
I had the honor of 
spending time with new 
ANA President Karen 
Daley, PhD during the 
ISNA Annual Meeting 
of the Members. She 
was engaging and filled 
with enthusiasm about 
nursing. It was obvious 
that her 25 years as 

an ER nurse gave her invaluable insights to the 
plight of the staff nurse. Her lunch time was spent 
listening to our members about their concerns 
and hopes for the nursing profession. During her 
presentation she gave the membership a preview 
of her goals for the next few years. We have much 
to look forward to with this new president.

Since the showcasing of the newly revised 
foundational professional documents at the  
ANA House of Delegates in June of this year I 
have been energized and inspired by the depth 
and clarity of these three cornerstones of our 
profession. The documents include: 1) Code of 
Ethics for Nurses with Interpretive Statements, 2) 
Nursing’s Social Policy Statement: The Essence of 
the Profession (2010), and 3) Nursing: Scope and 
Standards of Practice Second Edition (2010). They 
can be found on the ANA website Nursingworld.
org. These documents define and guide the practice 
of nursing and serve as the unique covenant we 
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President’s Message

Barbara Kelly

have with those we serve. As we work with the 
public we are legally and ethically held to these 
defining standards. “The Standards of Professional 
Nursing Practice are authoritative statements of the 
duties that all registered nurses, regardless of role, 
population, or specialty, are expected to perform. 
The standards of practice address the use of the 
nursing process and standards of professional 
performance address how the RN conducts oneself 
in practice. Competencies for each standard are 
written that serve as evidence of compliance.” The 
ISNA Meeting of the Members held on September 
24 was captivated by the information presented, by 
Ann O’Sullivan, MSN, RN, NE-BC, CNE, Assistant 
Dean, Blessing-Rieman College of Nursing, 
Quincy, Illinois, on the newly revised Scope and 
Standards of Nursing Practice. Ann served as the 
ANA chair of the Scope and Standards workgroup. 
I will summarize portions of her presentation and 
the vital work from her group. 

As the workgroup of nurses in all fields 
of nursing (including nursing students both 
undergraduate and graduate), consumers, 
regulators, legislators, lawyers etc., selected from 
all parts of the country, convened over a year ago, 
they were charged with several mandates. Those 
mandates included: 1) creating a new edition of 
the Nursing Scope and Standards of Practice, 2) 
making it available for the HOD in June 2010, 3) 
creating standards with competency statements 
that replace existing measurement criteria, and 
4) continue developing the content involving the 
competency position statement and social policy 
statement. Ann stated the workgroup began by 
reaffirming the definition of nursing: Nursing 
is the protection, promotion, and optimization 
of health and abilities, prevention of illness 
and injury, alleviation of suffering through the 
diagnosis and treatment of human response, and 
advocacy in the care of individuals, families, 
communities, and populations. 

The workgroup refined the scope of nursing 
practice by stating that professional nursing has 
a single scope of practice which includes and 
describes the full range of activities from a novice 
nurse to the most advanced nurse. Her presentation 
included the “Five Tenets of Nursing Practice: 
1) Nursing practice is individualized, 2) Nurses 
coordinate care by establishing partnerships, 3) 
Caring is central to the practice of the registered 
nurse, 4) Registered nurses use the nursing process 
to plan and provide individualized care to their 

healthcare consumers, 5) A strong link exists 
between the professional work environment and 
the registered nurse’s ability to provide quality 
health care and achieve optimal outcomes.” Ann 
continued her presentation by discussing a model 
of Professional Regulation that included quality, 
safety, and evidence that interfaced with the 
foundational professional standards, the code of 
ethics, nurse practice act, institutional policies and 
self determination. Although many stakeholders 
are involved in assuring professional competence 
“it is the nursing profession that is responsible 
to shape and guide any process for assuring 
nurse competence.” In these defining documents, 
competency is defined as an “expected level of 
performance that integrates knowledge, skills, 
abilities and judgment, and that the integration 
of these occurs in formal, informal and reflective 
learning experiences.” 

The workgroup expanded the section on Caring 
as the essence of nursing practice by utilizing 
the works of Jean Watson, Madeline Leininger, 
and Kristin Swanson and reaffirmed, nursing 
is a science and an art. Additionally, much work 
was accomplished in the areas of specialty 
practice and advanced practice registered nurses. 
“Specialty practice such as informatics, public 
health, education and administration does not 
focus on direct patient care to individuals and 
does not require regulatory recognition beyond 
RN but may require advanced graduate nursing 
education. Conversely, Advanced Practice 
Registered Nurses (CRNA, CNM, CNS, NP) focus 
on direct care to individuals, have a regulatory 
title, have education, core competencies and scope 
defined by professional associations and utilize 
the consensus model for APRN regulation.”

Ann’s presentation ended with examples of 
how the standards of practice and professional 
performance and their competencies are used to 
guide and evaluate nursing practice in any setting. 
Every nurse should have these three documents 
to guide our practice and to remind us of our 
commitment to those we serve. Each faculty and 
administrator should have these documents 
to guide their work with education and work 
environments. Ann is a dynamic speaker with 
a clear and concise message: Nursing is a strong 
profession whose covenant with society requires 
a unique accountability that is manifested in its 
three foundational professional documents.

2011 ISNA Legislative 
Conferences are Scheduled for 

February & March 2011.

Complete information will be available at 
www.IndianaNurses.org after 

December 1, 2010.
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All ISNA members are encouraged to submit material 
for publication that is of interest to nurses. The material 
will be reviewed and may be edited for publication. To 
submit an article mail to ISNA Bulletin, 2915 North High 
School Road, Indianapolis, IN 46224-2969 or E-mail to 
klein@indiananurses.org.

The ISNA Bulletin is published quarterly. Copy 
deadline is December 15 for publication in the February/
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If you wish additional information or have questions, 
please contact ISNA headquarters.

For advertising rates and information, please 
contact Arthur L. Davis Publishing Agency, Inc., 517 
Washington Street, PO Box 216, Cedar Falls, Iowa 50613, 
(800) 626-4081, sales@aldpub.com. ISNA and the Arthur 
L. Davis Publishing Agency, Inc. reserve the right to 
reject any advertisement. Responsibility for errors in 
advertising is limited to corrections in the next issue or 
refund of price of advertisement.

Acceptance of advertising does not imply endorsement 
or approval by the Indiana State Nurses Association 
of products advertised, the advertisers, or the claims 
made. Rejection of an advertisement does not imply 
a product offered for advertising is without merit, 
or that the manufacturer lacks integrity, or that this 
association disapproves of the product or its use. ISNA 
and the Arthur L. Davis Publishing Agency, Inc. shall 
not be held liable for any consequences resulting from 
purchase or use of an advertiser’s product. Articles 
appearing in this publication express the opinions of 
the authors; they do not necessarily reflect views of 
the staff, board, or membership of ISNA or those of the 
national or local associations.
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Welcome to New 
and Reinstated 
ISNA Members

The ISNA is a Constituent Member of the American Nurses Association

APPLICATION FOR RN MeMBeRSHIP in ANA / ISNA
Or complete online at www.NursingWorld.org 

pleASe pRINt OR type
 
_____________________________________________________________________________ 
 Last Name, First Name, Middle Initial 
 
______________________________________
 Street or P.O. Box

______________________________________
  County of Residence

______________________________________
  City, State, Zip+4

1. Select pAy cAteGORy

________  Full Dues – 100%
Employed full or part time.
Annual-$269 ($273 after 1/1/11)
Monthly (EDPP)-$22.92. ($23.25 after 1/1/11)

________  Reduced Dues – 50%
Not employed; full-time student, or 62 years or older. 
Annual-$134.50 ($136.50 after 1/1/11)
Monthly (EDPP)-$11.71. ($11.87 after 1/1/11)

________  Special Dues – 25%
62 years or older and not employed or permanently 
disabled. Annual $67.25. ($68.25 after 1/1/11)

2. Select pAymeNt type

________ Full pAy – CheCk
________ Full pAy – BANkCARD
 
__________________________________________________  
 Card Number

__________________________________________________
 VISA/Master card    Exp. Date

__________________________________________________
 Signature for Bankcard Payment

____________________________________
  Home phone number & area code

____________________________________
  Work phone number & area code

____________________________________
  Preferred email address

____________________________________
  Name of Basic School of Nursing

____________________________________
  Graduation Month & Year

____________________________________
  RN License Number         State

____________________________________
  Name of membership sponsor

________  electRONIc DueS 
        pAymeNt plAN, mONtHly

The Electronic Dues Payment Plan (EDPP) provides for 
convenient monthly payment of dues through automatic 
monthly electronic transfer from your checking account.

to authorize this method of monthly payment of dues, 
please read, sign the authorization below, and enclose a 
check for the first month (full $23.25, reduced $11.87).

This authorizes ANA to withdraw 1/12 of my annual 
dues and the specified service fee of $0.50 each month from 
my checking account. It is to be withdrawn on/after the 15th 
day of each month. The checking account designated and 
maintained is as shown on the enclosed check.

