
Barbara Fasick earned her BSN from University 
of Maryland School of Nursing; her MS as a Pediatric 
Nurse Practitioner in Pediatric Critical Care from the 
University of Maryland and Post-Masters Certificate as 
Pediatric Clinical Nurse Specialist from the University 
of Delaware. She possesses dual certification as a 
Pediatric Nurse Practitioner and Pediatric Clinical 
Nurse Specialist. She has worked as a Direct Care 
Nurse and for the Maryland Regional Neonatal 
Transport Team at the Johns Hopkins Hospital 
Children’s Center, a Pediatric Nurse Practitioner at 
the Nemours Alfred I duPont Hospital for Children. 
She is currently a Clinical Nurse Specialist for the 
Nemours Cardiac Center at Alfred I. duPont Hospital 
for Children. 

Welcome to the Cardiovascular Health edition of the DNA Reporter. This volume 
provides a glimpse into the broad spectrum of cardiovascular services available to 
residents of Delaware throughout the lifespan. Highlighted are some technologically 
advanced therapies used to manage heart failure in both pediatric and adult 
populations. We are fortunate that due to the expertise, technology and resources 
in the State extracorporeal life support systems therapies such as ventricular assist 
devices and extracorporeal membrane oxygen are available to Delaware residents 
close to home. 

In this edition we have also included the story of a local Emergency Department’s 
journey to excellence describing methodology to improve the “door to EKG” process 
for patients presenting with chest pain. We offer evidence based “points to ponder” 
when measuring a non-invasive blood pressure in infants and children, as well as a 
pediatric hospital’s experience bringing family-centered care to an inpatient service 
providing care for children with acquired and congenital heart disease. 

As a nurse for over 20 years, my career has focused on critical care for the 
neonatal and pediatric populations. For the past 12 years I have been honored to be 
a part of an extraordinary team caring for infants and children with congenital and 
acquired heart disease. As I reflect on the past several years I am amazed at the 
advances in caring practice, surgical treatment, technology and outcomes for these 
children. 

As the Guest Editor for this edition of the DNA Reporter I was afforded the 
opportunity to glance inside some of the state-of-the-art care offered in DE for 
patient and families with cardiovascular diseases across the lifespan and came 
away reassured that the residents of Delaware are in good hands.

As some of you may have noticed, moving forward 
seems to be a theme with me. I like the thought of 
moving forward because no matter what has happened 
in the past–good or bad–it is how the future is 
approached that makes the difference.

For all who are still not members of your professional 
organization, please consider joining. The benefits of 
membership do not always come with something you 
can see and touch but rather in what you experience 
in your professional work environment. DNA and ANA 
work hard, with your membership dollars, to protect 
the practice of professional nursing, advocate for the 
advancement of nursing by removing the barriers to 
practice and provide a voice and visibility to nursing.

So what is the cost of membership? If you look at full membership, ANA and 
DNA membership, the cost is $239 per year. That’s about $20 per month, $5 per 
week, or $.66 per day. That’s less than a can of pop from the vending machine!

So let’s compare that can of pop and DNA. Pop is sweet and bubbly. It can 
taste refreshing on a hot day. It has a bright label. It can fill that hunger void. 
You can share with a friend. Some people drink it every day. Once it is gone, it is 
gone. It cost $1.00 a can/bottle.

DNA has members; many of them are sweet with bubbly personalities. 
They can meet with you for lunch on a hot day or join you by the pool. You 
can have conversation and share in your day’s events. Many of our members 
have beautiful jewelry, that sparkle and shine just like them. Meeting with a 
colleague that you can trust to help you work through your work concerns or 
help to show you a different path you might not have considered will fill the void 
of uncertainty. You can make friend and professional connections as a member 
of DNA.

Nurses are needed every day, 365 days a year, in rural areas and in urban 
areas. Nurses are trusted. DNA has been around for 100 years, ANA even longer. 
Without your support, DNA and ANA may not be gone, but not be as strong 
as they have been in the past. The cost is $.66 a day to support your nursing 
profession.

So as winter ends and spring begins, please take the time to join your state 
nurses association and help us keep moving the nursing profession forward.

Constituent member of ANA  
The mission of the Delaware Nurses Association is to advocate for the interest of professional nurses in the state of Delaware. The Delaware Nurses 
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 Reporter
vision: The Delaware Nurses Association is dedicated to 
serving its membership by defining, developing, promoting 
and advancing the profession of nursing as an art and 
science.

mission: The Delaware Nurses Association advocates for 
the interest of professional nurses in the state of Delaware.

Goals: The Delaware Nurses Association will work to:

1. Promote high standards of nursing practice, nursing 
education, and nursing research.

2. Strengthen the voice of nursing through membership 
and affiliate organizations.

3. Promote educational opportunities for nurses.

4. Establish collaborative relationships with 
consumers, health professionals and other advocacy 
organizations.

5. Safeguard the interests of health care consumers 
and nurses in the legislative, regulatory, and political 
arena.

6. Increase consumer understanding of the nursing 
profession.

7. Serves as an ambassador for the nursing profession.

8. Represent the voice of Delaware nurses in the national 
arena.

Did you know the 
DNA Reporter goes to 
all registered nurses 
in Delaware for free?

Arthur L. Davis Publishing 
does a great job of soliciting 

advertisers to support the publication of our 
newsletter. Without Arthur L. Davis Publishing 
and advertising support, DNA would not be able 
to provide the newsletter to all the nurses in 
Delaware. 

Now that you know that, did you 
know receiving the DNA Reporter 
does not automatically provide 

membership to the Delaware Nurses 
Association?

DNA needs you! The Delaware Nurses 
Association works for the nursing profession as 
a whole in Delaware. Without the financial and 
volunteer support of our members, our work would 
not be possible. Even if you cannot give your time, 
your membership dollars work for you and your 
profession both at the state and national levels. 
The DNA works hard to bring the voice of nursing 
to Legislative Hall, advocate for the profession on 
regulatory committees, protect the nurse practice 
act, and provide educational programs that support 
your required continuing nursing education.

At the national level, the American Nurses 
Association lobbies, advocates and educates about 
the nursing profession to national legislators/
regulators, supports continuing education and 
provides a unified nationwide network for the voice 
of nurses.

Now is the time! 
Now is the time to join your 

state nurses association! 
Visit www.denurses.org to join or 

call (302) 239-3141.
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Now is the Perfect Time to 
                              Start Thinking about the Beach

Spring and Summer will be here soon enough!

RNs & Specialties:
• Project RN-Orthopedic 

Service Line (PT) 
• Chart Reviewer - Cardio-Vascular 
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Exciting Casual & Per Diem Opportunities (RNs):
• CWOCN
• PACU

Find out for yourself why it’s better 
at Beebe Medical Center.

EOE

Your patients. Your career. Your life.
Please visit our website to apply online, and for  
more information/detailed job descriptions:

www.beebemed.org
We offer an attractive compensation 
and benefits package!
424 Savannah Road, 
Lewes, DE 19958
• Phone: 302-645-3336 
• Fax: 302-645-0965 
• Email: employment@bbmc.org

• Outpatient Recovery Unit (PT)
• Neonatal Nurse Practitioner 
• Nurse Practitioner- Interventional
   Cardiology
• Nurse Practitioner- Pulmonary 
   Health Center
• Nurse Practitioner- Wound Care
• Nurse Practitioner - Observation Unit 

• RNFA 
• ICU/CVICU (PT)

Wishing
 upon a    

   star?

Find a nursing 
career where 

you can become 
a star!

Find a nursing 
career where 

you can become 
a star!

nursingALD.com
Registration is free, fast, 

confidential and easy! 
You will receive an 

e-mail when a new job 
posting matches your 

job search.



February, March, April 2012 DNA Reporter    •    Page 3

President’s Message New members of 
the DNA Board of 

Directors
DNA would like to extend its thanks and gratitude 

to those member candidates who ran for a position 
on the Board of Directors. Without active members 
and their support, the work of the DNA would not 
be possible. DNA welcomes the new members of the 
Board of Directors.

Alana King, MSN, RN
Secretary

Kelly Davis, MSN, RN
Legislative

ANA Delegates
Evelyn Hayes, PhD, APRN-BC
New Castle County

Jeanette Panunto, RN
Kent County

Jane Kurz, PhD, RN
Sussex County

Welcome to the February- 
March-April edition of the 
DNA Reporter featuring topics 
on Cardiovascular Health. 
February is American Heart 
Month so it’s very timely 
to provide an update for 
Delaware nurses. Heart 
d isease http://w w w.cdc.
gov/Hea r tDisease/index.
htm is the leading cause of 
death in the United States 
and is a major cause of 
disability.1 As nurses we have 
the professional responsibility to promote health 
and wellness in every setting. Certainly if we’re not 
caring for someone with cardiovascular illness, each 
of us has a loved one who is, or has been, impacted 
in some way by it. My thanks to our guest editor, 
Barbara Fasick, and all of our contributors. I hope 
you enjoy this issue.

The year passes by so quickly. We all have 
such busy lives, taking a moment to catch up on 
what’s happening in our professional community 
is important. I want to take this opportunity to 
welcome our most recently elected board members, 
send a huge thanks to our outgoing officers, and give 
you an update on the Delaware Action Coalition. I 
also want to spend a moment updating you on the 
nominations for the Delaware Excellence in Nursing 
Practice Awards. 

