	 social	networking	guidelines/information	

(nine	BONs);	
	 Suggest	 using	 confidentiality/privacy	 regulations	

(four	BONs);	and	
	 Challenges	for	regulators:

	 Difficult	 to	 get	 access	 to	 the	 information	
posted;

	 Sites	ignore	subpoenas;
	 Nurses	don’t	realize	that	the	Internet	is	public;
	 How	 far	 should	 regulation	 go?	 We	 can’t	

regulation	 personal	 lives.	 Need	 to	 let	 nurses	
debrief;

	 Generational	vs.	societal	values	are	clashing;
	 In	 the	 future	 nurses	may	 change	 their	 identity	

so	 the-information	 cannot	 be	 used	 against	
them;	and	

	 We	 should	 focus	 on	 prevention,	 rather	 than	
disciplining	bad	outcomes.
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Help us stay in touch: 
Do you have a new address or e-mail address?

You	 can	 help	American	Nurses	 Association\California	 ‘stay	 in	 touch’	 by	 updating	
your	 contact	 information.	 Call	 ANA\C	 at	 916-447-0225,	 e-mail	 us	 a	 anac@
anacalifornia.org	or	return	this	form	to:

The	‘Nursing Voice’,	c/o	ANA\C
1121	L	Street,	Suite	409,	Sacramento,	CA	95814

ANA\C	Member	Identification	No.	(if	applicable)	

	___________________________________________________________________

Name:	 _____________________________________________________________

New	Address:		_______________________________________________________

	___________________________________________________________________

	___________________________________________________________________

Old	Address:		________________________________________________________

	___________________________________________________________________

	___________________________________________________________________

New	E-mail	Address:		_________________________________________________

*** This is not to update your license information with the board of registered Nursing. 
Go to www.rn.ca.gov

AMERICAN	NURSES	ASSOCIATION	\CALIFORNIA
	AN	AFFILIATE	OF	THE	AMERICAN	NURSES	ASSOCIATION

Membership and Communication

Promoting the highest quality of health care in 
facilities throughout the state of California.

The Licensing & Certification (L&C) Program is recruiting for 
Registered Nurses/Health Facilities 
Evaluator Nurses (HFEN).
Here is your opportunity to influence patient/resident welfare. 

Travel is required (with per diem).  We have 14 district offices/locations:  
Bakersfield Chico Daly City East Bay (Richmond) 
Fresno  Orange Riverside Sacramento  
San Bernardino San Diego North San Diego South San Jose 
Santa Rosa Ventura

If interested or have questions regarding 
available positions, please contact 
Mari Riego at (916) 319-9171 or

Mari.Riego@cdph.ca.gov

**State employment requires passing an 
eligibility examination and a hiring interview**
TAKE THE ON-LINE EXAMINATION NOW AT THE STATE 
PERSONNEL BOARD WEBSITE:  http://jobs.ca.gov/OEC/
apply/apply2.aspx

California Department of

Public Health (CDPH)

We offer:  
•	Flexible	Schedules	 •	Salary ranges from $5620 - $6469 monthly
•	Educational	Opportunities	 •	Stimulating	Work	Environment

Comprehensive Benefits Include:
*11 Paid Holidays *Paid Sick & Vacation/Annual Leave 
*2 Professional Development Days *457/401K Savings Plus Program
*Great Retirement Options *Disability Insurance
*Paid Medical/Dental/Vision

There have been many twists and turns in your
career path. But all along the way, you’ve
envisioned a better professional and personal
destination. Now it’s time to actually experience
your dreams with a career at Yavapai Regional
Medical Center. This is a place where
neighbors are friends, and friends are forever. 

Some of our current openings include:

You’ve had 
this coming.

Prescott, Arizona
Two great hospitals. One caring spirit.

EOE

Now recruiting for current and
future openings in:
•	CVICU,	CVOR
•	ICU/CCU
•	Med/Surg/Tele
•	Cardiac	Cath	Lab
•	Emergency	Department
•	L&D/Perinatal	Services
•	Surgical	Services

To	take	the	first	step,	visit	us	online	
at:  www.yrmc.org,	call	our	nurse	
recruiter at 877-976-9762	or	email	
VIPCareerNetwork@yrmc.org

nursing.ucdavis.edu

All Admitted  
Receive Generous  
Financial Support

BETTY IRENE MOORE
SCHOOL OF NURSING

Scan this code to learn more

PICTURE YOURSELF at the Betty Irene Moore School 

of Nursing at UC Davis—a new nursing school with a 

vision to advance health and ignite leadership through 

innovative education, transformative research and bold 

system change. 

APPLICATIONS OPEN SOON for fall 2012 classes in the 

M.S. and Ph.D. interprofessional Nursing Science and 

Health-Care Leadership Degree Programs.

U N L E A S h I N g  T h E 

P O w E R  A N d  PA S S I O N 

O F  N U R S I N g

Offering sign-on bonuses up to $15,000 for 
experienced Critical Care RNs

RN: ICU, Day or Night Shift

• Clinical Nurse Director, DOU/Tele • Manager, MCH
• Clinical Supervisor: ED (Charge RNs Welcome)
• RN: OR, NICU, Rehab, DOU, Tele

For more information call Nurse Recruiter
Sue Steinberg at 323-644-5808 or apply online at

www.hollywoodpresbyterian.com
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