The amount to be withdrawn is $ _________ each month. 
ANA is authorized to change the amount by giving me (the 
under-signed) thirty (30) days written notice.

To cancel the authorization, I will provide ANA written 
notification thirty (30) days prior to the deduction date.

_________________________________________________________
Signature for Electronic Dues Payment Plan

3. SeND cOmpleteD FORm AND
 pAymeNt tO:
 Customer and Member Billing
 American Nurses Association
 P.O. Box 504345
 St. Louis, MO 63150-4345

✁

✁

Indiana Direct Individual membership is now available for $180.00/year or 
$15.50/month online at www.IndianaNurses.org.  

Click on “Join/Renew” and follow the links.
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by Sue Johnson, PhD, RN, NE-BC

Nobody likes to take 
a test and Pediatric 
nurses are no exception. 
However, Pediatric nurses 
at a local hospital have 
been volunteering for a 
certain exam during the 
past couple of years–the 
CPN (Certified Pediatric 
N u r s e)  c e r t i f i c a t io n 
exam. Currently, 58% of 
the Pediatric nurses are 
certified and 3 more will 
take the exam in the next 
couple of weeks, resulting 

in a certification rate of 69%! Their goal is for 
100% of the unit nurses to be certified by 2012 and 
they are well on their way!

To explore how nurses prepare for success, I 
asked one of these nurses to share her perspectives 
on the study process and the exam itself. Here’s 
her story in her own words:

“I used the review book-for each chapter I would 
read the review questions at the end of the chapter 
first, then go back and read the section, focusing 
on the areas I had identified as needing reviewed. 
Reading and answering the questions out loud was 
helpful for me. Since growth and development is 
an integral component of pediatric nursing care, I 
always tried to keep this in mind when reviewing 
for the exam and when choosing the BEST answer 
from the test question choices. Knowing your own 
personal challenges and learning style is a key 
factor. I am strong on concepts, but have the most 
trouble remembering numbers, formulas, etc. so I 
made sure these were fresh in my mind just before 
the exam. I managed to score above the national 
and our unit average, but more importantly, I have 
a renewed sense of confidence and pride in being 
not just a nurse, but a pediatric nurse!”

—Lisa Copeland, RN, CPN, 
Parkview Hospital Pediatric Unit

Thanks, Lisa, for sharing your thoughts! 

Can YOU do what Lisa and her colleagues did?
I bet you can! When you are successful, I’d love 

to share your story in this column too! It’s time 
to get started! Please contact me at Sue.Johnson@
parkview.com to share your experiences.

CNe Approved Providers List Certification Corner

Sue Johnson

The Indiana State Nurses Association is 
accredited as an approver of continuing nursing 
education by the American Nurses Credentialing 
Center’s Commission on Accreditation. 

The ISNA Committee on Approval approves 
continuing nursing education providers to 
award nursing contact hours to the individual 
activities they develop and present. Any 
individual, institution, organization, or agency in 
Indiana responsible for the overall development, 
implementation, evaluation, and quality assurance 
of continuing nursing education is eligible to 
seek approval as a provider. Information must be 
submitted describing three different educational 
activities planned, presented, and approved by 
the Indiana State Nurses Association in the two 
years preceding the application and should be 
representative of the types of educational activities 
usually provided. Applications are reviewed by 
the Committee on Approval at their meetings in 
May and November. 

For information, contact the ISNA office, e-mail 
ce@IndianaNurses.org, or visit the ISNA web site 
www.IndianaNurses.org/education. The following 
are continuing nursing education providers 
approved by the ISNA Committee on Approval:

For complete contact information go to: www.
indiananurses.org/providers.php

Bloomington Hosp & Healthcare System,
 Bloomington, IN
Clarian Health Partners, Inc., Indianapolis, IN 
Clarian North Medical Center, Carmel, IN 
Clarian West Medical Center, Avon, IN 
Community Health Network, Indianapolis, IN 
Deaconess Hospital, Evansville, IN 

Good Samaritan Hospital, Vincennes, IN 
Health Care Education & Training, Inc., Carmel, IN 
Health Care Excel, Inc., Terre Haute, IN 
Hendricks County Regional Health, Danville, IN
Indiana Wesleyan University School of Nursing,
 Marion, IN
King’s Daughters’ Hospital & Health Services,
 Madison, IN 
LaPorte Regional Health System, LaPorte, IN 
Lutheran Health Network, Fort Wayne, IN 
Major Hospital, Shelbyville, IN 
MCV & Associates Healthcare Inc.,
 Indianapolis, IN 
Memorial Hospital & Health Care Center, Jasper, IN
Memorial Hospital of South Bend, South Bend, IN 
Methodist Hospitals, Gary, IN 
Parkview Health System, Fort Wayne, IN 
Porter Education and Rehabilitation Center,
 Valparaiso, IN 
Purdue University Continuing Nursing Education,
 West Lafayette, IN 
R.L. Roudebush VA Medical Center, Indianapolis, IN
Reid Hospital & Health Care Services, Richmond, IN
Schneck Medical Center, Seymour, IN 
Scott Memorial Hospital, Scottsburg, IN 
St. Francis Hospital & Health Centers,
 Beech Grove, IN 
St. Joseph Regional Medical Center, South Bend, IN
St. Margaret Mercy, Hammond, IN
St. Mary’s Medical Center, Evansville, IN 
St. Vincent Hospital & Health Care Center,
 Indianapolis, IN
The Community Hospital, Munster, IN 
Valparaiso University College of Nursing,
 Valparaiso, IN 
Wishard Health Services, Indianapolis, IN 
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Indiana Nurses Calendar
Date/time  event/location  contact Information 
  
October 19, 2010 A multidisciplinary Approach to Obesity – St. Vincent Hospital Contact online at bariatrics.stvincent.org or call 1-866-338-CARE (2273)
8:00-4:30 EDT Ritz  Charles, 12156 N. Meridian Street, Carmel, Indiana

October 19, 2010 Indiana Organization of Nursing executives IONE, Phone 317/423-7731 http://www.indianaone.org/id3/html
1:00 P.M. Board Meeting/Brown County Inn, Brown County, IN Email: mbisesi@johnsonmemorial.org

October 26-27, 2010 Greenleaf Healthcare conference “leading with a Servant’s Heart” Greenleaf Center for Servant Leadership, 317/669-8050
 Frontier Airlines Center, Milwaukee - online registration  Email: cknies@greenleaf.org
 www.greenleaf.org/healthcare

November 3-4, 2010 Indiana Association of School Nurses IASN, Phone 765/362-7493
 Annual conference at Indianapolis marriott east Email: bcsnyder3842@sbcglobal.net
 “Under Construction: A Blueprint for Building Effective School Nursing Practice”

November 5, 2010 Indiana State Nurses Association committee on Approval meeting Indiana State Nurses Association, Phone: 317/299-4575
9:00 A.M. Semi Annual meeting www.IndianaNurses.org  Email: ce@indiananurses.org

November 12, 2010 Indiana Organization of Nursing executives IONE, Phone 317/423-7731 http://www.indianaone.org/id3/html
10:00 A.M. Board Meeting/Hendricks Regional Health, 1100 Southfield Dr., Email: mbisesi@johnsonmemorial.org
 2nd Floor, Plainfield, IN 317/839-7200

Open Enrollment “Being a preceptor in a Healthcare Facility”—Open Enrollment.  Indiana University School of Nursing, Phone: 317/274-7779
 This course will acquaint you with the role of preceptor for new nurses, http://nursing.iupui.edu/continuing/  Email: censg@iupui.edu
 nurse graduates and nursing students. Self-paced format. 

Open Enrollment “Being a preceptor in a School of Nursing”—Open Enrollment. This course Indiana University School of Nursing, Phone: 317/274-7779
 will acquaint you with the role of preceptor, working with the faculty/ http://nursing.iupui.edu/continuing/ Email: censg@iupui.edu
 instructor and students from a school of nursing. Self-paced format. 

In 2004, the American Nurses Association 
House of Delegates passed an automatic dues 
escalator that increases the ANA Assessment 
Factor based on the Consumer Price Index for 
Urban Consumers (CPI-U.) The rate change is 
computed using the 12 months percentage change 
from June to June each year. It stipulates that 
the change for any year cannot go below 0% and 
there is a 2% cap on any increase. In addition, the 
change in the Assessment Factor is to be rounded 
to the nearest dollar. Although this computation 
is made each year, the policy states that the dues 
increase is only to be implemented every three 
years. 

ANA Assessment to Increase January 1
In 2010, the ANA House of Delegates removed 

the sunset clause from the escalator policy 
allowing these changes in the ANA Assessment 
Factor to continue. The next increase will be 
effective on January 1, 2011. At that time, the ANA 
Assessment Factor will increase by $4.00, rising 
from $134 to $138.00. The ISNA portion of the 
dues will not change. The total annual ISNA/ANA 
Assessment will be $273.00 for a full ISNA/ANA 
members. The monthly electronic payment will 
increase to $23.25/month.
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ISNA members met September 24, 2010, for 
the annual Meeting of the Members. The annual 
meeting format which began in 2000 replaced 
the biennial House of Delegates. Each and every 
member has the right to attend and vote. At 
the annual meeting members take positions, 
determine policy, and set direction on issues of a 
broad nature for the Association.