In October 2011, the new members of our Board 
were elected and sworn into their new positions. I 
would like to congratulate; 

Leslie Verucci, MSN, RN, CNS, CRNP-A, APRN-BC 
President-Elect

Alana King, MSN, RN, Secretary
Evelyn Hayes, PhD, APRN-BC, ANA Delegate for 

New Castle County
Jeanette Panunto, RN, ANA Delegate for Kent 

County
Jane Kurz, PhD, RN, ANA Delegate for Sussex 

County

The ANA House of Delegates is held every two 
years. It’s the official governing and voting body of 
the ANA. At the House, delegates from constituent 
member states, affiliates, and the individual 
membership division meet to discuss key national 
topics, and submit and vote on resolutions. Delegates 
also vote on new members of the Board of the ANA 
and on membership to open seats on standing 
committees. Delaware has 5 voting seats at the 
ANA House of Delegates; the president, president- 
elect and 3 delegates. In June, 2010, the delegates 
representing our 3 counties were; Kelly Davis, Karen 
Panunto, and Nat’e Parker-Guyton. I would like 
to thank the years of dedication and service from 
each of these leaders. One of the goals of the DNA 
is to represent the voice of Delaware nurses in the 
national arena. I believe these nurses have done 
just that. Alana King has moved from the chair of 
our legislative committee to our new secretary. Leslie 
Verucci, Evelyn Hayes, and Jane Kurz have been 
active members of the DNA for years. Congratulations 
to our new officers and a huge thank you to our 
outgoing board members. Each member of the 
Board of the DNA and its committees is interested in 
promoting and representing the needs and interests 
of the Delaware nurse and to advocate for healthcare 
issues. We’re here for you.

Update on the Delaware Action Coalition
The Delaware State Action Coalition was convened 

to advance The Future of Nursing: Campaign for 
Action, collaboration created by the Robert Wood 
Johnson, and the AARP Foundation.

•	 The	Task	Force	received	Action	Coalition	
status in September 2011 with Delaware 
Nurses Association and Delaware Healthcare 
Association as co-leads. 

•	 The	Future	of	Nursing	Task	Force	is	now	
known as Delaware Action Coalition.

•	 The	Action	Coalition	agreed	to	focus	efforts	on	
articulation agreements/financial barriers, 
mentoring programs, residency programs and 
APRN scope of practice issues.

•	 The	Action	Coalition	has	been	divided	into	
4 action committees focusing on the above 
mentioned items and a committee that will 
focus on the administration/fund raising/
publicity of the Coalition.

•	 Each	action	committee	will	be	led	by	two	
co-chairs from different organizations and 
meet individually to work on their goals and 
agendas. The meeting schedules will vary 
depending on the dates each action committee 
agrees upon.

•	 The	Steering	Committee	will	be	comprised	
of the two co-leads and the co-chairs of each 
of the action committees and will meet on a 
quarterly basis for the purpose of information 
sharing and strategy development.

•	 A	group	will	be	formed	to	develop	the	Delaware	
Action Coalition charter.

•	 A	letter	of	understanding	will	be	developed	
and signed by all participants of the Delaware 
Action Coalition. This is to identify and 
acknowledge the supporting organization and 
individuals of the Coalition and to allow them 
access to working documents and additional 
tools and resources through the Center to 
Champion Nursing in America.

•	 A	Delaware	Action	Coalition	section	will	be	
created on the DNA website. This section 
will include executive summary, identified 
goals, action committees, co-leads, supporting 
documents and links to resources.

•	 The	Delaware	Action	Coalition	welcomes	new	
members to participate in the advancement 
of nursing in Delaware. Contact the Delaware 
Nurses Association to participate.

•	 The	Delaware	Action	Coalition	welcomes	new	
members to participate in the advancement 
of nursing in Delaware. Contact the Delaware 
Nurses Association to participate.

Delaware Excellence in Nursing Practice Awards 
will be held in July, 2012. This event is planned 
and sponsored in collaboration with the Delaware 
Organization of Nurse Leaders. Please see the 
Delaware Nurses Association website for more 
information and the electronic nomination form. This 
is your opportunity to recognize your peers and the 
excellent work that they do and their contribution to 
the profession. Based on the your feedback last year, 
the category of Nurse Leader and Nurse Educator 
will be expanded to include Executive Nurse Leader 
and Academic Nurse Educator. We will need to have 
enough nominees in each expanded category for it to 
be successful. So please start planning now. 

Sarah and I are always interested in hearing from 
you. Please call the DNA office or visit us on the web 
for any additional information. 

1. National Center for Chronic Disease Prevention and 
Health Promotion, Division for Heart Disease and 
Stroke Prevention http://www.cdc.gov/Features/
HeartMonth/ 

Bonnie Osgood
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RNs with a BSN, are you interested in 
furthering your education and career?

Spring 2012

Earn an MSN Degree at Delaware State 
University in the Department of Nursing.

Specializations:
Nurse Educator

2-year program—36-39 credits

Clinical Focus: 
Community/Public Health Nurse

Role Preparation: Nurse Educator

Courses offered Evenings and Weekends.
Scholarships are available

For More Information: 
Call 302-857-6750

To apply: 
www.desu.edu/gradstudies/index.ph

and Click on Printable application.

Cold Outside?
Warm Inside!

Work where we ensure our residents 
have a warm heart, but our 

employees also! A special place for 
special people.  If you would like 

to be part of our team please 
stop by for an application.

Westminster Village
1175 McKee Rd, Dover, DE  19904 

Correct Care Solutions 
(CCS) is the fastest growing 
correctional healthcare 
company in the country and 
we attribute our incredible 
success to hiring the best 
and  brightest healthcare 
professionals and administrators.  Come join our team and be a 
part of the difference we are making everyday! 
 
Current Openings: 

•	 Nurse Practitioner—Smyrna, Delaware 
 (Day and Evening shift available) 
•	 Registered Nurses—All Locations                                              
 (Check website for availability) 
• Licensed Practical Nurse—All Locations 
 (Check website for availability) 

 
For immediate consideration and an up to date list of openings, 
please visit our website at: www.correctcaresolutions.com/jobs  

EEOE
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Marc Priest earned 
his BSN from the 
Pennsylvania State 
University. He has worked 
at the Children’s Hospital 
of Philadelphia as a direct 
care nurse in the Pediatric, 
Neonatal and Cardiac 
Intensive Care units, 
Emergency Department 
and Emergency Transport 
Team. More recently at 
CHOP he shifted his focus 
to the ECMO program as 
an ECMO Specialist, ECMO Primer and Clinical 
Specialist. He is an active member of the ELSO 
(Extracorporeal Life Support Organization) 
Simulation Education Team. He is currently 
the ECMO Coordinator for the Nemours Cardiac 
Center at Nemours – Alfred I. duPont Hospital for 
Children in Wilmington DE.

Extracorporeal Membrane Oxygenation (ECMO) is 
a modified heart-lung bypass technique used to treat 
cardio and or pulmonary failure that is no longer 
responsive to maximal conventional therapy. ECMO 
is sometimes used interchangeably with the term 
ECLS or Extracorporeal Life Support. 

Its history dates back to the 1950’s when Dr. John 
Gibbon performed the first successful heart operation 
using a heart-lung machine.1 The technology and 
management has evolved significantly since that 
time. The advances of cardiopulmonary bypass 
in the operating room have led to the ability 
to perform long-term support at the bedside of 
critically ill patients. In 1971, the first successful 
use of prolonged ECMO support on an adult with 
Acute Respiratory Distress Syndrome (ARDS) was 
conducted by J. Donald Hill and his associates.2 A 
multi-center clinical trial of prolonged ECMO for 
ARDS was commissioned in 1975 but due to early 
study results showing no difference in survival, the 
study was stopped. When the results were published 
in 1979, adult ECMO activity nearly halted for more 
than a decade.3 

The first successful case of prolonged ECMO 
support in children with post-cardiotomy cardiac 
failure was in 1972.4 In 1976, Dr. Bartlett et al. 
reported the successful use of prolonged ECMO 
support on a neonate with respiratory failure. 
Her name was “Esperanza” which is Spanish for 
“hope” and this case was considered a landmark 
for neonatal ECMO.5 During late 1970’s and early 
1980’s, the field of congenital heart surgery was 
evolving and ECMO use was increasing in pediatric 
heart centers performing complex cardiac surgery. 
By 1986 there were eighteen neonatal centers that 

Marc Priest

Cardiopulmonary Bypass, Not Just for the Operating Room
had successful ECMO programs.6 In 1989, a steering 
committee and bylaws formalized the Extracorporeal 
Life Support Organization (ELSO) and the ELSO 
Registry database was created. ELSO has provided 
guidelines and standards of practice to centers 
performing ECLS and its publications are considered 
the main resource to the field. Its database provides 
information that helps promote research and allows 
centers to easily track international statistics 
providing a benchmark to compare outcomes and 
performance.7, 8

ECMO success in both neonates and children led 
to renewed interest in support for adult respiratory 
failure and by the 1990’s several groups were 
reporting adult survival rates greater than 50%.9,10 
From the 1990’s to the present, ECMO use in the 
adult population has increased. The results of the 
CESAR trial that were reported in 2009 showed 
survival of 63% for adult patients treated with ECMO 
for ARDS compared to 47% in those that received 
conventional treatment.11 The H1N1 pandemic of 
2009 that affected Australia and New Zealand had 
even better survival rates for adult patients treated 
with ECMO for respiratory failure, as high as 71% 
continuing to support its use.12

There are several forms of ECMO support that 
can be offered depending on the patients underlying 
condition. Veno-Arterial (VA) ECMO drains blood 
from the right atrium of the heart, removes carbon 
dioxide and adds oxygen, then delivers it back to 
systemic circulation. This is done thru cannulas 
that are placed thru peripheral blood vessels in 
the neck or groin or directly into the heart and its 
blood vessels via an open chest. VA ECMO is used 
to support both the heart and lungs and the blood 
physically “bypasses” those organs. Veno-Venous 
(VV) ECMO is used to provide blood gas exchange 
to support pulmonary function. In VV ECMO, blood 
is drained from the right atrium, pumped thru an 
oxygenator to remove carbon dioxide and add oxygen, 
and then delivered back to the venous circulation. In 
VV ECMO, the blood does not physically bypass the 
heart and lungs. The blood that goes thru the lungs 
is already high in oxygen and low in carbon dioxide 
so the lungs do not have to be functional but the 
heart needs to provide normal cardiac output.

