
voice in healthcare. The 
association with the 
ANA and the strategic 
planning that is conducted 
to advocate for nurses on 
a national level touches 
my heart deeply and I am 
hooked!

Why would you 
encourage other RNs to 
join INA?

Empower  you rsel f 
to become a part of 
the whole! You are not 
a victim! You have an 
opportunity to advocate for yourself, your peers, and your 
patients. You can have a voice in healthcare reform and, 
best of all, the educational opportunities are limitless. By 
being a part of INA you are a part of the ANA, which is 
passionate about our profession.
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by Vanessa Klaus

I am hoping 2013 will bring all of us health, hope, 
and a renewed vigor for engaging in our state nurses 
association. Each and every one of us can look forward to 
exploring how we can make our maximum contribution 
as one of the state’s most trusted and valued professions. 
I am proud and excited to announce that your INA 
Board of Directors has approved moving forward to 
explore involvement in the “Mountain States Division.” I 
attended a second meeting in Denver on December 15th, 
and am extremely encouraged about our opportunities to 
partner with the states of Utah, Colorado, California, New 
Mexico, Nevada, and Arizona. 

After the last issue of RN Idaho appeared, I had several 
colleagues ask, “Why pursue this multistate endeavor?” 
One very frank individual asked, “What’s in it for us?” I 
really had to think about that question. I also had to think 
long and hard in order to formulate an answer. 

The availability of resources to provide services for 
professional nurses and advance nurses’ advocacy power 
for our profession and our communities is becoming 
increasingly strained. All of our state associations within 
the ANA have core programs which are, to a great degree, 
duplicative. In this age of scarce and dwindling resources, 
we had better get with the business of “working smarter, 
not harder.”

The goals of formulating multi-state divisions within 
ANA are clear and concise: Above all, we need to increase 
leverage and power through collaboration to serve our 
profession and our communities. Next, laser-focus our 
efforts toward sharing resources, reducing administrative 
costs, and optimizing resources in terms of state-of-the-
art products and services-ensuring that the states within 

a multistate division are each 
providing “time, talent, and 
treasure,” according to the 
strengths and skills within the 
respective state associations. 
And finally, it is in our best 
interests to work at driving 
membership and revenue 
growth for all of our states, 
individually. 

Each of these goals requires shared risks, as well 
as shared investments. We will develop a strategy for 
increasing operational efficiencies, decreasing duplication 
of services, and creating a plan for long term sustainability.

This is where you, the member, have such a vital 
role. To accomplish our goals we require engagement, 
involvement, passion for our profession, and a willingness 
to devote time and energy to the cause. How many reading  
this publication are members of INA? Further, of those 
members, how many are willing to take the time to get 
involved? I can tell you, we need our nurses to be involved!

How many of our faculty in our universities and 
schools of nursing are members of INA? How many of our 
leaders in nursing are engaged and involved in our state 
association? We have many specialties in our profession, 
which brings a richness that is beyond measure. Has it 
splintered us as well? What is our transition rate from the 
Student Nurses Association to the INA? If we look deeply, 
we will see the ANA and its underpinnings in many of our 
other professional organizations. Where do we all meet? 
What is the bottom line, in who we are? These questions 
do not raise blame–they simply seek answers. We must 
rise above our own microcosm of professional practice and 
personal lives. The time is now. The rewards are clear.

Holly Carlson MS, RN, CCRN
St. Luke’s Regional Medical Center
INA Member Since 2012

I started as a junior hospital volunteer at the age of 14. I 
have been an RN for 15 years and employed in healthcare 
for 20 years. I have a Master’s degree in Organizational 
Leadership and currently direct 32 critical care beds 
in Boise, Idaho. I have worked in essentially every 
bedside role that focuses on adult care. I am currently 

the Secretary on the INA Board of Directors and 
love my involvement in the conference planning 
committee. I am invigorated by the variety and 
pace of healthcare. I truly believe that the key 
to exceptional patient care is achieved through 
empowered, happy nurses.

In what ways has membership in INA been 
valuable to you?

My INA membership removed the perception 
that nurses are not respected, let alone have a 

Holly Carlson
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Arthur L. Davis 

Publishing Agency, Inc.

www.idahonurses.org

RN Idaho (RNI), the official publication of the Idaho 
Nurses Association (INA), is a peer-reviewed journal that 
is published quarterly. Views expressed are solely those of 
the authors or persons quoted and do not necessarily reflect 
INA’s views or those of the publisher, Arthur L. Davis 
Publishing Agency, Inc. The RNI Editorial 
Board oversees this publication 
and welcomes nursing and health-
related news items, original articles, 
research abstracts and other pertinent 
contributions. We encourage short 
summaries and brief abstracts as well as 
lengthier reports and original works. An 
“article for reprint” may be considered if 
accompanied by written permission from 
the author or publisher. Authors are not 
required to be INA members.

Manuscript Format
Articles should be submitted in APA 

style (6th edition) as a double-spaced WORD 
document using 12 point font. Acceptable file 
formats for documents are:

•	 WORD	files	in .doc format without embedded photos 
(please save “down” to .doc instead of .docx if .docx is 
your default file format)

•	 .jpg	or	.tiff	for	photographs
Submissions should include the article’s title and the 

author(s) name, credentials, organization/employer and 
contact information. Authors must address any potential 
conflict of interest, whether financial or other, and also 
identify any applicable commercial affiliation. Submissions 
should be emailed as attachments to INA at ed@idahonurses.
org. 
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Mark your Calendar 

for the Big Event!

Idaho Nurses Association 2010 Spring Conference

“Promoting a Healthy Idaho”

April 29-30, 2010

St. Luke’s Regional Medical Center–Boise, Idaho

Presented by:

Idaho Nurses Association • Idaho Public Health Association • Idaho Rural Health Association

With support from: 

Idaho Area Health Education Center

Thursday, April 29th

INA House of Delegates Meeting Reception

Friday, April 30th

Spring Conference

Featured Speakers Include:

• Carol Moehrle, RN, Director, Idaho North Central District Health Department

• Carmen Nevarez, MD, MPH, President-elect, American Public Health Association and Public Health 

Institute Medical Director and Vice-President of External Relations

Visit http://idahonurses.org for additional 

information and to register.

Also see article on page 5.

Contact hours for this continuing nursing education activity have been submitted to the Washington State 

Nurses Association, an accredited approver by the American Nurses Credentialing Center’s Commission 

on accreditation. Please contact Marilyn Floyd at the Idaho Nurses Association for more information about 

contact hours for this event.

Join INA Today

We need you!

Membership application

http://nursingworld.org/joinana.aspx

CHARTING IDAHO 

NURSING HISTORY

Verlene Kaiser 

Randall Hudspeth

Photographs
Photographs of high resolution (300 dpi preferred) 

may be submitted digitally as a separate file in .jpg or .tiff 
format. Submit a signed photo release form (available 
online at http://idahonurses.org/displaycommon.
cfm?an=1&subarticlenbr=21) and supply a caption 
and photo credit for each photo. Photo release 
forms should be submitted by FAX or scanned 
and emailed in the same manner as manuscripts. 
Photographs should be emailed in the same 
manner as manuscripts. All photos become the 
property of INA. 

Publication Selection and Rights
Articles will be selected for publication 

based upon the topic of interest, adherence 
to publication deadlines and guidelines, 
the quality of writing, and peer review 
by members of the RNI Editorial 
Board. When there is space for one 

article and two of equal interest are under 
review, preference will be given to INA members. 

RNI reserves the right to edit articles to meet style and space 
limitations. One-time publication rights are reserved by RNI.

Advertising
Product, program, promotional or service announcements 

are usually considered advertisements. To place an 
advertisement, please contact our publisher, Arthur L. Davis 
Publishing Agency, Inc., at sales@ALDpub.com or by phone 
800-626-4081. 

For further questions about submission of content, please 
contact the INA at ed@idahonurses.org or by phone 1-888-
721-8904. The FAX number for signed photo release forms is 
404-240-0998. 

Guidelines for 
Submissions to RN Idaho

RN Idaho is published by the 
Idaho Nurses Association 

3525 Piedmont Road 
Building 5, Suite 300 

Atlanta, GA 30305 

Toll-free Phone: 888-721-8904 
Direct Dial: 404-760-2803 Extension: 2803 
Email: ed@idahonurses.org
FAX: 404-240-0998 
Website: www.idahonurses.org 

Editorial Board: 
Tracy Flynn, PhD, RN, CNE
Barbara McNeil, PhD, RN-BC 
Anna Hissong, MSN, RN-BC, CCCE
Deanna Mitchell, RN, BSN, MAEd, MS (Nursing)
Lynne Weil
Dorothy M. Witmer, EdD, RN 

RN Idaho welcomes comments, suggestions 
and contributions. Articles, editorials and other 
submissions may be sent directly to the INA office via 
mail, fax or e-mail. Please call the INA office if you 
have any questions.

Join INA Today
We need you!

Membership application
http://nursingworld.org/joinana.aspx

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. INA 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 Idaho 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. 
INA 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 INA or 
those of the national or local associations.

RN Idaho is published quarterly every February, 
May, August and November for the Idaho Nurses 
Association, a constituent member of the American 
Nurses Association.