This year, ISNA was privileged to have Ann 
O’Sullivan, MSN, RN, NE-BC, CNE, Quincy IL 
present on the newly revised ANA publication, 
Nursing: Scope and Standards of Practice, 
second edition. She was a member of the ANA 
Congress on Nursing Practice and Economics, 
a member of the ANA Social Policy workgroup, 

ISNA President Barbara Kelly and 
ANA President Karen Daley, ISNA Annual 

Meeting September 24, 2010

ISNAP Workshop 
Well Received

The 5th Annual workshop sponsored by 
the Indiana State Nurses Association was held 
September 17, 2010. Seventy nurses, treatment 
providers and guests from the IN State Board of 
Nursing and the Consumer Protection Division of 
the Attorney General’s office heard outstanding 
speakers.

Richard Hinchman*, MD, FACOG, FASAM, 
spoke on “Addiction–A New Paradigm.” He 
described how research shows that there are actual 
changes in the brain, particularly in the levels of 
dopamine uptake that are present in persons with 
substance use disorder. Comments included “Best 
presentation on addiction I have heard!” and “Very 
valuable information.”

Paula Davies Scimeca,* 
MS, RN, author of 
unbecoming a Nurse 
and From unbecoming 
a Nurses to Overcoming 
Addiction, spoke on risk 
factors for nurses, levels 
of prevention, how to 
achieve optimal outcomes, 
successful strategies for 
re-entry, how to facilitate 
successful transition from 
monitoring programs, and 
ways to enhance safety 
and wellness. Attendees 
said–“Outstanding,” “Enjoyed what and how the 
material was presented–much I will remember,” 
“Thanks for the advocacy”and“Best Conference yet 
by ISNAP.”

The day ended with four ISNAP participants 
who shared their stories of addiction and recovery. 
Comments included “BEST PART!!!!” “This is 
wonderful–courageous nurses.” and “We are 
blessed with your sharing.”

ISNAP/ISNA would like to thank the friends 
of ISNAP, Jim Ryser, Mike Denton and Witham 
Laboratory for their generous support. We would 
also like to thank our exhibitors: Brentwood 
Meadows, LLC, Newburgh, IN; Resurrection 
Behavioral Health-Addiction Services, Chicago, 
IL; Rosencrans Health Network, Rockford, IL; St. 
Frances Hospital and Health Center, Indianapolis; 
St. Johns Anderson Center, Anderson, IN; Tara 
Treatment Center, Franklin, IN; and Valle Vista 
Health System, Greenwood, IN. All income over 
expenses for the workshop will go to the Needs 
Assistance Fund to help ISNAP participants with 
some of the costs of urine drug screens.

*Dr. Hinchman and Paula Davies Scimeca, 
www.unbecominganurse.org, have given 
permission for their PowerPoint presentations to 
be posted on the ISNA/ISNAP web site. They can 
be found at http://indiananurses.org/isnapsite/
links.php

ISNA’s Annual Meeting
and chaired the Scope and Standards workgroup. 
Her presentation was highly rated. Comments 
included “My primary reason for attending today 
was this presentation.” “It was excellent!” “I really 
found the subject rather interesting and relevant to 
my practice as an educator. I will use the ANA’s 
Nursing: Scope and Practice in my classroom. It 
is the backbone and framework on which student 
nursing evaluations are based. Ann was a great 
presenter both in exploring and explaining this 
document.” “I have a better appreciation for these 
“little books” and the importance of educating 
nurses and future nurses.”

Members received reports from President 
Barbara Kelly, Secretary Diana K. Sullivan, 
Treasurer Michael Fights, and Executive Director 
Ernest Klein. Written reports were reviewed from 
the ISNA Committee on Approval of Continuing 
Nursing Education, the IN State Nurses Assistance 
Program, and the ISNA-Nurse Political Action 
Committee (PAC). All of the written reports are 
available on the Members Only page at www.
IndianaNurses.org.

Members voted to amend the ISNA Bylaws to 
limit the number of consecutive terms that one 
could serve as a delegate to the American Nurses 
Association and to designate a Director seat on 
the ISNA Board of Directors for a recent graduate 
(within two years of graduation). The members 
also unanimously approved a resolution which 
supports legislative action for a state-wide ban on 
smoking in public places.

Annual challenge to support the PAC netted 
almost $1,000 in contributions and pledges.

For more information or to order go to www.nursesbooks.org or call 1-800-637-0323.

ANA FouNdAtioN oF NursiNg 2010

The keystone of the ANA 
Nursing Standards. 

Contains full text of the ANA Code 
of Ethics with Interpretive Statements.

Two of ANA’s foundational nursing texts 
– Nursing’s Social Policy Statement and 
Nursing: Scope and Standards of Practice 
have been revised and are the newest 
components of ANA’s Foundation of 
Nursing 2010. When linked with Guide 
to the Code of Ethics for Nurses, these 
three texts form the basis of contemporary 
nursing practice. Used in over 500 
nursing programs throughout the U.S. 

Every nurse should own these books 
regardless of level, setting, or specialty.  
Each book may be purchased separately 
or as a set. save 20% when you 
purchase the full set.

EVErY Nurse should Have it!

Pub #FNdN2010              List $64.95/Member $54.95 (Print)
Pub #FNdN2010e            List $54.95/Member $46.95 (eBook)

Defines nursing and describes 
the basis of practice.

Now Available as eBooks!

Paula Davies 
Scimeca

August 13, 2010 Conference Call
Present: Barbara Kelly, President; Paula McAfee, Vice President; Diana K. Sullivan, Secretary; 

Michael Fights, Treasurer; Directors Mary Cisco, Angela Heckman, Vicki Johnson, Judy Morgan and 
Cynthia Stone; Ernest Klein, Executive Director, and Mary Davidson, Administrative Assistant.

Others: Kathy Weaver, Public Health Nurse Chapter; Marteen Sparks

Approved June 11 & July 22, 2010 Board Minutes 

Approved proposed Bylaw Amendments.

Established next BOD meeting dates as follows: November 19, 2010, March 4, 2011, June 3, 2011, 
September 9, 2011, October 2011 Meeting of the Members

Discussed format for Executive Director evaluation.

Renewed LegisAffairs Group contract for 2010-2012. 

Appointed Task Force members: Diana Sullivan, Chairperson, Mary Cisco, Cindy Stone and Sara 
Horton Deutsch to plan 2011 Legislative Conference

Michael Fights reviewed the financial statement. 

Reviewed written staff report and membership trends.

Cindy Stone reported on Safety Task Force activities. 

Kathy Weaver reported that the Public Health Nurse Chapter will meet on September 24th following 
the Meeting of the Members.

Noted Indiana Organization of Nurse Executives has renewed Organizational Affiliate agreement. 

Visit us online
anytime...

anywhere...

www.indiananurses.org
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Dear Registered Nurses: 

The American Nurses Association (ANA) once again urges all registered nurses to get the seasonal 
influenza vaccine. As nurses, we have an ethical obligation not only to protect our patients, but also 
ourselves, our families, co-workers and communities from influenza illness. 

In my first year as ANA president, I am eager to inspire 
nurses to lead the way to increasing vaccination rates 
among all health care workers. It is not acceptable to me 
that the seasonal influenza vaccine rate among health 
care workers remains below 50 percent, including the rate 
for nurses. We know nurses can contract and transmit 
seasonal influenza. As the most trusted profession, we 
owe it to ourselves, our patients and the public to be 
vaccinated and set the example we want the nation to 
follow. 

ANA is not a lone voice urging 100% vaccination rates. 
The Centers for Disease Control and Prevention (CDC) 
recommends that everyone age 6 months and older get 
an influenza vaccine during this influenza season–registered nurses included. We also want all nurses 
to know that ANA considers seasonal influenza vaccination one of several important components of a 
comprehensive infection control program. The program should address education, respiratory etiquette, 
hand-washing, and the use of proper and effective personal protective equipment. We encourage you 
to advocate for stronger infection control programs at your facilities to address seasonal influenza and 
other respiratory illnesses to increase safety for patients and staff. 

During last year’s influenza season, influenza vaccination moved front and center in the public’s 
consciousness due to the pandemic caused by the H1N1 virus. During this season, we have the chance to 
build upon the heightened attention that influenza vaccination received because of the pandemic. While 
H1N1 is no longer a pandemic, awareness of the dangers of influenza, especially for high-risk groups 
such as people with chronic health conditions, pregnant women and infants, certainly has increased. 
I would fully expect that the recent H1N1 experience will translate into higher RN vaccination rates. 
Importantly, the H1N1 virus strain is included in this season’s influenza vaccine. 

Safety and efficacy of vaccines is well established by research; adverse events are extremely rare. Studies 
show that vaccinating health-care workers cuts their absenteeism, protects their co-workers and families, 
and prevents infections and complications among patients. Influenza season can start as early as 
September and peak as late as March. I encourage you to take the time early in this influenza season to 
get the influenza vaccine in a program sponsored by your employer or on your own. It is crucial that you 
get protected as soon as the vaccine is available. I also want to remind you to use a safety syringe when 
vaccinating to protect against needlestick injuries that could lead to bloodborne pathogen exposure. 