Indications for treatment vary according to age and 
disease process. Neonatal patients with congenital 
diaphragmatic hernia, meconium aspiration 
syndrome and primary pulmonary hypertension 
may benefit from pulmonary ECMO support. Overall 
survival for these groups is approximately 85%, 
ranging as high as 98% in meconium aspiration to 
55% in congenital diaphragmatic hernia.13 Pediatric 
and adult respiratory diagnoses that may require 
ECMO support are pneumonia and ARDS. Survival 
in this group ranges from 50% to 75% based on 
underlying diagnoses.14,15 Cardiac ECMO support 
across all ages is used often for failure to wean from 

cardiopulmonary bypass post open heart surgery, 
low cardiac output syndrome or cardiac arrest. ECPR 
is a term used to describe the process of performing 
CPR until you can get a patient on to ECMO. Survival 
rates among all patients receiving cardiac ECMO 
support range from the 40 to 50%.16

Regardless of the diagnoses or type of ECMO 
support, it needs to be a goal directed therapy used 
as a bridge to recovery, transplant or long-term 
support like a ventricular assist device (VAD). ECMO 
does the work of the heart and/or lungs until they 
heal or can be surgically corrected. There are a lot of 
complications with providing ECMO support and the 
patients who receive it are critically ill. It is important 
to have an appropriately trained, multidisciplinary 
team managing your ECMO patients. 

At the Nemours Alfred I duPont Hospital for 
Children, we are honored to have such a team and 
have been providing ECMO services thru its Cardiac 
Intensive Care Unit since 1998. At the Nemours 
Cardiac Center, children with complex congenital 
heart disease such as Hypoplastic Left Heart 
Syndrome (HLHS), Total Anomalous Pulmonary 
Venous Drainage (TAPVD) and Transposition of 
the Great Arteries (TGA) undergo surgical repair of 
their heart defects. Sometimes these children need 
temporary ECMO support while their hearts recover 
from surgery. Patients with acute myocarditis and 
cardiomyopathy may need ECMO support as a 
bridge to recovery, heart transplant or VAD. Medical 
respiratory patients that have needed ECMO support 
have been successfully managed in our CICU. We 
have been an active member of ELSO since 2009. 
From 2009 thru 2010 we supported 21 patients 
with ECMO; 14 cardiac and 7 respiratory, and our 
survival rate to discharge was 76%.17 We are excited 
to announce that we will be expanding our ECMO 
services outside of the Cardiac ICU to the Pediatric 
and Neonatal ICU’s and also be able to provide ECMO 
transport services. Our ECMO Program is always 
striving to use the latest advances in technology to 
best support our patients and as these technologies 
change and improve, so will the way we provide 
ECMO support. Whatever it takes!

1Gibbon JH, Jr. Application of a mechanical heart and 
lung apparatus to cardiac surgery. Minn Med 37:171, 1954.

2Hill JD, Obrien TG, Murray JJ, et al: Extracorporeal 
oxygenation for acute post-traumatic respiratory failure: 
use of the Bramson Membrane Lung. N Engl J Med 
286:629-634, 1972.

3Zapol WM, Snider MT, Hill JD et al: Extracorporeal 
membrane oxygenation in severe acute respiratory failure: 
A randomized prospective study. JAMA 1979 242:2193-
2196.

4Bartlett RH, Gazzaniga AB, Fong SW et al: Prolonged 
extracorporeal cardiopulmonary support in man. J Thorac 
Cardiovasc Surg 68:918-932, 1974.

5Bartlett RH, Gazzaniga AB, Jeffries R et al: 
Extracorporeal membrane oxygenation (ECMO) 
cardiopulmonary support in infancy. Trans Am Soc Art 
Intern Organs 22: 80-88, 1976.

6Toomasian JM, Snedecor SM, Cornell R et al: National 
experience with extracorporeal membrane oxygenation 
(ECMO) for newborn respiratory failure: Data from 715 
cases. ASAIO Trans 34:140-147, 1988.

7ECMO Extracorporeal Cardiopulmonary Support in 
Critical Care, 3rd Edition (2005).

8ECMO Specialist Training Manual, 2nd Edition (2009).
9Lewandowski K, Rossaint R, Pappert D, Gerlach H et 

al: High survival rate in 122 ARDS patients managed 
according to a clinical algorithm including extracorporeal 
membrane oxygenation. Intensive Care Med 23: 819-835, 
1997.

10Ulrich R, Larber C, Roder G, et al. Controlled airway 
pressure therapy, nitric oxide inhalation, prone position, 
and ECMO as components of an integrated approach to 
ARDS. Anesthesiology 1999; 91:1577-1586.

11Peek GJ, Mugford M, Tiruvoipati R, et al. Efficacy and 
economic assessment of conventional ventilator support 
for severe adult respiratory failure (CESAR): a multicentre 
randomized controlled trial. Lancet 2009.

12Davies A, et al: Extracorporeal Membrane Oxygenation 
for 2009 Influenza A(H1N1) Acute Respiratory Distress 
Syndrome. JAMA 2009 302 (17): 1888-1895.

13UK collaborative randomized trial of neonatal 
extracorporeal membrane oxygenation. UK Collaborative 
ECMO Trial Group. Lancet 348(9020):75-82, 1996.

14Peek GJ, Moore HM, Sosnowski AW, et al: 
Extracorporeal membrane oxygenation for Adult respiratory 
failure. Chest 112:759-764, 1997.

15Linden V, Palmer K, Reinhard J, et al: High survival 
in adult patients with acute respiratory distress syndrome 
treated by extracorporeal membrane oxygenation, minimal 
sedation, and pressure supported ventilation. Intensive 
Care Med 26: 1630-1637, 2000.

16ELSO Registry 2008.
17ELSO Registry July, 2011
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Carolyn M. Moffa 
earned her BSN from 
Holy Family University in 
Philadelphia, PA and her 
MSN from the University 
of Delaware. She is 
certified as a Family 
Nurse Practitioner and 
also as a Certified Heart 
Failure Nurse (CHFN), 
and is a Heart Rhythm 
Society Testamur. 
Carolyn has 28 years 
nursing experience, and 
16 years experience as a Nurse Practitioner. As a 
nurse practitioner, she has worked with general 
cardiology patients, electrophysiology patients 
and currently heart failure patients. Carolyn is 
a member of the American Association of Heart 
Failure Nurses (AAHFN), and currently sits 
on the Annual Meeting Planning Committee. 
Carolyn is the Clinical Leader for the Heart 
Failure Program at Christiana Care Health 
System. She directs a team of nurses who have 
expertise in the care of heart failure patients 
and who staff CCHS Heart Failure Navigator 
Program. Carolyn can be reached by email at 
Cmoffa@christianacare.org or at her office at 
(302) 733-1293.

Deb Dougherty earned 
her BSN from Widener 
University and her MSN 
from Drexel University. 
She has worked in 
C a r d i o l o g y/C a r d i a c 
Surgery her entire career. 
Started as a staff nurse 
on Step down and the 
Cardiac Cath Lab at 
Crozer Chester Medical 
Center. VAD Coordinator 
and Clinical Research 
coordinator at the 
Hospital of the University of Pennsylvania and 
Clinical Specialist for Terumo Heart supporting 
their VAD device. Presently she is the VAD 
coordinator at Christiana Care Health System. 
She is member of the American Association of 
Heart Failure Nurses. The best way to reach 
Deb is ddougherty@christianacare.org or office 
phone 302-733-1834

Christiana Care Health System became the 
first hospital in the state of Delaware to offer a 
Left Ventricular Assist Device (LVAD) Program, for 
patients who require specialized advanced treatment 
options for end stage heart failure. The first patient 
was successfully implanted with an LVAD on 
September 13, 2011. The 60 yr old male patient 
who suffered from end stage heart failure who was 
severely limited in his activities. He was unable to 
walk 60 feet to his mailbox. Since the implantation 
of a HeartMate II LVAD, he is able to walk 27 daily 
laps to the mailbox just for exercise!

There are 5.7 million people in the US who are 
diagnosed with heart failure. Heart failure is the 
number one Medicare diagnosis for hospitalized 
patients, with 6.5 million hospital days spent 
annually for the care of heart failure patients.1 Ten 
in every 1000 patients over the age of 65 will suffer 
from heart failure. Alarmingly, approximately 50% 
of patients diagnosed with heart failure will die 
within 5 years.1 The cost of treatment for this large 
population takes a significant toll on our healthcare 
system. The estimated direct and indirect cost of 
treating HF patients in 2009 was $37.2 billion.1

Patients with end stage heart failure (Class IV or 
Stage D) who require advanced therapies may be 
considered for ventricular assist devices (VAD), or 
in some cases, cardiac transplantation. There are 
roughly 2200 cardiac transplants performed in the 
United States (US) annually.2 Many patients, however, 
have long waits for a suitable donor heart to become 
available, while their own heart function continues 
to worsen. Ultimately, many of these patients 
would die without additional advanced options. 
Implantation of a ventricular assist device can be 
considered as a “bridge” to cardiac transplantation 
or as “destination” therapy for those who do not 

Left ventricular Assist Devices
Carolyn M. Moffa MSN, FNP-C, CHFN

Deb Dougherty RN MSN
qualify for cardiac transplant, but who will benefit 
from improved functional status and quality of life 
gained from a VAD. Every year increased numbers 
of VADs are implanted in the US, partly due to the 
lack of donor organs. Advances in technology have 
led to a proliferation of newer generation devices that 
are smaller, lighter and easier to implant and more 
reliable than previous generation devices. This has 
led to improved risk-benefit ratio, with increased 
durability and reduced mortality for patients.