Nursing at Harrison
We create a climate that supports shared governance 
and fosters collaborative, evidence-based practice 
with all disciplines, where quality of care, professional 
growth and fiscal responsibility are shared objectives. 
Each nurse has the responsibility, authority, and 
accountability to deliver exceptional care. We are 
committed to the training and development of our 
nursing staff through continuing medical education 
and other advanced education opportunities.

Our philosophy
In concert with the mission, vision, and values of 
Harrison Medical Center, the professional nursing staff 
provides holistic, patient-centered care based on the 
needs of individuals and their families.

To view our currently available 
positions & apply online, visit:

www.harrisonmedical.org/employment
EOE

Intermountain Hospital is recruiting for our

Psychiatric Nursing Team
Come be a part of the RN team at Intermountain, a 
behavioral healthcare facility in beautiful Boise, ID.

Bachelors/Associates degree

Please fax resume to HR at 208-377-5415 
or send to Intermountain Hospital

303 N. Allumbaugh, Boise, ID 83704

An EEO Employer, M/F/V/D

Glendive Medical Center (GMC) is a full-
service, 25-bed acute care hospital with 
24-hour emergency care, full medical 
and surgical services and an attached 71-bed skilled Extended Care (EC) 
facility. GMC also operates Eastern Montana Veterans’ Home (EMVH): an 
80-bed long-term care facility in Glendive, which includes a 16-bed secure 
Alzheimer’s Unit. We are dedicated to being a leader in providing and 
promoting health and wellness to the residents of east central Montana 
and western North Dakota. 

Open Nursing Positions:
RN/LPN EMVH

RN/LPN EC
Check us out on the web at www.gmc.org and fill out an online

application today! For additional information e-mail
sknuths@gmc.org. EOE/AA

JOIN OUR TEAM!
William Bee Ririe Hospital 

located in Ely, NV
A friendly rural community in 
moutainous Eastern Nevada

Clinical Informatics Coordinator,
Full-Time RN & Full-Time OR RN experience 
preferred; sign on/relocation bonus available; 
generous benefits; State retirement (PERS);

very competitive salaries.
WBRH is an EOE employer.

Contact:
Vicki Pearce, vicki@wbrhely.org

775-289-3467 Ext. 299
www.wbrhely.org

REEL IN A NEW CAREER

2827 Fort Missoula Rd. • Missoula, MT 59804 • (406) 728-4100

www.communitymed.orgEOE
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Membership
Corner

ANA/INA Member Benefits

One low membership fee provides national (ANA) and state (INA) level 
benefits and international professional connection (ICN).

Staying Informed Benefits 

The American Nurse  Value = $20.00; current issues and trends 

The American Nurse Today  Value = $18.95; news you can use in practice 

Online Journal of Issues in Nursing (OJIN)  24/7 access 

ANA Smart Brief and INA Nursing News Flash Electronic daily news feed–issues and research on healthcare, illness to wellness,nursing
(sign-up to receive) 

Capitol Update (sign-up to receive) Political/legislative news and advocacy options

Nursing Insider  Current news on nursing and health care directly to your e-mail inbox

www.nursingworld.org Resources, news, publications; members only content

RN Idaho  Quarterly publication for all Idaho nurses

http://idahonurses.org Resources, news, member directory

http://www.icn.ch ANA is the only official US member of International Council of Nurses (ICN)

Promoting Professional Nursing Quality Benefits
and Safety 

Code of Ethics and Interpretative Statements*  Longstanding code for nursing and model for other professions

Nursing’s Social Policy Statement*; Nursing: Guiding documents for professional practice; members give input
Scope and Standards of Practice*  into revisions
(generic + 28 specialties) 

National Database on Nursing Quality  Data links nurse staffing levels to quality nursing care
Indicators (NDNQI)

Workplace safety Advocacy, information and legal briefs (e.g. bodily injury from lifting, latex allergies, safe needle 
 practices, workplace violence) 

*read only versions available to members at www.nursingworld.org/members/foundation

Advocating for Nurses and Patients/Clients Benefits

Lobbying at state and federal level to congress Aims to improve nursing and health care (e.g. safe staffing, workforce development, overtime pay,
and regulatory bodies  access to care, rights of nurses); assists with lobby strategies

Legislative committee (INA)  Aims to safeguard the Nurse Practice Act (see also lobbying benefits above) 

Represents nurses and nursing practice  Acts as a voice for you at high level agencies and places where it matters (e.g. White House); provides 
 information and stories to the media to influence outcomes and shape realistic, positive views of 
 nursing

Collective bargaining  ANA supports the rights of all nurses to decide if they want to be advocated for in their employment 
 setting by a union. ANA has not engaged in any direct collective bargaining for nine years. CMAs** 
 each decide if they wish to offer collective bargaining services to their members; Idaho members have 
 not requested collective bargaining.

** Constituent Member Associations

Developing Professionally Throughout  Benefits
Career

ANA is only organization for all registered  ANA is first and foremost in providing guiding documents for professional practice
nurses 

Nurse’s Career Centers (ANA and INA) Sign up to find career oriented positions 

ANANurseSpace  Online social network 

Certification  Documents your expertise 

Conferences, educational events Contributes to lifelong development 

Opportunities for state and national committees Develops you and contributes to profession; influence association’s agenda. You decide on level and
 time commitment; benefits available to both active and less active members.

Networking at organization events &  Connects one professionally; Facebook; Twitter
electronically 

Staying informed (see first section)  Issues that matter are your key concern

Florence Whipple scholarships - INA Gives support to students in AD or BSN programs in Idaho

Saving Dollars and Time Benefits 

Member discounts 
•	Alamo	and	Budget	auto	rental		 Membership	saves	dollars	when	you	travel
•	Walt	Disney	World	Swan	and	Dolphin	Hotel	
•	ANA	Cash	Rewards	Mall		 Brands	you	know	and	love	cost	less
•	Crocs,	Dell	Computers	….and	more
•	Nursesbooks.org	 Books	for	professional	development

ANCC certification  Value = up to $140 savings 

Online continuing education (CE)  Discounts or free

New full members to INA receive a 25% Value = $70 savings
discount on year one dues 

One stop shop for insurance  Professional liability, life, major medical, dental, disability, long-term care, Medicare Part D, Medicare 
 supplemental, cancer 

Join today at http://nursingworld.org/joinana.aspx

Member Benefit 
Highlight: 

ANA Education 
Resource Center

ANA and INA have a long history of promoting 
and supporting nurses’ professional development. The 
ANA Education Resource Center builds on this legacy 
by providing tools and resources to help registered 
nurses (RNs) pursue higher education and leadership 
development. By pursuing a wide range of educational 
opportunities nurses can provide an even higher level of 
care to patients and explore enhanced career opportunities. 

This Education Resource Center portal provides 
access to ongoing continuing education offerings, ANA’s 
Leadership Institute, and alliances with education 
organizations that offer programs ranging from RN to 
BSN tracks to doctoral programs. The longer term vision 
is to further develop the Education Center so that RNs will 
have access to a robust offering of tools and information to 
assist in the advanced education decision-making process 
and meaningful tuition discounts for online programs 
exclusive to ANA/INA members.

Access the ANA Education Resource Center at http://
nursingword.org.

4800 Cordova Street, 
Anchorage   AK  99503

www.st-eliashospital.com

St. Elias Specialty Hospital
We are in search of Experienced 
Registered Nurses who can make 
a significant contribution to their 
patients, co-workers, and professions by 
consistently providing the highest level 
of patient care and customer service.

•	3-5	years	experience	preferred.
•	Supervisory	experience	a	plus!

If you are interested in
joining our team call, fax,
or email us at:

(907)	564-2225	 Phone
(907)	564-3886	 Fax 
careers@st-eliashospital.com

JOIN US IN 
ANCHORAGE AT

St. Luke’s Magic Valley is a brand new, 186-bed, 700,000 sq. foot 
health care facility that opened in May 2011. St. Luke’s Jerome is a 
critical access hospital that joined the health system in 2011.

• Nurse Manager, Inpatient Rehab Unit
• Nurse Manager, Operating Room
*RN, BSN Required

• RN Critical Care: Emergency Room, ICU
• RN Surgical Services: Circular
 • RN Women’s and Children: OB, NICU
 • RN Case Manager
 • RN Acute Care (Jerome location)

For other opportunities and current openings, visit either link 
below, and then click “Careers.”

St. Luke’s Magic Valley: http://slhs.org/magic_valley/
St. Luke’s Jerome: http://slhs.org/jerome/
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INA welcomes the following new members who joined September 1, 2012 
through November 30, 2012:

Shelley Beers
Brandi Blake
Amber Brownlee
Jenna M. Chambers
Sharon Cofre
Crystal Renee Cooper
Karolyn A. Crowley
Kelley J. Davis
Kathryn Devaney
Heather Dixon
Monica Donegan
Marguerite Marie Doyle
Maureen Parry Elia
Sarah Farley

Robbie Garrett
Jenifer Greene
Marianne Morris Hickel
Corrie L. Jasa-Bruder
Karen A. Jensen
Tamara Johns
Suzan Kardong-Edgren
Candy Koetsier
Lisa Looney
Illaria Claire Moore
Linda D. Moroney
Elizabeth Morris
Daleen Ann Nelson

Shelly Nichols
Omotayo O. Omotowa
Joanna Peters
Edith Roe
Laurie L. Shine
Margaret Grace Simmons
Karen Patterson Stevens
Leanne Kathleen Troop
Scott A. Watkins
Dixie K. Weber
Jessica West
Candy Diane Wilson
Tracy Young

In Memoriam
INA is pleased to honor deceased registered nurses who graduated from Idaho 

nursing programs and/or served in Idaho during their nursing careers. Included, when 
known or when space allows, will be the date when deceased and the Idaho nursing 
program. The names will be submitted to the American Nurses Association for 
inclusion in a memoriam held in conjunction with the Membership Assembly. Please 
enable the list’s inclusiveness by submitting information to ed@idahonurses.org

Emery, Doris M. Sparkman, St. Luke’s School of Nursing, 10/07/2012: A member 
of the United States Cadet Nurse Corps in 1944, Doris especially loved pediatrics.