We’ve compiled an Influenza Toolkit to help you with resources on influenza disease and the vaccine: 
www.ANAimmunize.org/ influenzatoolkit. 

We appreciate what you do for your patients and to promote public health. Nurses truly play an 
important role in Bringing Immunity to Every Community! 

Karen Daley, PhD, MPH, RN, FAAN
ANA President

www.Nursingworld.org
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Independent Study

Introduction
Heart disease is the number one killer of 

women in the United States today. This may come 
as a surprise to many people, because the general 
belief is that breast cancer holds that ranking. 
In fact, breast cancer mortality has decreased 
significantly in the past several years, while the 
rate of death from heart disease continues to be 
notable. In 2002, 51% of the deaths in the United 
States attributable to coronary disease occurred in 
women (CDC, 2007). Many factors associated with 
heart disease can be controlled, so the condition 
is one in which women have the power to make 
significant differences in their lives.

Unfortunately, women historically have not 
been considered as much at risk for heart disease 
as men. Most of the research on heart disease, 
medications, treatment methods, and cardiac 
rehabilitation has been done with male subjects. 
Many healthcare providers do not demonstrate 
awareness of the substantial risk of heart disease 
for women. Numerous studies compiled by the 
Agency for Healthcare Research and Quality 
validate the disparities in diagnosis, treatment, 
and management of female patients (AHRQ, 2007).

Risk Factors
There are two recognized types of coronary 

disease risk factors: non-modifiable or fixed, and 
modifiable, or those subject to change by the 
client.

Fixed (Non-modifiable) modifiable Risk 
Risk Factors Factors

Age Weight
Sex Activity level
Ethnic/Cultural Nutritional patterns
backgrounds
Family history Obesity
 Stress level and
 coping styles
 Smoking or second-
 hand smoke exposure

Women and Coronary Disease:
The Heart of the Matter

Ohio Nurses Foundation
ONF-10-24-I

Clearly, the client cannot change her age or 
sexual chemistry (though sex-change operations 
can alter a person’s perception of being male 
or female). Typically, the age at which cardiac 
disease becomes an issue for women is 50+ and 
is associated with the onset of menopause. There 
is speculation that estrogen and/or progesterone 
levels in the body prior to menopause help to 
decrease risk of coronary disease for younger 
women, though ongoing debate about the role of 
hormones continues. Prior to age 50, men have a 
higher rate of cardiac events than do women; in 
the 50-65 age range, rates are almost equal; and in 
the over-65 population, there is a higher incidence 
of cardiac disease among women than in men.

Ethnic and cultural background cannot be 
changed but have significant bearing on one’s risk 
for cardiac disease. In the United States, African 
American women are currently at the highest risk, 
with a correlation to the tendency of this group to 
have hypertension. American Indians are also at 
high risk, with a correlation to their tendency to 
have diabetes (Zaret and Subak-Sharpe, 2006).

Family history is not able to be changed, but 
if a woman has several members of her birth 
family who have had cardiac events, particularly 
before age 50, her risk for cardiac disease is much 
higher. It is especially important to consider the 
combination of a family history of cardiac disease 
in combination with modifiable risk factors in an 
individual woman, such as smoking, obesity, and / 
or high stress.

There is a clear connection among the 
modifiable risk factors, and often a woman will 
have several of these risk factors present. For 
example, a woman who is physically active, eats a 
well-balanced diet, and is very satisfied with her 
current job / role / situation is less likely to be a 
smoker or have a problem with being overweight. 
Likewise, a highly-stressed woman who finds her 
greatest enjoyment in sitting on the couch eating 
potato chips and watching soap operas is more 
likely to be obese, a smoker, or have hypertension.

Hypertension, hyperlipidemia, and diabetes are 
medical conditions, not technically risk factors. 
However, the presence of these medical indicators 

should be a huge warning flag as to the possibility 
of the client also having coronary disease. In 
fact, diabetes is now considered to be essentially 
equivalent to coronary disease–a person who 
has diabetes is also considered to have heart 
disease, even in the absence of current symptoms. 
(Metersky, 2006)

The definition of hypertension has changed 
in the past few years. Numbers indicative of 
high blood pressure are lower than previously 
identified. The National Heart, Lung, and Blood 
Institute (NHLBI) has classified hypertension 
according to the following table:

category Systolic Diastolic
 Reading Reading

Normal < 120 AND < 80

Pre-hypertension 120 – 139 OR 85-89

Hypertension 140-159 OR 90-99
Stage 1

Hypertension 160 or higher 100 or 
Stage 2 OR higher

Adapted from National Heart, Lung, and Blood Institute, 
2006 

Cholesterol and triglycerides are other 
elements that need to be considered in assessing 
cardiac risk. Many people talk about getting 
their cholesterol levels checked without really 
understanding what that means. It is possible to get 
a quick cholesterol screening test at a health fair. 
This type of test, however, typically measures only 
total cholesterol and doesn’t provide a full lipid 
panel. A realistic cardiac assessment will include 
a full analysis of lipids that affect cardiovascular 
functioning.

Cholesterol is a fatty substance that is found 
in all cells. It is produced by the body and is 

Independent Study continued on page 9
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used to make hormones, vitamin D, and digestive 
enzymes. Cholesterol is also present in many of the 
foods people eat–the internal level of production 
cannot be controlled, but the intake of cholesterol 
can be reduced to lower the total amount of 
cholesterol in the body. Cholesterol itself does not 
mix with blood, so it travels through the blood 
stream attached to a lipoprotein–a structure with 
cholesterol in the middle and protein molecules 
around the outside to make it mobile in the blood 
stream. Assessment of “cholesterol level” is really 
an assessment of the lipoprotein in the blood.

Low-density lipoprotein (LDL) is considered 
“bad” cholesterol. Too much of this type of 
cholesterol causes build-up in arteries that can 
impede flow of blood. LDL levels under 100 are 
generally considered “good”, though variations can 
occur depending on disease state and sex. High-
density lipoprotein (HDL) is considered “good” 
cholesterol; it helps to return cholesterol to the 
liver for metabolism and/or excretion.

Increased levels of LDL cause build-up of plaque 
on the inner surfaces of artery walls. Plaque is of 
two kinds: stable and unstable. Stable plaque is 
stationary. However, as levels build, the diameter 
of the artery becomes smaller, blood flow through 
the artery becomes more sluggish, and more 
pressure is required to push the blood through 
the vessel. Unstable plaque can rupture, leading 
to the release of toxic inflammatory substances 

in the blood stream. This can result in an acute 
myocardial infarction or a fatal dysrhythmia. 
An increasingly common laboratory test used to 
diagnose inflammatory related cardiac disease 
is C-Reactive protein. This is a biochemical 
substance that is elevated in the presence of 
vascular inflammation. Of twelve factors studied 
in the 2000 Women’s Health Study report, 
C-Reactive protein was the most predictive of a 
cardiac event. The Centers for Disease Control and 
Prevention now recommends use of the CRP lab 
test as part of cardiovascular disease screening 
(Sinatra and Roberts, 2007),

Triglycerides are typically elevated in people 
with heart disease. Triglyceride is a form of fat 
that is carried through the blood stream and 
is typically assessed as part of a “lipid panel” 
along with HDL and LDL. Normal levels of 
triglyceride do not cause a problem, but elevated 
levels combine with low-density lipoprotein to 
create plague and impede blood flow. Ideally, the 
triglyceride level should be under 150. 

A cluster of risk factors (obesity, elevated 
triglycerides, low levels of HDL, hypertension, and 
insulin resistance) have been labeled “metabolic 
syndrome”. In this context, obesity is defined 
as waist measurement of greater than 40 inches 
in men or 35 inches in women. Hypertension 
is defined as noted earlier in the NHLBI chart. 
Triglyceride level of greater than 150 is part of 
the syndrome, as is HDL of less than 40 in men 
and less than 50 in women. Insulin resistance is 

considered to be present when the fasting blood 
sugar is greater than 100 in the presence of normal 
insulin function (VERIFY ALL DATA). Presence 
of metabolic syndrome is highly predictive of 
cardiovascular disease. Treatment typically is 
based on control of the individual indicators. 

Symptoms
Coronary disease is often silent until there 

is a myocardial infarction. Hypertension is the 
most predictive factor of coronary disease, but 
hypertension itself is considered a “silent disease” 
since it, too, has no evident symptoms. Seldom 
are there significant prodromal symptoms that 
would encourage a person to seek assistance 
prior to a major cardiac event. For that reason, 
attention to reduction of risk factors is particularly 
important. When a cardiac event does occur, one 
of the difficulties women have in discerning the 
presence of a myocardial infarction is that the 
“typical” cardiac symptom of severe crushing 
substernal chest pain often is not the presenting 
symptom in women. 