Ventricular assist devices are mechanical pumps 
that replace the work of either the left ventricle 
(LVAD), the right ventricle (RVAD), or both ventricles 
(BiVAD). The LVAD, which is the scope of this article, 
is the most common type of VAD and is used to 
replace the pumping function of a weakened left 
ventricle, drawing blood out of the L ventricle, and 
circulating it to the aorta. 

(Picture courtesy Thoratec, Pleasanton, Calif.)

Currently there are both short and long term 
VAD’s available to assist with circulatory support, 
depending on the indications. Indications categories 
include those whose condition is expected to improve, 
but who requires advanced cardiac support in the 
interim; and “Bridge to Recovery.” For example, a 
patient suffering from cardiogenic shock, who is 
anticipated to recover, may have a device implanted 
to support the cardiovascular system during the 
acute phase. Such devices are considered for short 
term use and not for the outpatient setting. The 
devices, which are inserted through peripheral blood 
vessels include: Tandem Heart (Cardiac Assist), 
Impella 2.5 (Abiomed) and Centrimag (Thoratec). 
Long term devices are available for both Bridge 
to Transplant (BTT) and Destination Therapy 
(DT). VADs inserted as a BTT are intended for 
cardiovascular support in patients actively listed 
for cardiac transplantation. Patients who are not 
candidates for transplantation (commonly due to 
advanced age, multiple comorbidities, or difficult 
psychosocial issues), but who require long term 
support, are considered to be DT patients. The 
Randomized Evaluation of Mechanical Assistance 
for the Treatment of Congestive Heart Failure Trial 
(REMATCH) demonstrated great success in the use 
of VADS for DT patients. The study led to the Food 
and Drug Administration’s approval of the device for 
destination therapy.3 The long term VADS include: 
Heartmate II (Thoratec), HVAD (Heartware), and 
Novacor (WorldHeart, Inc.)

Currently, Christiana Care Health System uses 
the Heartmate II (HMII) LVAD for either BTT or DT. 
Implantation of an LVAD is similar to other cardiac 
surgeries requiring a middling sternotomy with the 
inflow cannula implanted into the apex of the left 
ventricle and the outflow cannula anastomosed 
to the ascending aorta. Blood flows out of the left 
ventricle into the pump (or VAD) and is propelled 
through the outflow cannula to the aorta. The 
pump sits in a preperitoneal pocket. A percutaneous 
lead, or driveline, with electrical wiring exits the 
abdominal wall and is attached to the system 
controller, or the “brains” of the device, and to two 
battery packs. The system controller is set to deliver 
4 to 6 liters of flow, providing a normal cardiac 
output. A unique clinical parameter to keep in mind 
while caring for the patient with a continuous flow 
device, such as the HMII, is that a palpable pulse 
may be absent. Blood pressures are obtained with 
use of a Doppler. 

Patient selection for LVAD implantation must be 
done with great care. Patients must meet criteria 

for an LVAD (IE: they are “sick enough”), while not 
carrying certain co-morbidities (IE: “too sick”) that 
would increase the risk of failure or complications 
from the LVAD. There are tools available to help risk-
stratify appropriate patients for LVAD implantation. 
One such tool is The Seattle Heart Failure Score4, 
and another, the Lietz-Miller score.5 In addition, 
testing such as a 6 minute walk test, and a metabolic 
VO2 study help identify those patients who may 
benefit from LVAD implantation.

There are both acute and long-term complications 
that need to be carefully assessed for and treated. 
The most common complications are bleeding, 
infection, right ventricular dysfunction, arrhythmias 
and thromboembolism.

In summary, left ventricular assist devices offer 
patients with advanced heart failure an option for 
an improved quality of life and better functional 
status. Christiana Care Health System is now able 
to offer this advanced therapy to patients within 
the community, thereby avoiding long commutes 
for patients/families to hospitals in surrounding 
cities. For more information regarding the program 
at Christiana Care Health System call 1-855-VAD-
CCHS and select option 3.
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Pharmacology & Pharmacotherapeutics for APNs
March 30, April 13, April 20, April 27, 2012 (2 additional dates TBA) Approved by the 
Pennsylvania State Board of Nursing and State Board of Medicine for Prescriptive 
Privileges in Pennsylvania, expert faculty will discuss the principles of nursing 
in the acute and primary care of family members across the lifespan. Proper 
prescribing, patient education and monitoring procedures for a variety of drug 
regimens used to treat common acute and chronic diseases are reviewed.

End of Life Nursing Education Consortium – Geriatric Train-the-Trainer Course 
March 5th & 6th, 2012 – The End-of-Life Nursing Education Consortium (ELNEC) 
Geriatric Train-the-Trainer Course is part of a national initiative to improve 
palliative care. The curriculum was developed through the work of nationally 
recognized palliative care experts with input from reviewers. This program is for 
nurses, social workers, nursing assistants and others who want to enhance their 
knowledge and teaching skills about providing expert, compassionate care to older 
adults at the end of life.

Interprofessional Symposium: Partners in Education and Practice: Stronger Teams, 
Better Health
April 17, 2012 This meeting aims to offer a fresh perspective on the interprofessional 
issue, focusing on how highly-functioning interprofessional teams are transforming the 
delivery of healthcare.  Our goal is to examine these teams and build future education 
models around what is being successfully implemented in the clinical arena.

Nursing Continuing
Education Opportunities
Upcoming Programs

www.nursing.upenn.edu/CE

(Picture courtesy Thoratec, Pleasanton, Calif.)
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Dennise Washington 
earned her BSN and MSN 
from Adelphi University 
in Garden City, New York. 
She is a board certified 
A d v a n c e d  P r a c t i c e 
Registered Nurse for over 
seventeen years, and has 
worked as a staff nurse, 
nurse manager, house 
supervisor and clinical 
nurse specialist. Dennise 
has over twenty five years 
of experience in the areas 
of critical care, including 
telemetry, step-down, medical and surgical 
intensive care, as well as, emergency nursing. 
She is currently a Clinical Nurse Specialist for 
Emergency Services in the Bayhealth Medical 
Center health system. Dennise is a member of the 
Advanced Practice Nursing, Professional Practice, 
Performance Improvement and Education Councils 
at Bayhealth. She is also co-chair of the Preceptor 
Work Group.

Dennise can be reached @ dennise_
washington@bayhealth.org. Her office phone is 
(302) 430-5145.

In December of 2010 the Clinical Nurse Specialists 
of Bayhealth’s, Milford Memorial Hospital Emergency 
Department (ED) and Intensive Care Unit/Intermediate 
Care Unit (ICU/IMC) met to discuss the possibility of 
working towards becoming an accredited chest pain 
center through the Society for Chest Pain Center (SCPC) 
project. The SCPC has very rigorous standards and 
processes for hospitals to be able to demonstrate their 
ability to achieve quality outcomes in the management 
of the patient presenting with chest pain. As we 
learned more about the standards and processes, we 
knew improving our door to EKG time was critical in 
achieving the best care and outcomes for our patients.

First, we engaged physicians from the ED, nurse 
leaders, hospitalist service, and cardiology. We then 
established a chest pain working group composed 
of staff from the ED, including the Patient Access 
(registration) staff, PI, department, and Clinical Lab 
Services. 

The gold standard for triaging the patient presenting 
with chest pain is based on the Advanced Life Support 
Chest Pain Algorithm and standards recommended by 
the American Heart Association (AHA) and Society of 
Chest Pain support as best evidence based practice. 
Our door to EKG times became the first focus of the 
working group, as our times were not meeting the 10 
(ten) minute or less goal, as outlined in the Chest Pain 
Algorithm. Legislative 

Committee Report
Kelly Davis RN, MSN

The Legislative Committee 
is transitioning to new 
leadership. A big thank 
you to Alana King for her 
tenure as Legislative Chair, 
she is the newly elected 
DNA Secretary now. We are 
looking for new committee 
members, no experience 
necessary. Anyone that 
would like to participate 
please contact me by email–
kellydavisrn@hotmail.com.

We are also in the process 
of planning next year’s events. Currently we have 
Delaware Lobby planned for Wednesday March 
21st in Dover, a bus trip to ANA and Capitol Hill 
planned for April 19th, and National ANA Lobby Day 
traditionally happens in June in proximity to the 
ANA House of Delegates. More information to come 
in the New Year. 

The topics that we are monitoring/considering 
are Whistle Blower protection, Needle Exchange 
programs, health care reform implementation, 
environmental health, and any new Delaware 
legislation that gets presented in the next session 
which starts in January.

Please feel free to contact me with any thoughts, 
concerns or questions.

Our Journey to Excellence: Improving Our Door to EKG Process 
for the Patient Presenting with Chest Pain

Educational classes were scheduled for the ED staff, 
Registered Nurses and Techs focusing on assessment 
of the patient with chest pain, rapid identification 
of ST segment elevation and the Chest Pain Triage 
Algorithm. Skill validation was conducted to ensure 
the competency of all staff in applying the EKG leads 
correctly and operating the machine. Continuing 
education credits were awarded upon completion 
of the course work. As an adjunct, an EKG puzzler 
was posted weekly for the ED, ICU and IMC staff 
to reinforce their skill in rapid identification of ST 
segment elevation. Staff that identified the EKG 
patterns correctly receives Bayhealth “Keys for Deeds” 
to be used toward purchasing a variety of gifts in the 
gift shop.