Finch, Gladys M., 09/18/2012: After retirement from Saint Alphonsus Hospital in 
2001, Gladys continued to volunteer her time with Hospice.

Huber, Viola M., 11/07/2012: Viola had a real love of nursing and the people she 
worked with.

Kidd, Lena “Muma,” 10/02/2012: Lena graduated from Sacred Heart School of 
Anesthesia in 1947.

Kimbrough, Elizabeth E., 10/20/2012: Elizabeth helped many moms deliver their 
babies as a labor and delivery nurse at St. Luke’s Boise.

Layser, Sandra L., Boise State University, 10/23/2012.
Maupin, Luann M. Budell, Boise State University, 10/02/2012: The mother of 8 

boys and 2 girls, Luann was a fun loving, compassionate, strong and enduring soul.
Thornton, Lisa C., 11/28/2012: Lisa was a school nurse loved by many.
Wilson, Elaine R., Boise State University, 07/03/2012: Elaine touched many lives 

and was loved and respected by her co-workers.
Zuckschwerdt, Vickey L., 11/01/2012: A highly accomplished professional, Vickey 

worked as an ICU nurse, head nurse of trauma and emergency, and as a family nurse 
practitioner for over 18 years.

Continue your love  
for learning online
Northwest Nazarene University’s Master of 
Science in Nursing program will prepare nurses 
to work as educators in academic, hospital and 
community-based organizations.

NNU’s Master of Science in Nursing is designed 
for the working nurse and delivered with a 
Christian perspective:

•	ADN	to	MSN
•	BSN	to	MSN

To learn more visit www.nnu.edu/MSN, 
call 877-NNU-GRAD or email msn@nnu.edu.
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Update on Activities of the Idaho Board of Nursing

by Sandra Evans, Executive Director

The nine members of the Idaho Board of Nursing met November 1-2, 2012 for the 
conduct of regular business related to their mission to protect the public health, safety 
and welfare. Current Board members Dr. Susan Odom, RN, Moscow, Chair; Vicki Allen, 
RN, Pocatello, Vice Chair; Janine Baxter, RN, Post Falls; Whitney Hausske, consumer 
member, Boise; Jill Howell, RN, Jerome; Christopher Jenkins, RN, Homedale; Carrie 
Nutsch, LPN, Jerome; Rebecca Reese, LPN, Coeur d’Alene; and Clay Sanders, CRNA, 
Boise considered business related to their strategic goals to: 

•	 License/certify	qualified	persons	for	practice;
•	 Determine,	 communicate	 and	 enforce	 standards	 of	 conduct	 and	 scope	 and	

standards of practice;
•	 Receive	and	investigate	alleged	violations	of	 the	Act/rule	and	initiate	disciplinary	

actions and alternatives to discipline;
•	 Determine,	 communicate	 and	 enforce	 standards	 for	 educational	 programs	

preparing individuals for practice at all levels;
•	 Cultivate	 governance	 framework	 and	 culture	 that	 sustains	 Board	 relevance	 and	

supports accomplishment of vision, mission and goals;
•	 Foster	 communication	 between	 the	 Board,	 its	 colleagues,	 internal	 and	 external	

stakeholders and the public; and
•	 Support	organizational	infrastructure	necessary	to	accomplish	the	Vision,	Mission	

and goals.

During the November meeting, Board members reviewed reports and outcomes of 
recent meetings attended; approved educational programs and program curricula; took 
disciplinary action or determined alternatives to discipline in response to substantiated 
violations of the Idaho Nursing Practice Act and Administrative Rules of the Board; 
considered reports and recommendations from Board-appointed committees; appointed 
new and continuing committee members; and recommended next steps on several key 
initiatives currently in progress.

The Board appointed two additional new members to the Advanced Practice 
Registered Nursing (APRN) Advisory Committee in conformity with Board legislation 
enacted in 2012. Anne Burgess, MD, Boise and Adam Reynolds, MD, Boise will join 
continuing members Cathy Arvidson, APRN-CNP, Pocatello, Chair; Richard Maggard, 
RPh, Vice, Chair, Boise; Betty Brosh-Schoenecker, APRN-CRNA, Boise; Keith Davis, 
MD, Shoshone; Allie Gooding, APRN-CNS, Boise; Phillippe Masser, MD, Boise; 
Barbara McDonald, consumer member, Post Falls; Charlotte Salinas, APRN-CNM, 
Boise; and Carmen Stolte, APRN-CNP, Lewiston.

The Board also appointed Cheryl Henrikson, RN, Boise, and Marie Hawkins, RN, 
Boise, to continuing three-year terms on the Program for Recovering Nurses (PRN) 
Advisory Committee.

At their meeting in July 2012, the Board approved draft language for three bills to be 
introduced during the 2013 Idaho Legislative Session. The bills, if enacted, amend the 
Idaho Nursing Practice Act by:

•	 Clarifying	 procedures	 for	 fingerprint	 processing	 and	 grounds	 for	 denial	 and	
discipline of a nursing license;

•	 Granting	 the	 Board	 express	 authority	 to	 impose	 disciplinary	 fines	 where	
suspension or revocation of the license might not be warranted and would be 
considered an overly harsh sanction; and

•	 Authorizing	the	Board	to	share	investigative	information	and	otherwise	cooperate	
with appropriate regulatory and law enforcement agencies.

In addition to proposed legislation, pending administrative rule dockets will be 
submitted to the 2013 Legislature for approval. Docket No. 23-0101-1201 aligns Board 
rules with provisions of the national Consensus Model for the Regulation of Advanced 
Practice Registered Nurses and eliminates a restriction on APRN prescribing and 
dispensing. Docket No. 23-0101-1202 addresses English proficiency skills for applicants 
educated outside the U.S., and makes other minor “housekeeping” changes.

At the November meeting, the Board reviewed the work of two Board-appointed task 
forces each charged to develop foundational statements – one on Board Communication 
and the other on continued competence/lifelong learning as a requirement for on-going 
nurse licensure in Idaho. In addition, the Board appointed a task force to study existing 
models and recommend the process for determining the use of Board-dedicated funds 
for selected projects related to the study, development and distribution of Idaho’s nursing 
workforce. 

The Board heard update presentations by Dr. Lori Stinson, Chair of the Counsel 
of Nurse Education Leaders (CNEL) and from Associate Dean, Dr. Pam Springer, 
and faculty leaders from the Boise State University School of Nursing. Following 
additional formal presentations by program representatives, the Board took action to 
grant initial approval to the BSU School of Nursing to initiate an Adult-Gerontology 
Nurse Practitioner Program; approved the revised Assistance with Medications program 
curriculum administered by the State Division of Professional-Technical Education; 
and granted continued recognition of APRN national certifying organizations that meet 
standards established by the National Council of State Boards of Nursing. 

At the November meeting, the Board took formal action to revoke the licenses of 
four RNs and four LPNs; indefinitely suspended the licenses of one RN and one APRN-
CNM; and placed the license of one APRN-CRNA on probation for two years as a result 
of findings that the nurses had violated provisions of the Idaho Nursing Practice Act and/
or administrative rules of the Board.  In addition, the Board reinstated one RN license to 
full, unrestricted practice from a previous non-practicing status.

The next meeting of the Board is scheduled for January 31-February 1, 2013 at a 
location to be announced. As always, the public is invited to attend any part or all of that 
meeting and is encouraged to speak informally with the Board during the Open Forum to 
be held on the second morning of the meeting.

On April 1, 2013, the terms of appointment of three current Board members will 
expire. The Board will be seeking members who meet the following requirements:

•	 An	individual	who	is	licensed	or	eligible	for	licensure	as	a	Registered	Nurse	(RN)	
in Idaho; who is educated with an Associate Degree or a Diploma in nursing; 
who is a U.S. citizen and an Idaho resident; and who is employed as a licensed 
registered nurse in Idaho.

•	 An	individual	who	is	licensed	or	eligible	for	licensure	as	a	Registered	Nurse	(RN)	
in Idaho; who is educated with a Bachelors or higher degree in nursing; who is a 
U.S. citizen and an Idaho resident; and who is employed as a licensed registered 
nurse in Idaho.

•	 An	individual	who	is	a	lay	person	to	health	care	occupations;	who	is	a	U.S.	citizen	
and an Idaho resident; and who is not, and whose spouse is not: licensed in any 
health occupation or is an employee, officer or agent of or has any financial interest 
in any health care facility, institution, or association or any insurance company 
authorized to underwrite health care insurance, or is engaged in the governance 
and administration of any health care facility, institution or association.