Women more often complain of nausea, fatigue, 
dyspnea, generalized malaise, or heartburn. They 
may have mild or dull pain that is generally located 
in the chest and/or abdomen, but not specifically 
substernal. Sometimes there is a syncopal episode 
(fainting) or presence of dysrhythmia. One recent 
article (Waller, 2006) suggests that it is critical to 
educate women on the unique symptoms of heart 
disease among the female population and to give 
them “permission” to seek help for themselves.

Diagnostic testing and treatment
Regular screening will point to indicators 

of risk, such as high blood pressure, high 
cholesterol, obesity, or the other factors as noted 
earlier. Treatment of risk factors is critical to 
hopefully prevent the occurrence of a cardiac 
event. Medications to lower blood pressure, 
lower high LDL levels, or treat diabetes may be 
indicated. Lifestyle changes must be addressed as 
well to control modifiable risk factors of obesity, 
nutritional alterations, and high stress, among 
others.

It is not uncommon for women to delay 
diagnosis and treatment for a cardiac event. 
Women lead busy lives. They see themselves as 
caregivers for others–not as persons needing care. 
When symptoms of heart attack are felt, women 
often think to themselves, “this will go away”, or 
“it’s not really that bad”. Sometimes they negotiate 
with themselves–“I’ll call the physician after 
I finish the laundry”, or “If this isn’t better after 
dinner, I’ll go to the hospital”. Unfortunately, delay 
in seeking care can seriously compromise the 
chance of effective treatment.

Unfortunately, even after women arrive at 

Independent Study continued from page 8
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the hospital, treatment may be delayed. Because 
women’s cardiac event symptoms often aren’t 
clearly defined, time may be spent in looking for 
alternative causes for diffuse symptoms. Cardiac 
conditions in women may easily be undetected or 
misdiagnosed (Metersky, 2006).

Several tests may be performed to determine 
the presence of a cardiac problem. A woman may 
be asked to wear a Holter Monitor, which records a 
continuous electrocardiogram. Twenty-four hours 
is the usual time for recording. The healthcare 
provider then reviews the results to determine the 
presence of any electrical alterations in cardiac 
functioning.

An exercise stress test may be conducted to 
assess cardiac response to increased levels of 
physical stress. A treadmill test is typically 
performed; alternatively, medication may be 
given to simulate cardiac stress and monitor 
blood flow to the heart during stress. Cardiac 
stress tests have been found to be less reliable in 
women than in men, with higher rates of false 
positives. An echocardiogram is an ultrasound 
study of the heart which allows visualization of 
heart structures and flow of blood through the 
heart. A stress echocardiogram (combining the 
exercise stress test with the echocardiogram) is 
a better tool. If a person is not able to tolerate the 
exercise, medications can be given to simulate 
the increase in cardiac activity with exercise. 
In some circumstances, an endoscope may 
be inserted through the esophagus, enabling 
better visualization of cardiac structures (trans-
esophageal echocardiography).

More invasively, a cardiac catheterization may 
be done. In this study, a catheter is inserted into 
an artery, threaded to the heart, and contrast dye 
is inserted to follow flow of blood through the 
coronary arteries. Subsequent to visualization of 
any blockage that may be present, angioplasty can 
be performed. Angioplasty involves threading a 
catheter through the coronary artery, inflating 
a balloon at the site of blockage, and often 
inserting a stent to keep the artery open. The 
balloon presses the plaque blockage to the walls 
of the artery, opening the diameter of the vessel 
for better blood flow. A stent, a mesh coil that 
looks like a small spring, may be left in place to 
prevent atherosclerosis from recurring. Some 
stents are coated with medication, which is slowly 
and continuously released to prevent blockage 
of the vessel from scar tissue that may form as a 
result of the invasive procedure. However, there 
has been some evidence that the medication 
itself may result in blood clot formation. This 
issue is currently under study. Some physicians 
recommend that anyone with a stent in place be 
given an anti-clotting agent as a precaution.

Cardiac catheterization and angioplasty do 
carry some risk. The risk is greatest in women, 
persons over the age of 75, those with kidney 
disease, people who have diabetes, or people who 
have advanced heart disease. A woman over the 
age of 75 with diabetes would have a significant 
risk for these procedures.

Coronary artery bypass graft (CABG) is a 
surgical procedure that is done to revascularize 
coronary muscle in the presence of severe 
coronary artery disease. While this is currently 

the most common type of open-heart surgery 
in the United States, with over 500,000 being 
performed each year, the recent focus has been on 
angioplasty instead of the more invasive surgical 
procedure when possible. In CABG, a healthy 
vessel from another part of the body is grafted to 
the blocked coronary artery. Up to four coronary 
vessels can be grafted in one surgical procedure. 
Because this is a major surgery, complications can 
be significant. 

After coronary artery bypass graft (CABG) 
surgery, women tend to have higher death 
rates than men. New evidence suggests that 
immunosuppression from blood transfusions 
may have something to do with this (Rogers, 
et.al. 2006). Women, who typically have lower 
hemoglobin and hematocrit levels than men, often 
need blood transfusions after CABG. Women 
tend to have more transfusions than men and get 
more units of blood per CABG procedure. In the 
study reported by the Rogers group, patients who 
received a transfusion were 5.6 times more likely 
to die within 100 days after surgery than those 
who did not receive a transfusion.

Outcomes
Women are twice as likely to die within the first 

two weeks after suffering a myocardial infarction 
(Zaret and Subak-Sharpe, 2006). Women have a 
higher rate of mortality within the first year after 
myocardial infarction than do men. This may be 
due to difficulties in diagnosis, inappropriate or 
ineffective treatment, or lack of thorough follow-
up and cardiac rehabilitation.

Nursing Implications

Evidence Based Practice
The most valuable research study validating 

the presence of risk factors and the need for 
intervention to control risk factors in the 
prevention and/or control of coronary disease 
is the Framingham Heart Study (NHLBI, 2007). 
Begun in 1948, the study originally undertook 
to follow people without coronary disease for 
many years to see if and/or when they developed 
coronary disease. There were 5,209 men and 
women, aged 30 to 62, who were residents of 
Framingham, Massachusetts, enrolled in the 
original study. A prerequisite to participation was 
that they had not had a myocardial infarction or 
a stroke. Every two years since that time, these 
people have visited with the researchers for review 
and updating of their medical histories, physical 
examinations, and lab testing. Those who are still 
alive are continuing to participate in the study.

In 1971, a second generation of participants was 
added to the study. These included the children of 
the original study participants and their spouses. 
An additional 5,124 persons were enrolled in the 
study at that time and have been followed since. 
The third generation of participants is now being 
recruited. The goal is to add 3,500 grandchildren 
of the original study participants. 

This study has had significant implications 
in the development of current guidelines for 
screening, education, and care. The opportunity 
to track a consistent population over such a long 
period of time has provided a wealth of data to 
identify major risk factors, develop strategies for 
prevention of coronary disease, track the familial 

tendencies of disease development, and determine 
most effective approaches to patient education. 

Other evidence based practice standards can 
be found in related healthcare organization’s web 
sites. Many of those, such as the National Heart, 
Lung, and Blood Institute; the American Heart 
Association; and the Association of Women’s 
Health, Obstetric, and Neonatal Nurses, are 
referenced in this document. Other places to 
check for standards of practice are the Agency for 
Healthcare Research and Quality and the Institute 
for Healthcare Improvement (www.ihi.org). 

Health Education
Nurses have a responsibility to provide health 

teaching for all of their clients. Regardless of the 
purpose for which a woman is seeing a healthcare 
provider, opportunity should be taken to discuss 
cardiac risk factors, teach about symptoms 
of cardiac disease, determine what lifestyle 
modification might be undertaken to reduce risk, 
and instruct on the critical importance of seeking 
immediate treatment for cardiac symptoms. It 
might also be advisable to teach the woman and 
her significant others the importance of being 
assertive consumers of care. Consumers should be 
persistent in requiring that healthcare providers 
appropriately assess for and treat coronary 
disease.

The American Heart Association (AHA) publishes 
guidelines for healthcare providers in educating 
consumers about heart disease and in performing 
screenings. The most recent guidelines were 
published in the AHA journal Circulation in February 
of 2007. These guidelines are available at http://www.
americanheart.org/presenter.html?identifier-3045524. 
They include recommendations on lifestyle, activity, 
nutrition (including meals in restaurants), and 
pharmacological treatment for blood pressure and 
cholesterol control. Two items that had previously 
been part of the recommendations are now NOT 
considered appropriate: use of hormone replacement 
therapy or selective estrogen receptor modulators 
to prevent heart disease and the use of folic acid 
supplements, which have been found to be ineffective 
in protecting against heart disease.

Weight reduction is an important area for health 
teaching. Women often feel powerless to make 
change in weight, and it is important to emphasize 
that small, incremental change helps. Sometimes 
people set too large of a goal–I will lose 50 pounds 
this year. Motivation decreases after a while–the 
goal is too large and the time frame is too long. 
Help the woman to establish small, measurable 
goals that can be achieved in a reasonable period 
of time. It is also important to help her develop an 
action plan for reaching that goal. For example, 
what actions will be taken in week one? Week two? 
Assess the likelihood of these actions being taken. 
There’s a difference between giving “lip service” 
to a plan and actually developing a strategy for 
adhering to the plan. If the likelihood is small, 
it’s better to hold off on the action plan. Trying to 
implement a plan with little hope for success is 
setting the client up for failure.