In addition, a flow chart was designed to document 
the process of the patient’s entry through the ED from 
registration to disposition. The ED staff and physicians 
were encouraged to participate in the process. The 
triage room was evaluated to determine whether or not 
all the equipment needed to achieve the goal of the first 
EKG in 10 minutes or less was readily available. An 
evaluation was also completed to determine if the ED 
needed additional EKG machines based on the number 
of EKGs performed in the department.

The ED staff participated fully and realized the 
dramatic impact they had on promoting positive 
patient outcomes. The monthly data is shared with 
the physicians and staff. Processes and outcomes are 
evaluated and revised as needed.

Bay Health ED MMH Process Improvement Plan-
Door to EKG Times

Process–Improving Door to EKG times in the 
Emergency Department.

Goal–10 minutes or less

Problem area for Improvement: Our door to EKG 
times were too variable and lacked consistency. The 
range of door to EKG time was 15 to 60 minutes. We 
were also reporting in percent of patients not meeting 
the 10 minute or less goal and we were at 60% 
compliance.

Why do we need to do this? - The best practice 
guidelines demonstrate that “time is muscle”

How will we study our process?
FOCUS
•	 Find a process to improve.
•	 Organize a team that understands the process.
•	 Clarify what is currently known about the process.
•	 Understand the causes of variation within the 

process and what is acceptable variation, and 
attempt to uncover the root cause of the problem.

Kelly Davis

Dennise 
Washington

Search for Balance

Find your perfect 
nursing career on

nursingALD.com
Registration is free, fast, confidential and easy! You will receive an 

e-mail when a new job posting matches your job search.

•	 Select the method of improving the process and 
start the PDSA.

PDCA (Plan Do Check Act)
Metrics we will use
•	 Number	of	patients	having	EKG	in	10	minutes	and	

less from door to EKG

Improving the door to EKG time is an essential process 
in early recognition of STsegment elevation myocardial 
infarction (STEMI). The guidelines of the American 
College of Cardiology and the AHA specify that a 12-
lead ECG should be obtained and interpreted as soon 
as possible after a patient arrives to an ED with chest 
discomfort or symptoms suspicious for acute coronary 
syndrome. They specify a time goal of within 10 
minutes of arrival.

Current process: There was not a well defined 
process. Staff did not fully understand the importance 
of rapid EKG within 10 minutes. There was not an 
understanding of the best practice standards in the 
industry. There was wide variability on how the first 
EKG was obtained. There was not a formal process for 
hand-off of EKG to the physician.

Solutions: All patients are directed to the ED 
registration area. If a patient complains of chest pain, 
a quick registration occurs. The Patient Access staff 
places an immediate call to the charge or triage nurse.

The nurse escorts the patient to the triage or directly to 
an ED room by wheelchair. The ED Tech performs the 
EKG places a date and time stamp on it, shows it to the 
nurse and hand delivers the tracing to the attending 
physician on duty. The attending physician reads the 
EKG immediately, sign, dates and determines if there 
are indications for immediate intervention. 

New Process Implemented and Measured
We developed our educational plan, presented the 
education to the ED team in May and the first half of 
June. We implemented the new process July 1, 2011 
and have been consistently below the 10 minute goal 
from July to Oct of 2011. We have very few outliers 
and when they occur we do a case review to see if 
there is an education opportunity to discuss with the 
department. 

1. Society of Chest Pain Centers (2008). Chest Pain 
Accreditation Manual, Cycle 111

2. American Heart Association ACLS Guidelines, (2005), 
Chest Discomfort Suggestive of Ischemia.

3. ACC/AHA Practice Guidelines. http://circ.ahajournals.org
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Susan Felicia earned 
her BSN and MSN at 
Wilmington University. 
She currently works as 
a Staff Educator on the 
Heart Failure Unit at 
Christiana Care Health 
System in Newark DE. 
Special interests include 
education of nurses 
who care for the heart 
failure population and 
the use of ultrafiltration 
to enhance their role 
at the bedside; and as a member of a team who 
is striving to achieve Joint Commission Heart 
Failure Certification. Currently her focus is on 
outreach and education for the Critical Care, Step-
down and Emergency Departments for the care of 
the heart failure population requiring ventricular 
assist device.

Background
Heart failure (HF) is a progressive disease that 

affects close to 6 million people in the United States. 
The re-admission rate for heart failure patients 
remains formidable.1 One in 5 Medicare patients with 
heart failure is re-admitted within 30 days of hospital 
discharge. Of those, more than 50% had not yet seen 
their physician for an outpatient appointment. The cost 
of treating heart failure takes a significant toll on our 
healthcare system. The estimated direct and indirect 
cost of treating HF patients in 2009 was $37.2 billion. 
In addition, the cost of treating just those patients 
who were readmitted within 30 days was estimated 
to be $17.4 billion.2 Two factors that contribute to re-
admissions include: poor health literacy and dietary 
and medication non-compliance.3 Nurses are faced with 
the challenge and the obligation to educate their heart 
failure patients and assess the patient’s understanding 
of that education. This article will highlight key 
education points for heart failure patients, followed by 
education of the advanced heart failure patient with a 
left ventricular assist device (LVAD).

Essential Patient Education
Patients diagnosed with heart failure, first and 

foremost, require a clear understanding of their type 
of heart failure. The 2 types of heart failure include 
systolic and diastolic failure. Systolic heart failure is 
a condition in which the myocardium weakens and is 
unable to deliver adequate oxygen to the body, resulting 
in the classic symptoms of shortness of breath 
and fatigue. In addition, patients may demonstrate 
peripheral edema, abdominal ascites, orthopnea and 
paroxysmal nocturnal dyspnea. Diastolic heart failure 
is a condition in which the pumping function of the 
heart is preserved, but the heart is unable to relax 
to fill thus the ventricular walls become thickened 
and non compliant. It is important for patients 
to understand that in either systolic or diastolic 

Patient Education: Heart Failure and LvADs
dysfunction, the heart is unable to handle excess 
volumes of fluid, and decompensation can ensue 
rapidly.

To better understand these terms it is useful for 
patients to understand the value of ejection fraction 
(EF). The ejection fraction is the volume of blood ejected 
from the heart with each contraction – normal is 55-
60%. Patients with systolic heart failure have an EF 
less than 45%; but can be as low as 10-15%. 

Sodium Restrictions
Elevated sodium level promote water retention. 

Patient education should information regarding low 
sodium diet as those with diastolic dysfunction. As 
these patients are unable to compensate for additional 
circulating fluid volume and can quickly decompensate 
with high sodium and fluid intake. 

 These patients are recommended to restrict sodium 
intake to 2000mg daily. It is important to instruct 
patients to properly read food labels and identify 
sodium content. Suggest that patients avoid foods 
with a sodium content of >300mg/serving. Additional 
resources include low sodium cookbook, low salt tables 
that can be accessed via the internet and low sodium 
menu items when dining out. Providing patients with 
multiple resources may help to increase compliance 
with low sodium diets.

Daily weights
Patients with chronic heart failure may experience 

an exacerbation with as little as a 3pound weight gain 
overnight. This weight gain often reflects fluid retention. 
Patients should be educated on the importance of 
weighing themselves daily (first thing in the AM, 
wearing the same amount of clothing). Emphasize to 
patients the importance of immediately calling their 
MD/NP for a weight gain of 3 pounds overnight or 5 
pounds/week. With immediate intervention, such as 
additional diuretic dosages can avoid a costly hospital 
admission for further management

Signs and Symptoms Worsening Heart Failure
It is important to education patients and their 

families on signs of worsening heart failure – both the 
classic and subtle. The classic signs include increase 
weight gain, increase work of breathing or shortness 
of breath, cough increase edema – particularly in 
the lower extremities, orthopnea and paroxysmal 
nocturnal dyspnea (PND). Subtle signs of worsening 
heart failure can include abdominal fullness, early 
satiety, increase fatigue and lethargy. It is important to 
education patients and families on who to notify if his 
or her heart failure worsens– Primary Care Provider, 
Cardiologist or Heart Failure Nurse Practitioner. 

Management of heart requires a strong commitment 
by the patients and care givers to be sure to adhere to 
medical regime, monitor daily weights and knowing 
when to notify the appropriate medical care team for 
worsening condition. 

VAD Education
Heart failure is a chronic disease and progression to 

advanced heart failure can occur at any age, regardless 
of medical management. Discussions with their 
Cardiologist may include implantation of a ventricular 
assist device (VAD) as destination therapy or a bridge 
to a heart transplant. Patients being considered as VAD 
recipients will need to undergo an extensive screening 
pre implantation to assess their ability to manage 
both the physical and psychological lifestyle changes 
necessary to adapt to living with a VAD. 

Adult learning principles involve a multimodal 
approach to education. The learner needs to find 
value in the content, receive the information in the 
written word, participate in verbal discussions, 
utilize auditory and visual representation as well as 
interactive hands on experience. After meeting with 
members of the multidisciplinary team and prior to 
surgery, the patient and designee are given the LVAD 
handbook and video providing a comprehensive 
overview of the equipment and the patient experience. 
The ventricular assist device (VAD) coordinator is the 
primary guide and resource for the patient/designee 
education pre and post surgery. Utilizing a mock loop 
simulates the functionality of the equipment and 
flow of blood, the patient/designee practice changing 
the connections, and recognizing and responding 
to various alarms in a safe, controlled environment. 
Describing the function keys on the system controller, 
the power module and interpretation of data as 
well as the implications of performing daily system 
controller and power module checks, demonstrating 
changing from batteries to power cables are required 
skills prior to being discharged from the hospital. 
The drive line exit site through the abdominal wall 
necessitates a sterile dressing change that the patient/
designee will ultimately be the responsible party. The 
VAD coordinator will carefully review steps to take 
in emergency situation and the emergency telephone 
contacts for the patient/designee. While in the hospital 
and during the post operative recovery period, every 
interaction with a member of the healthcare team is 
an opportunity for education and verification of skills 
necessary to live independently with this device. 