Interested individuals should contact the Governor’s office at (208) 334-2100 or 
visit the Governor’s website at http://gov.idaho.gov/admin/appointment.html for more 
information. 

There have been many twists and turns along 
your career path. But all along the way, you’ve 
envisioned a better professional and personal 
destination. Now it’s time to experience your 
dreams with a career at Yavapai Regional 
Medical Center in Prescott, Arizona. The 
acuity and advanced technology are just what 
you’re used to. But living here is far beyond the 
expected. This is a place where you feel a strong 
sense of security and belonging.

Now recruiting for current and
future openings in:
•	 Clinical	Coordinator	Med/Surg/Tele
•	 CVICU/ICU/PCU
•	 CVOR
•	 Cardiac	Cath	Lab
•	 Emergency	Department
•	 L&D/Perinatal	Services/Pediatrics
•	 Med/Surg/Tele
•	 Surgical	Services
•	 Seasonal	RNs

Take the first steps, visit us online 
at: www.mycareeratyrmc.org, call our 
recruiter at 877-976-9762, or email 
VIPCareerNetwork@yrmc.org.	EOE

Prescott, Arizona
Two great hospitals. One caring spirit.
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I Became a Nurse 
Because…

by Vanessa Klaus

The young girl’s eyes were shining with pride as she scrubbed the white shoes and 
ironed the uniform to crisp perfection. Someday I’m going to be a nurse, she thought to 
herself, as she watched her mother getting ready for work. She came from a family of 
nurses, and had listened intently over the years as her aunts and grandmother recounted 
stories of passion, caring, tragedy, and miracles. Her family heritage was something that 
made her stand a little taller, and she felt the blush rise to her cheeks, thinking about the 
excitement and challenge of what it means to be a nurse.

The woman bid goodnight to her family and headed out into the night, throwing a kiss 
to the little girl as she pulled out of the drive. 

When did you first realize you wanted to be a nurse? We want to hear from you, and 
want to share some of the history of why people have chosen to become nurses. If you 
could draw a picture that tells your story, what would it look like? If you could share one 
tale, what would it be? There are so many different paths that have led us to the same 
profession. Consider sharing your story. Submissions should be emailed as attachments 
to INA at ed@idahonurses.org and should include the article’s title, the author’s name and 
credentials, organization/employer, and contact information.

Fostering Nurse-Led CARE: 
Professional Practice for the 

Bedside Leader
Reviewed by Tracy Flynn

Fostering Nurse-Led CARE: Professional Practice for the Bedside Leader, 
published by Sigma Theta Tau International, is written by three nurse executives from 
Massachusetts General Hospital: Jeannette Ives Erickson, Dorothy A. Jones, and 
Marianne Ditomassi. Each brings a unique perspective on the challenges of bedside 
nursing in the current healthcare environment, offering tangible methods for allowing the 
leader to emerge in each of us. They advocate the theory of transformational leadership–
the concept of leaders in relationship to self and others as the key to achieving 
excellence–and provide examples of transformational leadership in action. What makes 
this book unique is that it portrays leadership as not something unique to the upper tiers 
of administration, but rather a characteristic of the bedside nurse. It is both inspiring and 
instructive, and very timely with the coming changes in our healthcare system.

The book addresses the role of the Chief Nurse in developing an environment 
of care, methods for creating empowering work environments, relationship-based 
patient care, nursing’s moral imperative, innovations in care delivery, best practices in 
mentorship, evidence/knowledge-driven practice, and fostering nurse-led care at the 
bedside. It provides action-oriented steps for implementing change in the workplace. 
For example, relationship-based patient care allows nurses the time to give their patients 
“Intentional Presence: the authentic presence between the patient and nurse that creates 
an opportunity for genuine dialogue, commitment, full engagement and openness, free-
flowing attentiveness and transcendent oneness” (Erickson, Jones, & Ditomassi, p. 90). 
The ability to observe patient responses develops the nurse’s intuition, and is linked to 
overall nursing expertise; intentional presence promotes this key aspect of patient care. 

I highly recommend this thought-provoking book, which is available directly from 
Sigma Theta Tau International at www.nursingsociety.org for $44.95 or from booksellers 
such as Amazon.com in both hardcover and kindle editions.

Erickson, J. I., Jones, D. A., & Ditomassi, M. (2013). Fostering nurse-led CARE: Professional 
practice for the bedside leader. Indianapolis, IN: Sigma Theta Tau International.

Book Review Idaho Nursing Action 
Coalition Update
by Margaret Wainwright Henbest, MSN,CPNP, RN

Executive Director Nurse Leaders of Idaho
Co-Lead, Idaho Nursing Action Coalition

This month, the Idaho Nursing Action Coalition (INAC) turns 2 years old! During 
the last two years coalitions across the country which are part of the Future of Nursing: 
Campaign for Action, a broad, national effort to implement the Institute of Medicine’s 
(IOM) blueprint for ensuring that all Americans have access to high quality, patient-
centered health care through the advancement of nursing, have become recognized as the 
center of a concentrated, unified and focused effort to transform nursing in America. 

INAC is made up of nurses from practice, education, community, and regulation, in 
partnership with businesses, consumers and policy-makers state wide. The co-leads, 
myself, and Steve Millard and BJ Swanson of the Idaho Hospital Association, work with 
a leadership team and three priority action teams to coordinate and communicate the 
work of the coalition. The action teams, focused on education, leadership and access to 
care, have established goals and outlined action steps. 

The work of INAC over the next two years has been augmented by generous funding 
from the Robert Wood Johnson Foundation (RWJF) and committed INAC members 
statewide. The Idaho State Implementation Program (SIP) grant begins this month 
and will work to make measureable progress on two of the IOM recommendations: 
remove scope of practice barriers, and implement nurse residency programs. INAC is 
reaching out to interested individuals to fill the project manager position for this grant. 
A description of the position is available on the INAC website at http://nurseleaders.org/
idaho-nursing-action-coalition.

To address the scope of practice recommendation, the Idaho SIP project will develop 
an actionable plan to overcome cultural and statutory barriers that limit APRN’s ability 
to practice to the full extent of their education and which limit patient access to health 
care services. Focusing broadly on key practice transitions, the Idaho SIP will also 
develop a state-wide continuum model for transitions in nursing practice which targets 
new graduate transition into practice, transition into clinical leadership/ management, and 
transition from clinical practice to nurse educator. 

As an action coalition with the Campaign for Action, INAC receives regular 
communication and support from the Center to Champion Nursing in America (CCNA) 
and RWJF. In addition to the technical assistance provided by CCNA to the Campaign 
for Action, CCNA has just launched a new interactive website www.campaignforaction.
org which features activity and information updates. Coalition members across the nation 
post questions and provide resources in the “community” section of the site. Each state 
has its own “landing page.” This will become one way to receive regular Idaho updates. 
In addition, INAC now has a more visible presence on the Nurse Leaders of Idaho and 
Idaho Alliance of Leaders in Nursing website www.nurseleaders.org. Quarterly updates 
and important contact information are available here. 

Members of INAC continue to get the word out about the IOM report and the 
Campaign for Action and have spoken to groups across the state about it and the work of 
INAC. Advancing nursing in Idaho to improve health can only be achieved with broad-
based help and involvement. Get involved today! Contact me at mhenbest@nurseleaders.
org to become part of this historic effort in Idaho and across the nation!

Boise State is a progressive learning-oriented, student focused university dedicated to 
academic excellence. At Boise State you will find an academic community that values 
diversity and prepares students to become leaders in nursing.

For over 55 years, the School of Nursing has been recognized as the largest Nursing 
program in Idaho promoting excellence in teaching, research, and service.

A variety of courses and program options are available to fit 
your needs:

•	 A	student-friendly	RN-BS	program	taught	entirely	online	for	nurses	who	want	
to	complete	their	BS	degree	in	nursing.

•	 Unique	Masters	program	taught	entirely	online.	Focused	on	nursing	care	of	
populations. Nurses manage and coordinate; yet few programs prepared us 
to look at aggregates of populations to make data based decisions.

We invite you to contact us 
to determine if Boise State’s 
School of Nursing is the right 
fit for you.

Becky White, Student Recruiter
208-426-4632
Beckywhite1@boisestate.edu
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by Judy DiGiovine RN, MBA 
FNP Track, MSN Program, Gonzaga University, 

Spokane, WA 

E-mail: jdigiovine@zagmail.gonzaga.edu
The author reports no potential conflicts of interest.

Research Inquiry
This evidence summary was undertaken and guided by 

the following research question: Do women who consume 
caffeinated beverages (e g., coffee, tea, energy drinks, and 
soft drinks) versus those who do not consume caffeinated 
beverages have an increased risk of bone fracture?

The U.S. Food and Drug Administration (USFDA) 
and the American Medical Association (AMA) classify 
a “moderate intake” of caffeine as “generally recognized 
as safe.” Below is the USFDA’s definition of what is 
considered low, moderate, high, and heavy amounts of 
caffeine intake: 

•	 a	low	to	moderate	intake	is	130	mg-300	mg	per	day
•	 a	moderate	intake	is	200	mg-300	mg	per	day
•	 high	doses	are	above	400	mg	per	day	
•	 heavy	caffeine	consumption	is	more	than	6,000	mg/

day.