Many women believe that exercise is too 
expensive, or too time-consuming. While the 
current recommendation is that women have 60-90 
minutes of moderate exercise every day, there is no 
requirement that a person join a health club or hire 
a personal trainer. Investing in good walking shoes 
and making a commitment to taking a walk every 
day is a major accomplishment for many people 
and should not be taken lightly. (One investment 
that might motivate a woman to take a daily walk 
is the purchase of a dog!) There is also no need 
for the exercise/activity time to be consecutive 
minutes. If a woman takes a walk every day at 
lunch time, parks at the back of the parking lot at 
work and climbs the stairs to use the bathroom 
upstairs at home rather than the one by the family 
room, she has made a significant investment in her 
cardiac health.

Nutrition education is important, too. Notice 
that the reference is to a “nutrition education” 
plan, not a “diet”. People have a very negative 
connotation of the word “diet”, which again 
may lead to a lowered probability of success in 
implementing change. Again, goals should be 
small and incremental. For example, if a person 
typically eats two bagels with cream cheese for 
breakfast, decreasing that to one bagel with cream 
cheese would cut the calorie and carbohydrate 
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consumption by 50%. That is a worthy goal. 
Telling the woman that she “can’t have” the cream 
cheese leads to feelings of deprivation, which then 
can lead to guilt if she decides to have the cream 
cheese anyway. Set small goals, and praise small 
successes.

One of the hardest things to do is to help 
someone develop and implement a plan for 
stopping smoking. However, there is clear and 
convincing evidence that this strategy alone can 
account for a substantial drop in the risk of a 
myocardial infarction, even after only 24 hours 
of smoking cessation. Within a year or two after 
quitting, the risk of heart attack is decreased by 
half, and after fifteen years, the previous smoker’s 
risk is no higher than a person who has never 
smoked (American Heart Association, 2005). The 
nicotine in tobacco causes physical addiction, 
so the woman who smokes must confront this 
addiction issue and work very hard over the rest 
of her life if she wishes to remain nicotine-free. 
There are a number of strategies that have been 
found to be successful, including medications, 
hypnosis, “cold turkey”, nicotine replacement 
therapy, and behavior modification. According to 
Kondas (2006), pharmacologic therapy combined 
with behavior modification results in some of the 
highest long-term abstinence rates. Because the 
social situation in which smoking occurs is such 
a strong motivator (smoking after a meal or while 
driving), social support and perhaps changing 
social networks and behaviors can be very helpful. 
The American Lung Association, American 
Heart Association, and American Cancer Society, 
among others, have resources to help people in the 
process of smoking cessation.

Many community resources are available to 
provide assistance in patient education. The 
American Heart Association has many booklets 
and materials available, and their web site, www.
americanheart.org, has extensive resources as well. 
The National Heart, Lung, and Blood Institute, a 
division of the National Institutes of Health, has 
a web site with many patient education resources 
in both English and Spanish. The “Go Red for 
Women” campaign is a strong public education 
effort to inform women about the risks of heart 
disease, warning signs, and lifestyle modifications 
to prevent heart disease. Their web site is www.
goredforwomen.org.

Screening
As noted earlier, risk factors for heart disease 

are generally considered in two categories: 
modifiable and non-modifiable, or fixed. 
Screening exams should include assessment of 
both types of risk factors, though subsequent 
teaching and interventions will focus on those 
factors which are within the control of the client. 
Screening for cardiac disease does not have to 
wait until a woman is post-menopausal, which 
is when the incidence of cardiac disease is most 
greatly manifested. Screenings of children as 
part of well-child check-ups or school physicals 
often form the basis for teaching and lifestyle 
modifications that can be instrumental in 
preventing later development of coronary disease. 
As young women enter the reproductive period 
of their lives, they typically see obstetric and/or 
gynecologic healthcare providers more than any 
other providers. Therefore, the OB/GYN exam 
visit is the perfect time to conduct cardiovascular 

risk screenings and teach about cardiac disease 
prevention. On subsequent visits, a woman’s 
progress in instituting lifestyle changes can be 
addressed and support provided. When change has 
not been able to be accomplished, the nurse can 
assess why this has happened and help the client 
to determine other possible strategies.

The Association for Women’s Health, Obstetric, 
and Neonatal Nursing, (AWHONN), has developed 
a position statement of Women’s Cardiovascular 
Health (2002). Their data shows that 62% of 
healthcare providers for American women never 
mention cardiovascular health or risk assessments 
during a woman’s visit for care. The AWHONN 
position statement reinforces the need for regular 
cardiovascular health screening as an integral part 
of a woman’s well-health assessments.

As a nurse, you have a critical role to play 
in educating women, being sure screening 
assessments are done on a regular basis, 
and supporting your patients in making 
lifestyle changes that will reduce their risk for 
cardiovascular disease.
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INDePeNDeNT 
STuDY

This independent study has been 
developed for nurses to better understand 
coronary disease and the effects on women. 
1.4 contact hours will be awarded for 
successful completion of this independent 
study. 

The Ohio Nurses Foundation (OBN-001-
91) is accredited as a provider of continuing 
education in nursing by the American 
Nurses Credentialing Center’s Commission 
on Accreditation. 

Expires 6/2012. Copyright © 2008, 2010 
Ohio Nurses Foundation.

DIRectIONS
1. Please read carefully the enclosed article 

“Women and Coronary Disease: The Heart 
of the Matter.”

2. Complete the post-test, evaluation form 
and the registration form.

3. When you have completed all of the 
information, return the following to the 
Indiana State Nurses Association, 2915 
North High School Rd, Indianapolis, IN 
46224:

A. The post-test;

B. The completed registration form; 

C. The evaluation form; and

D. The fee: ISNA Member ($15)–NON 
ISNA Member ($20)

The post-test will be reviewed. If a 
score of 70 percent or better is achieved, 
a certificate will be sent to you. If a score 
of 70 percent is not achieved, a letter 
of notification of the final score and a 
second post-test will be sent to you. We 
recommend that this independent study be 
reviewed prior to taking the second post-
test. If a score of 70 percent is achieved on 
the second post-test, a certificate will be 
issued.

If you have any questions, please feel free 
to call Zandra Ohri, MA, MS, RN, Director, 
Nursing Education, zohri@ohnurses.
org, 614-448-1027, or Sandy Swearingen, 
sswearingen@ohnurses.org. 614-448-1030, 
Ohio Nurses Foundation at (614) 237-5414.

OBJectIVeS
Upon completion of this independent 

study, the learner will be able to:
1. Describe current issues related to heart
 disease in women.
2. Identify nursing measurers appropriate 

for
 care of women in regard to heart disease.

This independent study was developed 
by: Pam Dickerson, PhD, RN, BC, PRN 
Continuing Education, Inc. The author 
and planning committee members have 
declared no conflict of interest.

There is no commercial support for this 
independent study.

This information is provided for 
educational purposes only. For legal 
questions, please consult appropriate 
legal counsel. For medical questions or 
personal health questions, please consult 
an appropriate health care professional.

Independent Study continued on page 12
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DIRectIONS: please complete the post-test 
and evaluation form. there is only one answer 
per question. the evaluation questions must be 
completed and returned with the post-test to 
receive a certificate.

Name:  _____________________________________

Final Score:  ________________________________

please circle one answer.

1. The number one killer of women in the U.S. 
today is:

 a. Breast cancer
 b. Colorectal cancer
 c. Heart disease 
 d. Lung cancer

2. Symptoms of heart disease in women often 
include:

 a. Asthma-like symptoms
 b. Fatigue 
 c. Pain radiating to the left leg
 d. Severe, crushing substernal chest pain

3. Women are more likely than men to die in 
the first year after having a heart attack.

 a. False
 b. True 

4. Women’s risk for heart disease is less than 
men’s when people are in their:

 a. 40’s 
 b. 50’s
 c. 60’s
 d. 70’s

5. A woman who has smoked but quits may 
find that within 15 years, her risk of a heart 
attack is:

 a. About the same as it was when she was
  smoking
 b. Half of what it was when she was
  smoking
 c. Higher than if she had continued
  smoking
 d. Similar to what it would be if she had
  never smoked 

6. A woman wants to lose weight. A realistic 
goal would be to lose:

 a. Fifteen pounds by Christmas, which is
  two months away
 b. Five pounds by her birthday, which is six
  weeks away 
 c. Forty pounds within the next year
 d. Ten pounds this month

7. Part of the reason smoking cessation is so 
difficult is that it is:

 a. A learned behavior
 b. A social activity as well as an addiction 
 c. Ingrained in genetic predisposition
 d. So much a part of the American culture

8. A woman’s blood pressure reading at today’s 
visit to your clinic is 134/86. You know that 
this is:

 a. Hypertension Stage 1
 b. Hypertension Stage 2
 c. Normal
 d. Prehypertension 

Women and Coronary Disease: The Heart of the Matter 
Post Test and evaluation Form