Causes for readmission include dehydration, fluid 
overload & need for intravenous diuretic therapy, 
elevated bleeding times, infection, mechanical 
problems, transient ischemic attacks, stroke, a fall 
resulting in an injury or perhaps transplantation! 
Ultimately quality of life is the primary indicator 
of success and is a measurement related to the 
expectations of the patient with education being the 
key to this successful transition. 
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Developed by a MOLST Core Work Group comprised 
of representatives from Christiana Hospital, the 
Hospice & Palliative Care Network of Delaware, 
Delaware Hospice, Widener University School of Law 
and Delaware Medical Society. Hands-on help has 
been provided by The State of Delaware’s Office of 
Emergency Medical Services and the Department of 
Health and Social Services. The work was supported 
by the Delaware End of Life Coalition (www.deolc.
org) and the Delaware Academy of Medicine (www.
delamed.org). It is the next generation of Delaware’s 
PACD- Pre- Hospital Advance Care Directive or “the 
orange form.”

What is it?
MOLST is a single document, actionable medical 

order, and can be transitioned with a patient through 
ALL health care settings. Its intent is to declare a 
patient’s wishes for life-sustaining treatment and 
CPR when they are in an advanced end stage disease 
or terminal condition.

Delaware mOLST
Delaware’s medical Orders For Life Sustaining Treatment

When do we use it?
At a time of urgent medical need, and especially 

whenever a medical transport or discharge is 
indicated.

What does it cover? 
It is a medical order that addresses CPR, 

mechanical ventilation, IV fluids, antibiotics, feeding 
tube and artificial feeding. 

Why this document?
•	 It	 is	 highly	 visible	 (purple),	 travels	 with	 the	

patient and the patient’s medical record so it is 
easily available at the time of medical decision 
need. 

•	 It	is	precise	medical	language	on	a	standardized	
form so it is understood by healthcare 
professionals 

•	 It	is	signed	by	a	health	care	provider	so	it	has	a	
greater chance of compliance by other providers 

•	 It	 is	 identifiable	 in	27	states	now	so	 it	 is	more	
universally accepted. (Maryland. PA and New 
Jersey)

How do we get copies of the MOLST form?
The Delaware MOLST is available on-line on the 

EMS website: http://dhss.delaware.gov/dph/ems/
files/molst de.pdf

It is available to be downloaded and printed on 
purple (orchid) cardstock (to improve visibility in 
a medical record). A Faxed or black and white copy 
can be honored. The State of Delaware is no longer 
providing orange forms but current ones already 
signed will be honored. The State of Delaware will 
not be providing printed MOLST forms.

Please be patient as this is a new form and new 
process throughout Delaware

EMS providers may have to contact THEIR local 
Medical Director to seek authorization to honor this 
new purple form.

Contacts:
Murt Foos R.N., CHPN, 
murtfoos@yahoo.com 1-301-706-0213 cell

Sheila Grant R.N., BSN, 
sgrant62@gmail.com 1-302-530-7186 cell



Page 8    •    DNA Reporter February, March, April 2012

The Cardiac Center at 
Nemours/Alfred I duPont 
Hospital for Children is 
comprised of a 10, soon to 
be 14 bed Cardiac Intensive 
Care Unit (CICU), a 17, soon 
to be 18-bed Inpatient/Step-
Down Unit/Post Anesthesia 
Care Unit (Inpatient Unit), 
a Cardiac Operating Room, 
Cardiac Catheterization 
Laboratory and an Outpatient 
unit.

When the Cardiac Center 
opened in January of 1998, patient and family 
centered care was something that was important to 
the founders. The Institute for Patient-and Family-
Centered Care (IPFCC) defines family-centered care 
as: “an innovative approach to the planning, delivery, 
and evaluation of health care that is grounded in 
mutually beneficial partnerships among healthcare 
providers, patients, and families.” (1) It redefines 
the relationships in health care. The core concepts 
of patient- and family-centered care are: Respect 
and Dignity, Information Sharing, Participation and 
Collaboration. 

The CICU is an open unit; therefore the parents 
of patients admitted to this unit were assigned a 
room on the Inpatient Unit. This way, parents were 
still able to be close to their child and visit as often 
as possible. The Cardiac Center also provided the 
parents with three meals a day and had laundry 
facilities for their use on the Inpatient Unit. Given 
this structure the thought among the Cardiac Center 
staff was, family centered care was provided at a 
high level, but was it really?

The Nemours organization in its entirety is 
embracing family centered care, evidenced by the 
fact that in the strategic map for the organization, 
family centered care has a prominent place.

In January of 2011, as Interim Director of 
Cardiac Nursing, I attended a webinar presented by 
the IPFCC. The title was “Changing the View that 
Families are Visitors.” I was immensely impressed 
by Julie Moretz, the Family Leader and Director 
of Special Events for the IPFCC. In my opinion 
everyone who works in a pediatric setting should 
have the opportunity to hear Julie’s story. Inspired 
by her youngest son’s battle with heart disease—his 
multiple heart surgeries and heart transplant—Julie 
worked with the Medical College of Georgia hospital 
administrators to create a patient- and family-
centered care environment. After attending this 
inspiring webinar I decided that the Cardiac Center 
could do better. 

With the concurrence of the Cardiac Center’s 
physician and administrative leadership a multi 
disciplinary Family Centered Care Committee was 
established. Its purpose is to find out what the 
staff opinions and beliefs in the Cardiac Center 
are about the way we could enhance patient and 
family centered care. The first meeting took place in 
March of 2011. At the conclusion of this meeting we 
thought the best course of action would be to tackle 
several issues simultaneously. The development of 
an informative guide to the Cardiac Center for every 
patient we encounter was high on the wish list of the 
members of the committee. This guide, after several 
months of development is currently at the print 
shop and is scheduled to start being distributed to 
families in the near future. 

The second issue thought to be important to 
address immediately was the way patient rounds 
were conducted in the Cardiac Center. Several 
articles regarding family involvement in bed side 
rounds were distributed to the staff and discussed 
in subsequent committee meetings. In one article in 
particular by Phipps et all. (2007) the authors used 
data from a prospective, blinded, observational study 
to test the hypothesis that, when compared with 
rounds without family members, parental presence 
during rounds would increase time spent on 
rounds, decrease medical team teaching/education, 
increase staff dissatisfaction, create more stress 
in family members, and violate patient privacy in 
an open unit. The writers claimed that there were 
few published data regarding the effect of including 
family members in daily rounds. The authors 
concluded the study demonstrated both families 
and staff found the bedside rounds favorable. But, 
not as hypothesized, did it significantly increase the 
time needed to complete rounds or detract from the 
educational opportunities of the resident staff. In 
addition the parents of the patients did not perceive 
rounding at the bedside as an encroachment on their 
or their child’s privacy. 

When comparing the articles one can conclude 
that family-centered care has been widely adopted as 
a philosophy of care for pediatric nursing, although 
nurses and physicians still struggle to provide this 
type of care. And there remains a big gap in what is 
perceived to be important and what is actually being 
practiced. Further research needs to be conducted 
to help nurses and physicians implement or refine 
a family centered approach in whatever setting 
children receive care.

A fundamental shift in practice and a big change 
for the Cardiac Center has been inviting the 
parents to participate in bedside rounds. Currently, 
preliminary rounds are conducted at 7:15 AM with 
a multi-disciplinary team. These preliminary rounds 

are considered information sharing between the 
various team members. They occur both in the CICU 
and on the Inpatient Unit. After this information 
sharing, actual rounds take place in both patient 
care areas. Participating are the attending physician, 
fellows and/or residents, pharmacist, the nurse 
taking care of the patient, and on a regular basis a 
dietician and a representative from therapy services. 

Rounds used to take place away from the patient’s 
bedside. In order for the change to take place, the 
Family Centered Care Committee identified the 
stakeholders necessary to implement the change. 
Nurses were made aware of the initiative in staff 
meetings and an educational session took place.

In an attempt to obtain buy-in from the physicians 
a member of the hospital wide Family Advisory 
Council (FAC) was invited to speak with them after 
clinical conference. 

This turned out to be an excellent way of 
communicating the plan to the physician staff. 
Most of them were in attendance. They listened with 
curiosity to the parent and were able to get many of 
their questions answered. However some physicians 
still had some concerns, but, at the end of the 
meeting, it was decided to give the plan for family 
centered rounds a try. 

The staff on the Inpatient Unit was very eager 
to start with this change and they had many ideas 
of how to implement it. In contrast the staff in the 
CICU saw barriers to its implementation and was 
skeptical about its success. In fact, they were of the 
same opinion as most of the physician staff. The 
shared thought was it would take too much time, 
teaching on rounds would fall by the wayside, and 
patient privacy would be in jeopardy if parents were 
involved in rounds. However it was pointed out that 
this perspective was in direct contradiction of the 
results of the Phipps, et all study.

The Family Centered Care Committee has done 
an extensive literature review in the area of family 
centered rounding. Several members of the group 
have obtained IRB approval to conduct a study to 
see if the change in practice will enhance nursing 
practice and if it will increase patient satisfaction.