It is estimated that the average daily caffeine 
consumption among Americans is about 280 mg/day, 
while 20%-30% consume more than 600 mg daily 
(Kovacs, 2012) which is considered as high consumption 
from the studies in this evidence summary.

Search Strategy and Results
Databases searched: The following databases were 

searched: Medline/PubMed, CINAHL, the Cochrane 
Library, the National Guideline Clearinghouse, and the 
Agency for Healthcare Research and Quality (AHRQ) 
Research Syntheses. Reference lists from existing studies 
or related studies were mined as other sources of evidence. 

Search terms. “Caffeine;” “Caffeine Consumption,” 
“Bone Health;” “Fracture Risk;” “Osteoporosis;” “Bone 
Density,” “Women,” “Female.”

Study inclusion criteria. The following PICOT 
elements established the criteria for “keeper” studies for 
the evidence summary.
Population: Women of all ages, both pre-menopausal 

and post-menopausal. Potential keeper 
studies needed to focus on females. Both 
age and ethnicity were not limited in order 
to expand the search. The wide variability 

Caffeine Intake and Risk for Bone Fracture: 
An Evidence Summary

of ages of women included in the search 
was necessary in order to cast a greater 
net for articles directly addressing the 
outcomes.

Interventions: Daily caffeinated beverage consumption 
of primarily coffee but also including soda 
(cola soft drinks), tea, and energy drinks. 
Studies addressing cola soda consumption 
were eliminated when the primary focus 
was on phosphoric acid and not caffeine. 
Studies addressing tea consumption were 
eliminated when the primary focus was 
on phytochemicals, flavonoids, or lignans 
instead of caffeine. 

Comparisons: No consumption of caffeinated beverages.
Outcomes: Risk for bone fracture, changes in bone 

mineral bone content, bone mass, bone 
mineral density, risk or evidence of 
osteoporosis, bone health, bone status, 
bone loss. 

Time Factors: Follow-up of any time frame. 

Search Results. Of an initial total of 523 studies 
from the obtained search hits plus six additional studies 
obtained from reference lists, there were 27 articles for 
further review. These potentially useful 27 articles most 
closely addressed the PICOT question. Upon closer 
examination of the 27 articles, a final total of seven were 
established as keeper studies.

There were no studies that investigated energy drinks. 
Animal studies were excluded as well as studies that 
associated caffeine primarily with calcium and vitamin D 
consumption without directly addressing any of the PICOT 
outcomes. Articles that presented background information 
on osteoporosis and risk factors were excluded as they did 
not address the foreground PICOT question. Studies were 
selected based upon the highest level of evidence available; 
preference was made to studies with larger sample sizes 
and a recent date of publication.

Patterns Among the Keeper Studies
Types of Studies. Seven articles were obtained, 

analyzed and then summarized in order to reach 
conclusions for this inquiry. Using an established hierarchy 
of evidence, two of the studies were Level Vb, cross-
sectional studies. The remaining five studies were a higher 
level, Level IVb, or cohort studies. There was not an 
abundance of literature available that directly addressed 
the PICOT question and no studies higher than a cohort 
study were found. 

Study Quality and/or Sources of Bias. Each study 
was then critically appraised to assess validity, reliability, 
applicability, and statistical significance of findings. The 
overall grade for the strength of this body of evidence was 
rated as between Grade Level I (Good/Strong) and Grade 
Level II (Fair), based upon five elements (overall quality, 
consistency, quantity, clinical impact, and generalizability 
of the studies) proposed by the Institute of Clinical 
Systems Improvement (the American Dietetic Association, 
2011). The three studies having a follow-up time period of 
two years or less skewed the grade of evidence downward. 
Nonetheless, the remaining four studies offered substantial 
strength, generalizability, and statistical significance. 

Limitations. A limitation across these studies is the 
lack of consistency in assigning amounts of caffeine 
in mg/day to stratified groups. Thus, it leaves a lack 
of understanding for both provider and patient of what 
“moderate” intake of caffeine means. Additional research 
is needed where the caffeine intake is identified using a 
respected and accessible reference, such as the USFDA 
classification. 

Summary of the Seven Individual Keeper Studies
Summary of Study 1: Chen et al. (2003) studied a 

cohort of 91,465 postmenopausal women aged 50 to 
79 for over a period of 4.1 years. This study did not 
find a statistically significant association between tea 
consumption and the risk for fracture. Conversely, there 
was a significant trend identified with increased total 
body bone mineral density with higher levels of tea 
consumption (RR 1.029; 95% CI: 1.023, 1.036) suggesting 
tea consumption may result in a decreased risk of fracture. 
The generally low caffeine content of tea (30-45 mg/cup) 
versus coffee (60-129 mg/cup) may have limited the ability 
of this study to adequately assess caffeine as a risk for 
fracture. 

Summary of Study 2: Conlisk and Galuska (2000) 
presented a cross-sectional study of 177 healthy, Caucasian 
females aged 19 to 26 years old. Participants responded to 
a food frequency questionnaire and consented to a one-
time measure of bone mineral density. The researchers 
concluded, using linear regression with Beta coefficients, 
for every 100 mg of caffeine consumed (6 oz. coffee), the 
femoral neck bone mineral density decreased (0.0069g/
cm2; 95% CI= -0.0215, 0.0076) and lumbar spine bone 

Caffeine Intake continued on page 8
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mineral density decreased (0.0119g/cm2; 95%CI= 
-0.0271, 0.0033). Although these are not statistically 
significant findings, the study does provides a negative 
slope graph depicting increasing caffeine consumption 
with decreasing bone mineral density, suggesting a trend. 
Of note, there is a stronger negative association between 
caffeine consumption and bone mineral density (BMD) at 
the lumbar spine when calcium intake was low. This study 
had limitations such as participant recall bias, homogenous 
sample population, and use of a regression analysis as 
compared to a prospective study design with follow-up.

Summary of Study 3: Hallström, Wolk, Glynn, and 
Michaëlsson (2006) studied a cohort of 31,527 Swedish 
women aged 40-76 for a period of 10.3 years. The 
researchers concluded that a daily intake of caffeine 
equivalent to four or more cups (600 ml.) of coffee was 
associated with a significant increased risk of osteoporotic 
fractures (HR 1.22; 95% CI: 1.04, 1.43), further 
magnified by low calcium intake (HR 1.49; 95% CI: 
1.13, 1.96) in women with calcium intake <700 mg/day. 
No statistically significant association was determined 
between tea consumption and fracture risk. This study 
was strengthened by validation of use of a food frequency 
questionnaire but was limited by not having direct 
measurements of caffeine intake.

Summary of Study 4: Hansen, Folsom, Kushi, and 
Sellers (2000) studied a cohort of postmenopausal 
women from the Midwest aged 55-69 years for a period 
of 6.5 years. The researchers reported finding a weak 
positive but not statistically significant association 
between caffeine intake and total fractures, especially 
for the highest quintile of caffeine consumers of >6 cups 
coffee/day (RR 1.11; 95% CI: 0.97, 1.26). There was no 
statistically significant association between fractures and 
tea consumption. Cola consumption showed a statistically 
non-significant relationship to fracture risk at > 6 glasses/
day (RR 1.25; 95% CI: 0.96, 1.60). The prospective design 
of this study serves to minimize recall bias yet use of a 
food frequency questionnaire potentially increases the 
potential for recall bias. Further research regarding cola 
consumption is necessary to distinguish between caffeine 
and the effect of phosphates on fracture risk.

Summary of Study 5: Hernandez-Avila et al., (1991) 
studied a cohort of 84,484 healthy United States female 
registered nurses aged 34-59 for a six year period. Coffee 
was the only significant predictor of risk of hip fracture 
(RR 3.35; 95% CI: 1.32, 8.49). No association between 
forearm fracture and caffeine was determined. Risk 
of hip fracture was significantly higher in women who 

consumed greater amounts of caffeine from any source 
compared with those who drank little or none (RR 2.95; 
95% CI: 1.18, 7.38). The consumption of tea was not 
significantly associated with the risk of hip fracture and 
only the highest level of cola intake was related to a non-
significant elevation in risk (RR 1.88; 95% CI: 0.58, 6.11). 
This study was strengthened by collection of data with 
the food frequency questionnaire and through biannual 
updates. Limitations of this study included self-reporting 
of fractures although this practice was validated on a sub-
sample of women. 

Summary of Study 6: Lloyd et al. (2000) studied 
92 healthy postmenopausal Caucasian women from 
Pennsylvania aged 55-70 for a 2 year period in a cross-
sectional study. The group lost one percent total body bone 
mass and one percent total body bone mineral density or 
about 0.5 percent per year. These findings do not support 
the idea that caffeine is a risk factor for bone loss in 
healthy postmenopausal women. Regardless of adjustment 
for dietary calcium, no significant linear relationships 
were observed between the participants’ caffeine intake 
and their bone density or content measurements. This 
study was limited by a small, homogenous sample size, 
no validation of the food frequency questionnaire with 
its accompanied recall bias, and a limited follow-up time 
period. Also, sponsorship bias should be considered 
because of funding from The National Coffee Association. 
Overall, the potential sources of bias and small sample 
size limit this study’s validity for incorporation into 
practice.