9. Your best option for teaching a woman with a 
blood pressure of 134/86 is to:

 a. Ask if there is a history of hypertension in
  her family
 b. Consider lifestyle modifications that can
  help to reduce her BP 
 c. Suggest that she have her BP rechecked
  within a month
 d. Verify that she is doing well 

10. The Center for Disease Control and 
Prevention recommends this test as part of a 
cardiovascular risk assessment:

 a. Alfa-fetoprotein
 b. C-Reactive protein 
 c. Sedimentation rate
 d. Thyroid level

11. C-Reactive Protein shows the presence of:
 a. Atherosclerosis
 b. Coronary disease
 c. Dysrhythmia
 d. Inflammation  

12. Unstable plaque is dangerous because it can:
 a. Lead to high cholesterol levels
 b. Occlude arterial passageways
 c. Rupture 
 d. Weaken coronary arteries

13. Stable plaque is dangerous because it can:
 a. Lead to high cholesterol levels
 b. Occlude arterial passageways 
 c. Rupture
 d. Weaken coronary arteries

14. Metabolic syndrome does not include:
 a. Elevated triglycerides
 b. Hypertension
 c. Increased LDL level 
 d. Obesity

15. The American Heart Association currently 
recommends against this item for the 
prevention of heart disease:

 a. Antihypertensives
 b. Cholesterol-lowering agents
 c. Folic acid  
 d. Insulin

16. Risk assessment for cardiovascular disease 
should begin with:

 a. Children 
 b. Menarche
 c. Menopause
 d. Pregnancy

17. High-density lipoprotein functions in the 
following manner:

 a. Breaks down cholesterol to prevent clot
  formation
 b. Enables cholesterol to move in and out of
  cell walls
 c. Returns cholesterol to the liver for
  metabolism and excretion 
 d. Transports cholesterol systemically
  through the blood stream

18. A person who currently has diabetes is also 
considered to have heart disease, even in the 
absence of cardiovascular symptoms.

 a. False
 b. True 

19. In a coronary artery bypass graft procedure, 
up to ____ vessels can be grafted?

 a. One
 b. Two
 c. Three
 d. Four

evaluation:
1. Were the following  Yes No
 objectives met?

 a. Describe the current issues
  related to heart disease in women. 	 

 b. Identify nursing measures
  appropriate for care of women
  in regard to heart disease. 	 

2. Was this independent study an 
 effective method of learning? 	 
 If no, please comment:

3. How long did it take you to complete the 
study, the post-test, and the evaluation 
form? 

  ________________________________________

4. What other topics would you like to see 
addressed in an independent study

The Ohio Nurses Association (OBN-001-91) is accredited 
as an approver of continuing nursing education by the 

American Nurses Credentialing Center’s Commission on 
Accreditation. 

Women and Coronary Disease: 
The Heart of the Matter

ONF-10-24-I
Registration Form

Name: ___________________________________________
(Please print clearly)

Address: ________________________________________
Street

_________________________________________________
City/State/Zip

Daytime phone number: __________________________

_________ RN  ________  LPN

Fee:  ________  ISNA Member ($15)
  ________  Non-ISNA Member ($20)

please email my certificate to: 

_________________________________________________

email Address (please print clearly)

mAKe cHecK pAyABle tO tHe INDIANA StAte 
NuRSeS ASSOcIAtION.

Enclose this form with the post-test, your check, and 
the evaluation and send to: 

ISNA, 2915 North High School Road,
 Indianapolis, IN 46224.

ISNA OFFIce uSe ONly

Date Received: ____________ Amount: ____________

Check No ________________

20. Hormone replacement therapy is 
recommended for the prevention of heart 
disease in post-menopausal women.

 a. False  
 b. True
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AHRQ State Snapshots expanded to include new 
data on health insurance

The Agency for Healthcare Research and 
Quality’s (AHRQ’s) annual release of State-by-State 
quality data has been expanded to include new 
data on health insurance, including data on health 
care quality categorized by source of payment 
(private insurance, Medicare, Medicaid, and those 
without insurance). The 2009 State Snapshots, 
recently released by AHRQ, are available at http://
statesnapshots.ahrq.gov. 

The new health insurance section allows users 
to compare payer-specific quality rates as well as 
differences among payers. For example, a State can 
compare the quality of care received by Medicaid 
or uninsured patients with that received by these 
same patients nationally. In addition, a State can 
assess whether its insurance-related disparities 
are larger or smaller compared with the nation as 
a whole. 

The 2009 State Snapshots provide State-
specific health care quality information, including 
strengths, weaknesses, and opportunities for 
improvement. State-level information used 
to create the State Snapshots is based on data 
collected for AHRQ’s 2009 National Healthcare 
Quality Report. Overall, States get mixed reviews 
for the quality of care they provide. As in previous 
years, AHRQ’s 2009 State Snapshots show that no 
state does well or poorly on all quality measures. 
Maine, Maryland, Wyoming, South Carolina, 
and the District of Columbia showed the greatest 
improvement. The five States showing the 
smallest improvement were North Dakota, Texas, 
West Virginia, Nebraska, and Washington State. 
For each State, specific clinical conditions could 
be identified that accounted for different rates of 
improvement.

“The addition of the insurance information to 
the State Snapshots adds one more dimension to 
the picture of health care quality and disparities 
in individual States and regions,” said AHRQ 
Director Carolyn M. Clancy, M.D. “The 2009 State 
Snapshots continue to evolve into an invaluable 
resource for State officials and other stakeholders.” 

The 2009 State Snapshots summarizes health 
care quality in three dimensions: types of care 
(preventive, acute, and chronic care), settings 
of care (hospitals, ambulatory settings, nursing 
homes, and home health care), and clinical 
conditions (cancer, diabetes, heart disease, 
maternal and child health, and respiratory 
disease). There are also special focus areas on 
diabetes, asthma, Healthy People 2010 objectives, 
clinical preventive services, and disparities. 
Additional features in the 2009 State Snapshots 
provide more ways to analyze the quality of health 
care for each State compared with all States, as 
well as with States in the same region

timely followup remains an issue with abnormal 
lab results in electronic health records

One of the areas in outpatient practices subject 
to error is the followup of abnormal lab results. 
Missed test results lead to delays in diagnosis 
and potential adverse events as well as subjecting 
clinicians and practices to legal liability. Use 
of electronic health records (EHRs) facilitates 
transmission of abnormal outpatient laboratory 
test results to clinicians through “alerts.” However, 
safety concerns remain when it comes to the 
followup practices of clinicians, concludes a new 
study.

Researchers focused on four abnormal test 
alerts in EHRs: hemoglobin A1c, frequently used 
to monitor diabetes; positive hepatitis C antibody, 
used to diagnose hepatitis C infection; prostate-
specific antigen that may predict prostate cancer; 
and thyroid stimulating hormone, used to diagnose 
thyroid dysfunction. Alerts were tracked to 
determine if the provider acknowledged the alert 
by clicking on and opening up the message about 
the abnormal lab results within a 2-week period. 
After 30 days, medical records were reviewed and 
providers contacted to see if any followup actions 
took place, such as contacting the patient about 
the abnormal lab result and/or implementing 
treatment.

During a 10-month period, a total of 78,158 
tests for the four measurements were performed. 
Of these, 1.48 percent were transmitted to the 
providers as alerts in the EHR. While 10.2 percent 

AHRQ Research Notes
of the alerts were not acknowledged by the 
provider, lack in the timely followup was seen 
in 6.8 percent of all alerts after 30 days. Alerts 
related to redundant tests were more likely to 
receive followup. Alerts issued for conditions 
that indicated a new diagnosis were more likely 
to lack timely followup compared with alerts 
for pre-existing conditions. More research and 
interventions are needed to improve the human-
computer interface and to monitor followup 
actions by providers, suggest the researchers. 
Their study was supported in part by the Agency 
for Healthcare Research and Quality (HS17244). 

See “Notification of abnormal lab test results 
in an electronic medical record: Do any safety 
concerns remain?” by Hardeep Singh, M.D., 
M.P.H., Eric J. Thomas, M.D., M.P.H., Dean F. Sittig, 
Ph.D., and others in the March 2010 The American 
Journal of Medicine 123(3), pp. 238-244.

Assessment of hospital computerized physician 
order entry systems finds many medication errors 
are missed

Computerized physician order entry (CPOE) 
systems with decision support provide advice, 
such as recommended drug dosages, and warnings, 
for example, about patient drug allergies or drug-
drug interactions, as physicians use the computer 
software to order patient medications. One of the 
major reasons for implementing CPOE systems is 
to prevent serious errors that can cause patient 
harm. However, simulation of CPOE as it is used 
by physicians at 62 U.S. hospitals detected only 
53 percent of the medication orders that would 
have likely resulted in fatalities and, in individual 
hospitals, 10-82 percent of orders that would have 
caused serious injuries. In the hospitals studied, 
the overall scores varied by as much as 40 to 65 
percent among hospitals using CPOE software 
from the same vendor. The six top-performing 
hospitals used software from six different vendors 
(one homegrown solution and five commercial 
products). 