In addition to these changes the Cardiac Center 
has formed a Family Advisory Council. Eight families 
have agreed to be part of the Council. The first 
meeting will take place on Dec 13. 

And, so, the Cardiac Center’s journey toward 
Family Centered Care continues.

References
Institute for Patient-and Family-Centered Care website. 

(2010). http://www.ipfcc.org/faq.html
Phipps, L. M., Bartke, C. N., Spear, D. A., Jones, L. 

F., Foerster, C. P., Killian, M. E., Thomas, N. J. (2007). 
Assessment of parental presence during bedside pediatric 
intensive care

Family Centered Care; Are We There Yet?

Wilma Berends

For more information, please call 
Dr. Lucille Gambardella at 302-736-2512 or 
1-877-333-4723 (GRAD). www.wesley.edu
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Eileen Briening, MSN, RN
Ruth Lebet, MSN, RN

E i l e e n  B r i e n i n g 
earned her BSN from 
t h e  U n i v e r s i t y  o f 
Delaware and an MSN 
from the University 
o f  P e n n s y l v a n i a , 
specializing in Pediatric 
C r i t i c a l  Ca re .  She 
currently works at 
Nemours Alfred I. duPont 
Hospital for Children, 
Wilmington, DE as an 
Advanced Practice Nurse 
for Presurgical Services. 
Prior to this position, she worked as an APN in 
the Pediatric Intensive Care Unit at Nemours; 
and on the Pediatric Transport Team at Bristol-
Meyers Squibb Children’s Hospital at Robert 
Wood Johnson University Hospital in New 
Brunswick, NJ. Eileen has a strong interest in 
pediatric asthma and childhood obesity.

Ruth Lebet earned 
her BSN from the 
University Of Maryland 
School Of Nursing, her 
MSN as a Clinical Nurse 
Specialist in Pediatric 
Critical Care Nursing 
from the University Of 
Pennsylvania School 
Of Nursing and a Post-
Maste r s  Cer t i f i c a t e 
as a Pediatric Nurse 
P r a c t i t i o n e r  f r o m 
the Johns Hopk ins 
University School of Nursing. She has worked as 
a staff nurse, nurse manager, clinical specialist 
and pediatric pain service nurse practitioner at 
the Johns Hopkins Hospital Children’s Center, 
a staff nurse and education nurse specialist 
at The Children’s Hospital of Philadelphia and 
a Clinical Nurse Specialist in the PICU at the 
Nemours/AI duPont Hospital for Children. 
She is currently the Clinical Project Manager 
for a multi-center clinical trial based at the 
University Of Pennsylvania School Of Nursing.

Blood pressure (BP) measurements are frequently 
obtained in infants and children. Although we think 
of this as a routine, easily obtained measurement, 
there are many factors that impact the accuracy 
of the value obtained. Using the correct cuff size, 
position of the child, speed of cuff inflation and 
deflation, anxiety level of the child, as well as the 
type of equipment used all impact the measurement. 
The method and equipment used may vary greatly 
with the setting in which the measurement is 
obtained. Commonly used methods and equipment 
include auscultation with an aneroid manometer, 
automated measurement using an oscillometric 
device, use of a Doppler device, and palpation for 
systolic pressure. With so many variables, it is easy 
to see how the values obtained for a single child 
can vary greatly. Because health care providers 
make treatment decisions based on BP values, it is 
clear that using correct technique and equipment is 
essential in order to provide accurate information for 
those treatment decisions. 

One health trend in children which emphasizes 
the importance of accurate BP measurement is 
childhood obesity. Childhood obesity is associated 
with an array of risk factors including cardiovascular 
disease and hypertension.1 Childhood obesity is 
on the rise due to changes in lifestyle behavior and 
nutrition. Today’s children are rarely running and 
playing outdoors; instead they are frequently found 
lounging indoors watching television, playing video 
games and browsing the internet.2 In addition, the 
convenience of fast food leads to a higher caloric 
intake with poorer diet quality. This combination of 
caloric intake that exceeds total energy expenditure 
along with poor quality food choices leads to 
excessive weight gain over time.3

In the United States, 32% of children and 
adolescents are at or above the 85th percentile of the 
body mass index (BMI) for age growth charts. Obese 
children and adolescents have an increased risk of 
developing cardiovascular risk factors including 

measuring Blood Pressure in Infants and Children: 
Points to Ponder

hypertension.3 Obesity and hypertension are co-
morbid risk factors for premature atherosclerosis in 
childhood as well as cardiovascular disease.4

It is important to identify and treat children 
with hypertension in order to improve the long-
term outcomes of cardiovascular disease. Several 
studies show a positive association between BMI and 
BP. For example, the Bogalusa Heart study reports 
overweight children were 4.5 times more likely to 
have an elevated systolic BP.1 Salvadori, Sontrop et 
al report associations between hypertension and 
prehypertension were greater in children age 4 to 12 
years than adolescents age 13 to 17 years.1 

Accurate measurement of BP with the appropriate 
size and placement of BP cuffs, using correctly 
maintained and calibrated equipment is critical to 
detecting and monitoring hypertension during well 
child visits, clinic visits and inpatient hospital stays. 
Hansen, Gunn and Kaelber found that hypertension 
and prehypertension were often undiagnosed in 
children age 3-18 years. They concluded that early 
diagnosis of hypertension is important to initiate 
established guidelines and effective treatment for 
high BP.5

As pediatric health care providers, we often 
encounter difficulty obtaining BP measurements 
in children, especially in the younger age group. 
Obese children present additional difficulties, often 
requiring adult size and large adult size cuffs. 
Despite these challenges, it is crucial that we attempt 
to obtain the most precise BP readings possible. For 
all children and adolescents, careful measurement of 
the limb for the appropriate cuff size as well as use of 
the upper extremity whenever possible is essential. 

As nurses working in a busy pediatric intensive 
care unit caring for all ages of pediatric patients with 
a variety of diagnoses, we were frequently faced with 
challenges in obtaining accurate BP measurements. 
Often, because of the presence of invasive lines, 
upper extremity surgeries or injuries, as well as 
other factors, we were unable to use the upper 
extremity to measure BP and for convenience used 
the lower extremity, particularly the calf. What we 
didn’t know was how calf pressures compared to the 
“gold standard” of a BP obtained from the brachial 
artery. This is key information because treatment 
decisions in the PICU (as well as in other settings) 
are frequently based on the BP measurement 
obtained. A review of the literature provided us with 
conflicting information so we developed a research 
team, a research question, and set out to compare 
BP measurements obtained in the arm and calf of 
acutely ill pediatric patients in a pediatric intensive 
care unit.

For the purposes of this study, we defined 
pediatric patients as children up to 8 years of age. 
Subjects also had to be able to have both arm and 
calf BPs obtained and tolerate having the head 
of the bed elevated to 30 degrees. In identifying 
our population, we also wanted to exclude factors 
that might acutely influence BP, so subjects who 
were on titrating vasoactive medications, renal 
replacement therapy or children with congenital 
heart disease were not included. Because BP varies 
with age in children, we also grouped our subjects 
in to 3 subsets: 1 year to 1 year, 364 days; 2 years 
to 4 years, 364 days and 5 to 8 years of age. Our 
results showed statistically significant differences 
for systolic BPs and mean arterial pressures in 
all age groups. We determined that calf and arm 
BPs are not interchangeable in acutely ill children, 
ages 1 to 8 years, with the difference being most 
pronounced in the 2 to 5 year age group. In general, 
calf BPs are higher than arm BPs.6 Knowing this 
information informs nursing practice. There will 
still be circumstances where BP measurements will 
need to be obtained using the calf. However, noting 
the location where the measurement was obtained, 
as well as following for trends will help the care 
team interpret the value obtained in the context of 
the child’s overall picture, resulting in thoughtful 
and appropriate care, rather than rote response to a 
single value obtained.
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Upcoming Events
March 9, 2012
DNA Spring Conference and General 
Membership Meeting
Geriatric Updates 2012
Wilmington University, New Castle campus

April 19, 2012
DC Bus Trip
Meet with ANA Government Affairs staff and 
our national legislators
Wilmington and Dover pickup

July 12, 2012
Nurse Excellence Award Ceremony
Modern Maturity Center, Dover

For information and to 
register, visit 

www.denurses.org

June 13-16, 2012
ANA House of Delegates
Gaylord National Hotel and Convention Center
National Harbor, Maryland

Saturday, April 28, 2012
Drug Take Back Event
10am-2pm
Visit http://www.deadiversion.usdoj.gov/drug_
disposal/takeback/ for more information and 
drop off sites

Thank you 
to all the 
PeriAnesthesia 
Nurses of 
Delaware, D.C., 
and Maryland 
for being a vital 
link in patient care. 

Celebrate your commitment to 
our specialty practice during 

PeriAnesthesia Nurse 
Awareness Week, 

February 6-12, 2012.

~CBSPAN Leadership
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On November 2, 2011, DNA embarked on its 
second bus trip of the year to the United Nations in 
New York City. There we toured the facility (which 
is undergoing renovations), saw the Council in 
session and enjoyed a very enlightening talk from 
Dr. Michael Irwin, Director of UN Medical Services, 
on the mandate and work of the UN Medical 
Service and how the UN provides medical services 
to UN staff members around the globe.

United Nations Bus Trip 2011
DNA would like to extend a warm THANK YOU 

to Dr. Larry Purnell. In addition to his excellent 
presentation on Nursing Around the World on the 
bus ride to and from New York, Dr. Purnell shared 
his personal experiences from his travels around 
the world meeting and working with nurses.