Summary of Study 7: Wetmore, Ichikawa, LaCroix, 
Ott, and Scholes (2008) studied the effects of “habitual 
caffeine intake” and bone mass over a two year period 
for a cohort of 625 adolescent and premenopausal 
women aged 14-40 years enrolled in a large health 
maintenance organization. Participants were recruited 
and part of two other studies examining use of depot 
medroxyprogesterone acetate (DMPA) on bone mineral 
density. Baseline data on bone mass measurement and 
self-reported habitual caffeine intake were collected. 
Bone mineral content (BMC) and bone mineral density 
(BMD) were measured at baseline and every 6 months. 
Over 70% of women with high (>200 mg/d) caffeine 
intake at baseline assessment continued this consumption 
through follow-up. The researchers found no statistically 
significant negative impact on mean BMC or BMD from 
baseline to follow-up with fairly high levels of caffeine 
consumption. However, the mean BMC baseline caffeine 
exposure groups represent a negative slope with decreasing 
BMC with reported increasing caffeine exposure, 
suggestive of a trend. The prospective design of the study 
reduces but does not eliminate self-reporting recall bias. 
Inability to verify both volume and caffeine content in 
beverages reported is a limitation of the study. Repeated 
measures of BMC throughout the follow-up improves 
validity however, some question remains as to how much 
identifiable bone remodeling occurs in under 2 years. 
A longer follow-up is necessary to guide application to 
practice.

Conclusions
All of the studies in this evidence summary addressed 

caffeine consumption and its effect on bone health; 
however, studies differed by type of caffeine product. 
With the exception of one study which solely examined 
tea consumption, the remaining studies addressed caffeine 
with coffee as the primary source.

Three of the largest studies reported a statistically 
significant positive association between caffeine intake 
and the risk for fracture–thus directly addressing the 
PICOT. This risk was most evident in groups or quintiles 
with the highest category of caffeine intake and in those 
groups with low calcium intake. Calcium intake was not 
addressed in the PICOT but is interesting to note this 

finding. The three smallest studies followed participants 
for the shortest time periods (two years or less) and 
only one reported a reduction in bone mass density 
with increased caffeine intake. But this result was not 
statistically significant. 

One finding that appears throughout these studies is the 
lack of an association between fracture risk and drinking 
tea. No study that addressed tea intake separately found 
strong evidence of tea adversely affecting bone health. 
This finding requires further investigation of tea’s effects 
on improving bone health. Two large-population studies 
found an increased but not statistically significant risk for 
fracture associated with caffeinated soda consumption 
at the highest levels of consumption (>4-6 glasses/day). 
Even in the studies concluding no statistically significant 
decreased risk to bone health with caffeine consumption 
(with the exception of tea), there was evidence of a trend 
associated with increasing caffeine consumption and risk 
to bone health by either increased fracture risk or decrease 
in bone mineral density.

Translation of Evidence into Practice–
Recommendations

This evidence summary of seven studies uncovered 
a trend for caffeine consumption and increased risk 
for fracture and decreased bone health in women of all 
ages. The findings from three studies underscore the 
need for follow-up time longer than two years in order 
to detect changes in bone mineral density with DEXA 
scans. Typically, bone mineral density changes occur 
at a rate of 1% per year, which is less than the margin of 
error (usually in the range of 3%) of a DEXA machine 
(Eck, 2012). Thus, studies following participants for less 
than 2 years should be interpreted with caution. Further 
research should examine the growing rise in energy 
drink consumption and the effects of its notoriously high 
caffeine levels.

As a future nurse practitioner, I will be counseling 
women of all ages on the importance of modifying 
their caffeine intake to “moderate or below moderate” 
levels while stressing the importance of an adequate 
calcium intake (minimally >700 mg/day). Caffeinated 
soda consumption is suggestive for risk at the higher 
consumption levels for fractures; therefore, patient 
education should address this concern. Counseling patients 
to switch from coffee to tea consumption may even have a 
benefit to bone health according to this evidence summary. 

This evidence summary provides evidence to answer 
this clinical question but only at the high ends of 
caffeine consumption rather than at all levels of caffeine 
consumption. Minimizing the risk of osteoporotic fracture 
is an important event and decreasing caffeine intake can 
be cost effective, timely, and useful in practice.
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Introduction
This evidence review and summarization of seven 

studies sought to determine if new doses or increased 
doses of antipsychotics and benzodiazepines affect the 
fall risk of patients in an acute inpatient psychiatric 
setting. The fall risk assessment tool used at our facility 
is not specific for the ambulatory inpatient psychiatric 
population and does not account for changes in 
medications. The review of evidence was conducted as a 
research project over an intensive eight-week period where 
evidence was collected, appraised and summarized. 

Research Question
This evidence synthesis project was undertaken and 

guided by the following research question: Are adult 
patients hospitalized on a psychiatric unit who have 
been given new or increased dosages of benzodiazepines 
or antipsychotics compared to patients without CNS 
medication changes at higher risk for falls within 24-48 
hours of the administered dose?

(P) Patient/Population Adult psychiatric inpatients 
 18 years and older

(I) Intervention New or increased 
of Interest dosages of 
 antipsychotics or 
 benzodiazepines

(C) Comparison Psychiatric patients 
Intervention who do not have 
 antipsychotic or 
 benzodiazepine medication 
 changes 

(O) Outcomes Risk of falls or rate of falls

(T) Timeframe 24-48 hours after 
 administered dose

Search Strategy
Databases searched: The author systematically 

searched the following databases: the Cochrane Library, 
Medline/PubMed, CINAHL, and PsycINFO.

Search terms. “psychiatric;” “fall risk;” 
“psychotropic drugs;” “patient falls;” “antipsychotic 
drugs;” Falls AND Psychiatric AND Inpatient.”

Study selection criteria. The following criteria were 
used to decide which studies would be acceptable for 
further review and consideration as “keeper” studies for 
the evidence review and summary.
Population: Adults (18 years and older) who are 

inpatients on a psychiatric unit including 
newly diagnosed, acute or chronic 
patients.

Interventions: Administration of new or increased 
dosages of benzodiazepines or 
antipsychotic drugs.

Comparisons: Psychiatric patients who are not taking 
new or increased dosages of these 
medications.

Outcomes: Fall risk rate or actual rate of falls. 
Time Factors: Studies from 1999-2012. Studies from 

2005-2012 were preferred.

Search Results 
Types of Studies. Seven articles were obtained, 

analyzed and then summarized in order to reach 
conclusions about this research question. Study types 
included one systematic review [Leipzig, Cumming 
& Tinetti, (1999)], two case-control studies [Estrin, 
Goetz, Hellerstein, Bennett-Staub & Seimarco (2009) 
and Lavsa, Fabian, Saul, Corman & Coley (2010)] and 
three descriptive studies by Blair & Szared (2008), De 
Carle & Kohn (2001), and Knight & Coakley (2010). The 
Edmonson, Robinson and Hughes (2011) study tested 
a diagnostic tool with a defined group and compared 
findings to a control group.

Study Quality and/or Potential Sources of Bias: The 
overall grade for the strength of this body of evidence 
was between Grade Level II (Fair) and Grade Level III 
(Limited/Weak), based upon the five elements (overall 
quality, consistency, quantity, clinical impact, and 
generalizability of the studies) proposed by the Institute 
of Clinical Systems Improvement (the American Dietetic 
Association, 2011). No funding sources were listed for any 
of the seven studies. The qualifications and expertise of 
those extracting the retrospective data were not disclosed; 
this potentially may bias study outcomes.

The most comprehensive study correlating specific 
drug class to risk factors for psychiatric inpatient falls 
was by Lavsa et al. (2010). This study looked at 23 
classifications of medications and was careful to match 
the age and gender characteristics of the “fall” group with 
the “non-fall” group. According to the researchers, the 
“analysis considered the timing of drug administration and 
evaluated only drugs administered immediately before the 
fall occurred, with the intent of providing a more accurate 
risk assessment” (Lavsa et al., 2010, p. 1278).

Summary of Individual Keeper Studies 
Study 1. Blair and Szared (2008) studied characteristics 

of 485 patients age 60 and over on an adult geropsychiatric 
unit to determine fall events during a one year period. 
The patient population was most frequently diagnosed 
with dementia and major depressive disorder and also 
had other medical diagnoses including hypertension. 
Patients who fell were compared to all other patients 
without falls during this hospitalization period. A total 
of 38 patients fell during this time period. Falls during 
hospitalization were associated with patients receiving 
typical antipsychotic medication at any time before the fall 
event (OR = 2.90; 95% CI 1.34 to 6.15) and with age >70 
years (OR=4.00; 95%CI, 1.79 to 8.97). Patients receiving 
medications 24 hours before the fall were less likely to 
have received an atypical antipsychotic (p=0.002) or an 
antidepressant (p<.001). The results linking falls to typical 
antipsychotic use could be due to the extra pyramidal 
effects of the medication

Study 2. De Carle and Kohn (2001) studied 175 
“fallers” and 1659 “non fallers” (over 60 years of 
age) in a psychiatric facility and found the following 
types of medications were risk factors for patient falls: 
antipsychotics OR 1.39 (95% CI 1.00 to 1.92) p = 0.048, 
mood stabilizers OR 1.38 (95% CI 0.96 to 1.97) p = 0.078, 
and dopamine agonist OR = 1.92 (95% CI 0.99 to 3.74) 
p = 0.055. When the risk factors were put in a logistic 
regression model, only mood stabilizers were listed as 
being a statistically significant medication risk factor, 
OR 1.67 (95% CI 1.15 to 2.41) p = 0.007. Since this was a 
retrospective study, causality could not be determined and 
the authors acknowledged the need for further prospective 
studies to examine the role of other risk factors in 
predicting falls. 