In a statistical model, choice of vendor was 
significant in predicting performance, but only 
accounted for 27 percent of the total variation in 
performance. Hospital teaching status also was a 
significant predictor of CPOE performance, but 
only accounted for 10 percent of the observed 
variation in hospital performance. The hospitals 
were much more likely to use basic decision 
support than advanced decision tools that require 
more configuration and customization. However, 
the top-performing hospitals implemented 
advanced clinical decision support, as well as 
basic tools, thereby demonstrating what is possible 
with current systems. 

The simulation tool mimics what happens 
when a physician writes a medication order for 
a real patient but uses fictitious patients and 
orders created for the test. The test orders would 
cause serious harm if the medication actually 
reached the patient and represent the categories of 
adverse drug events (excessive dose, wrong route, 
contraindicated based on patient age, diagnosis, 
or renal function) research shows contribute the 
most adverse drug events. For each assessment, a 
participating physician enters about 50 test orders 
for 10-12 test patients into the local electronic 
health record via its CPOE and notes any guidance 
provided by the software’s decision report module. 

In the study, the researchers calculated an 
overall score (percentage of test orders identified) 
as well as scores for each category of adverse drug 
event for all hospitals in aggregate. The researchers 
then compared hospitals based on hospital size 
(bed number), teaching status, and whether the 
hospital was part of a multihospital health system. 
The assessment tool employed in the study was 
funded in part by the Agency for Healthcare 
Research and Quality (Contract No. 290-04-0016).

More details are in “Mixed results in the safety 
performance of computerized physician order 
entry,” by Jane Metzger, B.A., Emily Welebob, R.N., 
M.S., David W. Bates, M.D., M.Sc., and others in 
the April 2010 Health Affairs 29(4), pp. 655-663.

cost of family coverage provided by employers 1.5 
times more in 2009 than in 2000

The annual premium for a family health plan 
sponsored by an employer cost about 54 percent 
more in 2009 than it did in 2000—$13,027 and 

$8,437 (adjusted for inflation), respectively—
according to the latest News and Numbers from 
the Agency for Healthcare Research and Quality 
(AHRQ). During the same period, the average 
cost of an annual premium for a single coverage 
plan rose by 41 percent, from $3,308 (adjusted for 
inflation) to $4,669. 

According to AHRQ’s analysis for the period:
Just under a third (30.5 percent) of the 59 

million U.S. workers who were enrolled in 
employer-sponsored health plans had family 
coverage, while about half were enrolled in single-
coverage plans, and nearly one-fifth had employee-
plus-one coverage, which is health insurance that 
covers the employee plus one family member at a 
lower premium rate than full family coverage.

Among the 10 largest States, New York had the 
highest average premiums, ranging from $13,757 
for family plans to $5,121 for single coverage, and 
Ohio had the lowest, ranging from $11,870 for 
family coverage to $4,261 for single coverage.

The average annual employee contributions 
to health insurance premiums were $3,474 for 
family coverage (26.7 percent of the average family 
premium), $2,363 for employee-plus-one coverage 
(26.1 percent of the average premium), and $957 for 
single coverage (20.5 percent of the average single 
premium).

About 21 percent of workers with single 
coverage, 10 percent with employee-plus-one 
coverage, and 11 percent with family coverage 
made no contribution toward their health 
insurance premium. However, these proportions 
varied among the 10 largest States.

The data in this AHRQ News and Numbers 
summary are taken from the Medical Expenditure 
Panel Survey (MEPS), a detailed source of 
information on the health services used by 
Americans, the frequency with which they are 
used, the cost of those services, and how they are 
paid for. 

For more information, go to State Differences in 
the Cost of Job-Related Health Insurance, 2009 at 
http://www.meps.ahrq.gov/mepsweb/data_files/
publications/st286/stat286.shtml.

mental disorders and/or substance abuse related 
to one of every eight emergency department cases

Nearly 12 million visits made to U.S. hospital 
emergency departments (EDs) in 2007 involved 
people with a mental disorder, substance abuse 
problem, or both, according to the latest News and 
Numbers from the Agency for Healthcare Research 
and Quality (AHRQ). This accounts for 1 in 8 of 
the 95 million visits to EDs by adults that year. Of 
these visits, about two-thirds involved patients 
with a mental disorder, one-quarter was for 
patients with a substance abuse problem, and the 
rest involved patients dealing with both a mental 
disorder and substance abuse. 

AHRQ’s analysis also found that for the 12 
million ED visits involving mental health and/or 
substance abuse problems: Depression and other 
mood disorders accounted for 43 percent of the 
visits, while 26 percent were for anxiety disorders, 
and 23 percent involved alcohol-related problems.

Mental health and/or substance abuse-related 
visits were two and a half times more likely 
to result in hospital admission than visits not 
involving mental disorders and/or substance 
abuse. Nearly 41 percent of mental disorder and/
or substance abuse-related visits resulted in 
hospitalization.

Medicare was billed for 30 percent of all mental 
health and/or substance abuse ED visits; private 
insurance was billed for 26 percent; the uninsured 
for 21 percent; and Medicaid 20 percent.

This AHRQ News and Numbers is based on data 
in Mental Health and Substance Abuse-Related 
Emergency Department Visits among Adults, 2007 
(http://www.hcup-us.ahrq.gov/reports/statbriefs/
sb92.jsp). The report uses statistics from the 2007 
Nationwide Emergency Department Sample, an 
AHRQ database that is nationally representative 
of ED visits in all non-Federal hospitals. The 
Nationwide Emergency Department Sample 
contains 26 million records from ED visits 

AHRQ Research Notes continued on page 14
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from approximately 1,000 community hospitals 
nationwide. This represents 20 percent of all U.S. 
hospital EDs.

Rural elderly with dementia are hospitalized 
more often for conditions that primary care visits 
might have caught

Seniors who suffer from dementia and live 
in rural areas are more likely than city dwellers 
to end up hospitalized for conditions that could 
have been prevented if better outpatient care were 
available near their pastoral surroundings, a new 
study finds. Researchers linked survey data from 
the 1998 National Longitudinal Caregiver Survey 
with Medicare and Veterans Affairs claims data 
from 1,186 U.S. veterans who suffer from dementia. 
They found that 13 percent of veterans had at least 
one “ambulatory-care-sensitive hospitalization.” 
This term refers to a condition in which timely 
primary care in an outpatient setting would have 
reduced the need for a hospitalization. 

Veterans with dementia who lived in rural 
areas were at higher risk for an ambulatory-
care-sensitive hospitalization than veterans in 
metropolitan areas (22.6 percent vs. 12.8 percent). 
When ample community health clinics and 
primary care providers were available, rural 

residents’ chance of having ambulatory-care-
sensitive hospitalizations decreased.

Although public policy initiatives often focus on 
helping people with dementia age in place for as 
long as possible, those policies present difficulties 
for rural residents if they have limited access to 
primary, specialty, and home health services to 
help manage their condition. This study’s findings 
highlight the need to bring appropriate care to 
medically underserved populations to prevent 
costly, unnecessary hospitalizations by providing 
better primary care services closer to home. 
This study was funded in part by the Agency for 
Healthcare Research and Quality (T32 HS00032). 

See “Rural-urban differences in preventable 
hospitalizations among community-dwelling 
veterans with dementia,” by Joshua M. Thorpe, 
Ph.D., Courtney H. Van Houtven, Ph.D., Betsy L. 
Sleath, Ph.D., and Carolyn T. Thorpe, Ph.D., in the 
March 2010 The Journal of Rural Health 26(2), pp. 
146-155.

more than a quarter of patients do not fill 
prescriptions for new medications

Studies show that many patients cease taking 
medications after filling their first prescription. 
Now a new study finds that many prescriptions 
are never filled at all. This practice, called 
primary non-adherence, can increase the risk 

AHRQ Research Notes continued from page 13 of continued illness and even death, especially 
when the unfilled prescriptions control chronic 
conditions like high blood pressure, diabetes, and 
high cholesterol.

Researchers in Boston used a year’s worth of 
data from an electronic prescribing system to track 
the number of electronic prescriptions issued and 
then examined pharmacy insurance claims to see 
how many were actually filled. Of the 195,930 
e-prescriptions issued, 22.5 percent went unfilled. 
What’s more, of the 82,245 prescriptions issued 
for new medications, 28 percent were never filled. 
Prescriptions to treat the chronic conditions of 
high blood pressure, diabetes, and high cholesterol 
were least likely to be filled, especially when they 
were newly prescribed. 

The researchers assert that interventions 
to improve primary non-adherence should be 
targeted toward those who may have trouble 
paying for medications. That’s because studies 
show that high cost-sharing requirements can 
delay treatment for chronic conditions. This study 
was funded in part by the Agency for Healthcare 
Research and Quality (HS15175). 

See “Primary medication non-adherence: 
Analysis of 195,930 electronic prescriptions,” 
by Michael A. Fischer, M.D., M.S., Margaret R. 
Stedman, Ph.D., Joyce Lii, M.S., M.A., and others 
in the April 2010 Journal of General and Internal 
Medicine, 25(4), pp. 284-290.