Welcome New & 
Returning Members!

Gary Alderson Wilmington
Crystal Bowen Hartly
Dawn Brown Newark
Laure Buissereth  Smyrna
Lisa Capuano  Wilmington
Tammy Carns  Camden
Diane Eckles Wilmington
Kristi Ford  New Castle
Eunice Gwanmesia  Magnolia
Erica Harrell-Tompkins  New Castle
Danielle Hayes  Seaford
Meghan Holland  Camden
Ann Hurst  Wilmington
Diane Kadel Newark
Maggie Kilroy  Ocean View
Stephanie Klair  Elkton, MD
Helene Krouse  Philadelphia, PA
Debbie Macewen  Newark
Elizabeth Mattey  Wilmington
Lorena McCloskey  Wilmington
Patricia McCorkle  Wilmington
Karen McDonald  Wilmington
Lori Nester  Dover
Patricia Quinn  Lewes
Stephanie Roebuck Newark
Mary Russell Landenberg
Susan Shaw  Seaford
Melissa Sloyer  Newark
Lynn Sulpizi Kennett Square, PA
Mary Wolfe Wilmington
Erin Young  Newark
Lenora Young  Frederica
Mary Zagar Newark
Shannon Ziomek  Bear

INFO ALERT–
From Delaware Division of 

Professional Regulation
Advanced Practice Nurses/Physician Assistants Registrations and 

Prescriptive Requirements

•	 In	the	hospital	setting,	neither	a	State	controlled	substance	registration	nor	
DEA registration are required to write hospital orders which are orders for 
medications to be delivered and consumed by the patient at bedside.

•	 In	 the	 hospital	 setting,	 a	 State	 controlled	 substance	 registration	 and	DEA	
registration are required for a provider to write a prescription that is not 
an order, to be filled by a pharmacy. Therefore, if a PA and/or an APN will 
be discharging patients from the hospital and writing controlled substance 
prescriptions, they would need to obtain a State controlled substance 
registration and DEA registration.

•	 PAs	and	NPs	who	prescribe	controlled	substances	need	to	obtain	one	State	
controlled substance registration and one DEA registration whether they 
work at one or many practice locations unless the provider has a practice site 
in another state (such as MD, NJ or PA). The State and federal registrations 
cover prescribing at all Delaware practice locations, but not storing or 
dispensing.

•	 The	Board	of	Nursing	Regulation	8.14.4	requires	the	prescription	to	include	
the name, address, area of specialization, and business phone number of the 
APN prescriber including the prescriber ID number and when applicable, the 
prescriber’s DEA number and signature.

For additional information or clarification, contact the Delaware Board of 
Nursing.

Adult Nurse Practitioner
A new M.S. in Nursing Program

We also offer
an accelerated R.N. to B.S.

an M.S. for the Nurse Educator
an M.S. for the Gerontological Nurse Practitioner

and a variety of post-master’s certificates

For information, call 610-361-5208
 or visit us on the web

www.neumann.edu

Aston, Pennsylvania

JOIN DNA 
TODAY!

Apply online at
www.denurses.org
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Ann Darwicki, RN,
Chair of Nurses Healing Our Planet

On December 6, 2011 the American Lung Association hosted hearings for 
members of the Senate and their staff. The hearings were to educate the Senate 
and staff on the health implications associated with poor air quality and more 
notably, fine particulate matter and mercury. Coal burning power plants that 
generate electricity are one of the biggest contributors of fine particulate matter 
and mercury emissions into the atmosphere. Fine particulate matter is inhaled 
deeply into the lungs due to its small size and is implicated in lung cancer. Poor 
air quality is suspected in premature birth, as well as being linked to heart 
attacks, strokes, and asthma. More Americans than ever before are now effected 
by asthma as rates have doubled in the past twenty years. Mercury is highly 
toxic and causes damage to the liver, kidneys and the brain, to name a few and 
there is no safe level of mercury according to the FDA.

I was given the opportunity to represent the American Nurses Association as 
the only nurse on a panel of physicians to speak on the importance of clean air 
quality and it’s associated health risks. I was also able to speak with the staff 
in both Senator Carper and Senator Coon’s offices to share the links between 
our health and the environment in a more informal setting. In bedside nursing 
we often feel far removed from the decision makers and the enacting of laws. 
The first hand look I was given as I watched a House of Representative session 
left me in awe of the process of our government in action. We know in theory 
that we have an open 
government for the 
people, by the people, 
but nowhere is this 
more apparent than in 
witnessing the House 
and Senate while they 
are in session actually 
enacting the laws that 
will be reported to us on 
the evening news and 
in our newspapers. The 
fact that I, as a staff 
nurse, was able to speak 
to and perhaps influence 
our Representatives in 
Congress on a subject 
I feel strongly about 
is extraordinary. I am 
honored to call myself a 
nurse.

Dot Baker, RN, MS(N), CNS-BC, EdD
Professor, College of Health Professions–Nursing, 

Wilmington University

This column contains examples of cardiovascular health 
topic indexes, podcasts and videos, tools and toolkits, 
articles, research, and evidence-based practice sources. 

HEART HEALTH TOPIC INDEX:
Centers for Disease Control & Prevention (CDC) heart disease home page @ http://
www.cdc.gov/heartdisease/

Centers for Disease Control & Prevention (CDC) Division for Heart Disease and Stroke 
Prevention @ http://www.cdc.gov/dhdsp/

Medline Plus topics, tools resources, treatments, research, multimedia tools, handouts, 
etc. @ http://www.nlm.nih.gov/medlineplus/heartdiseases.html

National Heart, Lung, & Blood Institute A-Z topical index @http://www.nhlbi.nih.gov/
health/health-topics/by-alpha/

PODCASTS/VIDEOS: 
Medical University of South Carolina offers “Heart and Vascular Health” 
Podcast Library @ http://www.muschealth.com/multimedia/podcasts/index.
aspx?type=topic&groupid=6

Medline Plus videos about blood flow, cardiovascular disease, family history @ 
http://www.nlm.nih.gov/medlineplus/heartdiseases.html

National Heart Lung, & Blood Institute videos about coronary heart disease, heart 
attack, high blood pressure, and heart disease in women @ http://www.nhlbi.nih.gov/
health/health-topics/videos/

TOOLS/TOOLKITS:
American Heart Association’s Get with the Guidelines™ program includes a “toolbox” 
with sample order sets, core measures worksheets, discharge instructions, & tips 
on overcoming barriers to implementation to guide written policies, protocols, and 
care planning documents upon current best evidence @ http://www.heart.org/
HEARTORG/HealthcareResearch/GetWithTheGuidelinesHFStroke/Get-With-The-
Guidelines-Heart-Failure-Home-Page_UCM_306087_SubHomePage.jsp

Institute for Healthcare Improvement (IHI) offers evidence-based care “bundles” of 
activities for the prevention of central line infections, pressure ulcers, pneumonia, deep 
vein thrombosis, etc. and a variety of resources, tools, and publications @ http://www.
ihi.org/Pages/default.aspx

Women and heart health (awareness, risk assessment, learn about heart disease and 
take action to lower risk, track healthy choices, healthy weight and eating, lower blood 
pressure and cholesterol, increase physical activity, and get enough sleep) @ http://
www.nhlbi.nih.gov/educational/hearttruth/lower-risk/tools.htm

ARTICLES: 
Healthy People 2020–our nation’s healthcare plan, contains many topic areas and 
objectives about heart disease and related health conditions and prevention @ http://
www.healthypeople.gov/2020/topicsobjectives2020/default.aspx

Cardiovascular health at-a glance @ http://www.nhlbi.nih.gov/health/public/heart/
other/chd_atglance.pdf

Lanuza, D.M., Davidson, P..M., Dunbar, S.B., Hughes, S., & DeGeest, S. (2011). 
Preparing nurses for leadership roles in cardiovascular disease prevention. Journal of 
Cardiovascular Nursing, 26(4), S56-63. 

RESEARCH: 
Agency for Healthcare Research & Quality (variety of resources, databases, 
publications & reports for professional and consumer) @ http://www.ahrq.gov/

Centers for Disease Control & Prevention funded studies @ http://www.cdc.gov/dhdsp/
grantee_information.htm

National Institute of Nursing Research (NINR) focus areas on symptom management 
such as pain, dyspnea in heart failure, self-management of chronic disease @ http://
www.ninr.nih.gov/ResearchAndFunding/symptommanagement.htm

National Institutes of Health (NIH) funded trials using web-based methods and 
social media to engage young adults in healthy weight @ http://public.nhlbi.nih.gov/
newsroom/home/GetPressRelease.aspx?id=2744

University of Maryland study about laughter as medicine for heart health @ http://
www.umm.edu/features/laughter.htm

EVIDENCE-BASED PRACTICE: 
Cochrane Library database of systematic reviews @ http://www.thecochranelibrary.
com/view/0/index.html

Cochrane Library–search for a variety of podcasts such as fat intake to prevent 
cardiovascular disease and statins for acute coronary syndrome @ http://www.
cochrane.org/podcasts

Joanna Briggs Institute offers numerous resources (access evidence, appraise evidence, 
use evidence, healthcare issues) @ http://www.joannabriggs.edu.au/. For example, click 
on Access Evidence and search “cardiovascular” to discover 86 evidence summaries, 
12 evidence-based recommended practice, 8 best practice information sheets, 52 
systematic reviews, 5 consumer information sheets, 2 technical reports, 54 systematic 
review protocols, and 2 review titles.

Dot Baker

Data Bits Nurses Healing Our Planet

Peter Iwanowicz from American Lung Association, 
April Canter from the ANA in front of Senator 

Coon’s office

	 certification
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