Influence of Psychotropic Medication Use on Fall Risk of 
Psychiatric Inpatients

Influence continued on page 10

I’m inventing a new model of health care.
I’m not just a nurse.

Apply Today: VAcareers.va.gov/nursing Follow VA Careers

Arlette, VA RN

Hiring for the following position:

Circulating Nurse
Full-Time Position.  Circulating Nurse that is licensed 
as a RN in the State of Idaho.  Prefer 2 years current OR 
experience.  Current BLS certification.  ACLS Certification 
and procedural sedation competency required within 90 
days of hire.  Thorough knowledge of surgical instruments, 
surgical supplies, aseptic technique and intra-operative 
medications.  No call, M-F, great place to live and work!

Please visit www.ncm-c.com to complete an on-line 
application or send resume to:  

Sara Otto, Director of Human Resources
267 N Canyon Dr, Gooding, ID 83330

208-934-4433 x 1109
Email:  sara.otto@ncm-c.org

NCMC is an equal opportunity employer and
promotes diversity in its workforce.

267 North Canyon Drive | Gooding, ID 83330 | (208) 934-4433

RNs & other Health Professionals
Contract Consulting Positions now open throughout Idaho!

Training provided, minimal monthly commitment, flexible scheduling

http://idahoaeyc.org

Idaho Sound
Beginnings
Early Hearing Detection
& Intervention

Every year in Idaho-
• An estimated 70 babies are born with hearing problems. 
• Most can hear some sounds, but not all sounds.
• About 1 out of every 10 babies who do not pass the 

newborn hearing screen are found to have a hearing loss.

Babies can’t tell us they can’t hear, but hearing 
problems can now be found in the first months of life.

You can make a difference!
Ensure all babies have a hearing screen.

For more information, please call 
Idaho Sound Beginnings at (208) 334-0829.

www.weber.edu

MASTER OF SCIENCE

IN NURSING
Two concentrations so you decide what works for you!

MSN Degree—
40 credit hours beyond the earned baccalaureate degree

  Nursing Administration       Nurse Educator
Both programs available in Hybrid format.

Only 3 on campus days per semester.

Stand-alone Certificates—
15	credit	hours–completion	of	MSN	degree	is	a	prerequisite

    Nursing Administration Graduate Certificate
    Nursing Education Graduate Certificate

For more information, contact Admissions Today!
801·626·6753 • rholt@weber.edu



Page 10  •  RN Idaho February, March, April 2013

Study 3. Edmonson, Robinson and Hughes (2011) studied fall records of 43 psychiatric 
inpatients (18 years and older) and found that the Edmonson Psychiatric Fall Risk 
Assessment Tool (EPFRAT) is more sensitive in assessing fall risk in the acutely ill 
psychiatric population than the Morse Fall Scale (Sensitivity of EPFRAT= 0.63 compared 
to the Sensitivity of the Morse Fall Scale = 0.49). Specificity for the EPFRAT was 0.68 
and specificity of the Morse Fall Scale was 0.85. This study describes the development of 
the EPFRAT and initial psychometric testing only. More testing on a larger sample size is 
needed to determine reliability and validity of the EPRAT.

Study 4. Estrin, Goetz, Hellerstein, Bettett-Staub, and Seirmarco (2009) studied 
74 “fallers” and 74 “non-fallers” in a psychiatric inpatient setting and found that 
physical complaints the day of a fall (OR 3.31; 95%CI 1.94 to 5.97, p = .001) and use 
of the benzodiazepine, Clonazepam, (OR 4.05; 95% CI 1.16 to 10.2, p =.003) were both 
predictors of falls. Use of antipsychotic medication on the day of the fall event was not a 
statistically significant predictor (OR .49, 95%CI .20 to 1.23, p =.129). This was a small 
retrospective study and a larger sample in a prospective study is needed to determine if 
psychiatric patients are qualitatively different from other medical-surgical patients. 

Study 5. Knight & Coakley (2010) studied 14 psychiatric inpatients under 65 years 
of age and found that patients on three or more psychotropic medications (antipsychotic, 
mood stabilizer or anti-anxiety) were more likely to fall (12/14 patients or 85.7%). Those 
patients who were “medication naïve” had a 14 % chance of falling or 2/14. This study 
was very small and lacked statistical data to determine significant findings.

Study 6. Lavsa, Fabian, Saul, Corman, and Coley (2010) studied 774 documented 
adult inpatient psychiatric patient “falls” and 774 adult psychiatric inpatient “non-
fallers” matched for age, sex and admission date. The researchers found the following 
medications were associated with higher risk for falls: α blockers (OR 5.82; 95%CI 
1.25 to 27.09 p = 0.025), Nonbenzodiazepine sleep aids (OR 2.58; 95%CI 1.07 to 6.25, 
p = 0.40), benzodiazepines (OR 2.49; 95%CI 1.98 to 3.14 p = <0.001), Histamine H2-
blockers (OR 2.41; 95%CI 1.22 to 4.76, p = 0.011), Lithium (OR 2.97; 95%CI 1.59 to 5.54, 
p =0.001), Atypical antipsychotics (OR 1.98; 95%CI 1.57 to 2.49, p = <0.001), Atypical 
antidepressants (OR 1.34; 95%CI 1.04 to1.72, p = 0.025), Anticonvulsants or mood 
stabilizers (OR 1.64; 95%CI 1.26 to 2.14, p =<0.001), Conventional antipsychotics (OR 
1.50; 95%CI 1.07 to 2.10, p = 0.019); Laxatives or stool softeners (OR 1.43; 95%CI 1.08 
to 1.91, p =0.014). Limitations to the study are the retrospective design and it did not 
evaluate whether combinations of medication classes were more frequently associated 
with falling.

Study 7. Leipzig et al. (1999) conducted a systematic review and meta-analysis 
of people aged 60 and over in a variety of inpatient and outpatient settings who used 
psychotropic drugs and found a small but consistent association between the use of 
most classes of psychotropic drugs and falls (pooled OR 1.73; 95% CI 1.52 to 1.97), 
for neuroleptic use (OR 1.50; 95% CI 1.25 to 1.79) for sedative/hypnotic use (OR 1.54; 
95%CI 1.40 to 1.70), for any antidepressant use (OR 1.66; 95%CI 1.14 to 1.95), for TCA 
use (OR 1.51; 95% CI 1.14 to 2.00) and pooled odds ratio for any benzodiazepine use 
(OR 1.48; 95%CI 1.23 to 1.77). Limitations cited by the authors include using only 
observational data to assess the relationship between falls and medications. Also use of a 
meta-analysis may overestimate the effect size that results in pooling odds ratios (Leipzig 
et al., 1999).

Conclusions
Most studies concluded that there are other confounding factors that need to be 

considered when associating fall risk with classes of psychotropic medications. Those 
factors are the diagnosis/symptoms of the psychiatric patient and the evaluation of 
combinations of drugs or poly pharmacy. The studies were difficult to compare because 
medication classifications were not used consistently across studies. Psychotropic 
medications included antipsychotic, anti-anxiety and antidepressants. Antipsychotic 
medications were also called neuroleptics in some studies. Mood stabilizers were 
named as the drug class in one study; in other studies, this drug class was referred to 
as anticonvulsant. Benzodiazepines as a drug class were consistently named across the 
studies.

The overall conclusion from this research synthesis is that psychiatric inpatients 
are at risk for falls based on the psychotropic drug classification and numbers of CNS 
medications that they are prescribed. Evidence shows that antipsychotic medications 
and benzodiazepines both have a statistically significant effect on patient falls. However 
there is disagreement among studies as to which medications pose more risk. There is not 
enough evidence to show that timing of drug administration is significant.

Translation of Evidence Into Practice–Recommendations
This summary of the evidence shows an association between patient falls and the 

use of and numbers of benzodiazepines and antipsychotics in psychiatric inpatient 
populations. Staff who work in these settings need to consider these factors when 
assessing fall risk. Further research is needed to determine if increasing dosages pose 
a higher risk and if combinations of these drugs create more risk. Research should be 
conducted prospectively to show casualty.
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Introduction
The purpose of this evidence review was to determine 

the effectiveness of light therapy (bright light therapy or 
dawn simulation therapy) in comparison to antidepressant 
therapy in the treatment of seasonal affective disorder 
(SAD). Over a period of two months, seven studies 
related to the review topic were selected, appraised and 
summarized for an evidence review research project. 

Research Question
In adults with seasonal affective disorder (SAD), how 

does light therapy compare with antidepressant therapy in 
improving symptoms of SAD?

Search Strategy
Databases searched: The Cochrane Library, the National 

Guideline Clearinghouse, PubMed, CINAHL, the TRIP 
database and PsychiatryOnline. 

Search terms: “seasonal affective disorder;” “light 
therapy;” “antidepressants.” 

Study selection criteria: 

(P) Patient/Population  Primary population 
 considered: All adults (18 and 
 older) with seasonal affective 
 disorder (SAD). Secondary 
 population considered: All 
 adults (18 and older) with 
 major depressive disorder.

(I) Intervention of  Light therapy: bright light
Interest and dawn simulation.

(C) Comparison  Antidepressant therapy
Intervention

(O) Outcomes  Improvement in symptoms of 
 SAD

(T) Timeframe N/A.

Results
Types of Studies. A total of seven articles were selected, 

evaluated and summarized to form the conclusions for this 
PICOT (Patient, Intervention, Comparison intervention, 
Outcomes, Timeframe). Recent studies (within the past five 
years) were preferred. The collection of articles included 
two systematic reviews with meta-analyses, two clinical 
guidelines, two randomized controlled trials (RCTs) and one 
expert opinion paper. Patterns and themes were identified 
across these seven articles in developing an evidence 
summary. 

Study Quality and/or Sources of Bias. Each study was 
put through a rapid critical appraisal process to evaluate the 
individual study’s validity, significant results or otherwise, 
reliability, applicability and potential bias. The cumulative 
grade level for overall strength of evidence across the 
included studies was Level III (Limited/Weak) based 
upon five elements (quality, consistency, quantity, clinical 
impact, and generalizability of the studies) as proposed by 
the Institute of Clinical Systems Improvement (American 
Dietetic Association, 2011). Nearly every article noted the 
need for further research on therapies for treating SAD.

Summary of Individual “Keeper” Studies
Study 1. In order to determine efficacy of light therapy, 

Golden et al., (2005) conducted a systematic review/meta-
analysis of 20 studies with 430 participants (ages 18-65) 
with seasonal affective disorder (SAD) or non-seasonal 
depression. When compared to placebo, participants who 
received light therapy experienced a statistically significant 
reduction in severity of depression symptoms. For SAD 
participants who received bright light, the mean effect size 
was 0.84; 95% CI 0.60 to 1.0 with p<0.0001 for z test. For 
SAD participants who received dawn simulation the mean 
effect size was 0.73; 95% CI 0.60 to 1.08 and p<0.0001 for 
z test. With non-seasonal depressed participants, the mean 
effect size was 0.53; 95% CI 0.18 to 0.89 with p<0.003 for 
z test. The study did not find statistically significant effects 
for bright light therapy as an adjunct to pharmacotherapy 
for treatment of non-seasonal depression. Since there were 
no direct comparisons of light therapy to antidepressant 
therapy, this study did not provide evidence as to which of 
these therapies may be more effective for treatment of SAD. 
The authors noted that they focused on efficacy not safety, 
thus indicating the need for longer-term follow-up studies to 
determine potential safety issues. 

Study 2. Güdücü, Caliyurt, Vardar, Tuglu and Abay 
(2005) studied 37 adults (median age 40 years) with major 

depression and found that participants who received 
antidepressant therapy (sertraline) plus late partial sleep 
deprivation (LPSD), antidepressant therapy (sertraline) or 
antidepressant therapy (sertraline) plus light therapy for a 
period of 6 weeks had a 82.9%, 38.1% and 60.07% decrease 
in Hamilton Depression Scale points respectively. Although 
this study specifically excluded adults with SAD diagnoses 
and there was not a direct comparison of light therapy to 
antidepressant therapy, the intervention of light therapy 
combined with sertraline had higher rates of depression 
relapse occurrences than antidepressant therapy alone. 
Study limitations include the fact that the study was not 
blinded, a small sample size and inconsistent settings (e.g., 
inpatient vs. outpatient).

Study 3. The National Collaborating Centre for Mental 
Health (2009) reviewed numerous studies on the topic 
of depression for data on the effectiveness of related 
interventions. They established guidelines for the treatment 
and management of depression using a stepped-care 
model that introduces the ‘least intrusive, most effective 
intervention” in a stepwise approach (p. 7). The authors 
recommend that clinicians avoid employing different 
“treatment strategies” for depression subtypes (e.g., SAD) 
and remind clinicians that “evidence of the effectiveness of 
light therapy is uncertain” (p. 15). 

Study 4. Rohan, Roecklein, Lacy and Vacek (2009) 
conducted two studies with 52 adults (ages 18 or older) 
with seasonal affective disorder (SAD) who received either 
light therapy (LT), cognitive behavioral therapy and light 
therapy (CBT+LT) or cognitive behavioral therapy (CBT) 
alone for 6 weeks initially. The authors then followed up 
with available participants from the two original studies 
approximately one year later and found that participants 
had depression recurrence rates of 37% (LT), 6% (CBT+LT) 
and 6% (CBT), indicating that CBT may be a potentially 
more effective therapy for treatment of SAD than light 
therapy. This study was not a head-to-head comparison 
of light therapy to antidepressant therapy but provided an 
alternative, non-pharmacological comparison. The authors 
acknowledged that the short window for follow-up with 
participants was a limitation (p. 14). 

Study 5. The Swedish Council on Technology 
Assessment in Health Care (SBU) (2007) reviewed 18 
studies with at least 10 participants presumably adults with 
SAD or other depressive disorder that compared either 
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a placebo or antidepressant therapy (SSRIs) to light therapy, a placebo to antidepressant 
therapy (SSRIs), or light therapy as an adjunct to antidepressant therapy (SSRIs). The 
authors found one study with a 50% decrease in the participants’ depression score in 
response to light therapy when compared to placebo for a short-term period (p. 9), but other 
findings were statistically insignificant or inconclusive (p. 10). Risks or harms to the patient 
were not addressed in this review.

Study 6. Thaler et al. (2011) conducted a systematic review/meta-analysis. They 
reviewed three RCTs with 204 adults with SAD and found that participant groups who 
received second-generation antidepressant therapy (fluoxetine) or light therapy for 5-8 
weeks both had a response rate of 66-68% based upon the Hamilton Depression Scale and 
SAD supplementary scale (HAM-D SIGH-SAD); the RR for responses was 0.98 (95% 
CI 0.77 to 1.24). Both groups also had similar rates of remission; the RR for responses 
was 0.91 (95% CI 0.64 to 1.30). This review is limited by sparse data from only three 
studies using small sample sizes, with one study having a high risk of bias due to missing 
outcome data from a 12% attrition rate (p. 31). Two of the three studies were funded by 
pharmaceutical companies (pp. 26, 31). The researchers recommended additional research 
should be conducted to assess the effectiveness of other psychotherapies and of other 
second-generation anti-depressants for treating SAD. Further studies on adverse effects are 
needed. 

Study 7. Westrin and Lam (2007) reviewed an unspecified number of studies involving 
primarily “larger sample sizes” with SAD, focusing on antidepressant therapy or light 
therapy received over a longer-term period (e.g. 15 weeks-1 year), received as preventative 
therapy (e.g. prior to onset of SAD symptoms), and/or received as maintenance therapy 
(e.g. prior to onset of SAD symptoms and continued for 24 weeks). One trio of studies 
with participants receiving antidepressant therapy (buproprion) administered prior to 
onset of SAD symptoms and continued through the start of spring showed decreased rates 
of depression and statistically significant p values of 0.03, 0.05, 0.001, with a pooled p> 
0.0001 (p. 906). One of the authors (Dr. Lam) is on a board or has received research funds 
from for GlaxoSmithKline who produces a brand name form of buproprion.

Conclusions
Interventions involving light therapy (e.g., bright light and dawn simulation) resulted in 

varying decreases in depression symptoms per two of the systematic reviews with meta-
analyses (Thaler et al., 2011; Golden et al., 2005). Findings were statistically significant 
for only Golden et al.’s (2005) review. Both clinical practice guidelines (NICE, 2009; 
SBU, 2007) concluded that there is insufficient evidence to recommend light therapy as 
a treatment for SAD or other depressive disorders. In the rigorous systematic review with 
meta-analysis by Thaler et al. (2011), there was no appreciable difference in effectiveness 
when light therapy was compared to antidepressant therapy. Second-generation 
antidepressants and light therapy had comparable results, however, the quality of the 
evidence was low. 

Overall the findings from the keeper studies were inconclusive about the effectiveness 
of combined therapy (e.g., light therapy plus antidepressant therapy) for SAD. For 
investigations of second-generation antidepressant therapy alone, the findings were either 
inconclusive or reported similar reductions in depression symptoms for antidepressant 
therapy and light therapy. Only one trial (Rohan, Roecklein, Lacy & Vacek, 2009) reported 
that initial treatment with cognitive behavioral therapy (CBT) or CBT combined with light 
therapy significantly reduced symptoms of depression at one year post-treatment. 

Because of the lack of strong and conclusive evidence, the use of light therapy as an 
effective treatment measure for SAD has not been established. We do not know for certain 
that light therapy is as effective or more effective than second-generation antidepressant 
therapy in the treatment of SAD.

Translation of Evidence into Practice Recommendations
Therapies for SAD may be based on current evidence-based clinical practice guidelines 

outlining treatment measures for depression. Light therapy is not recommended by the 
current and best available research evidence as an effective treatment for SAD, but may 
be a non-pharmacological treatment option for SAD or non-seasonal depression on a case-
by-case basis taking into consideration client preferences and client or clinician resources. 
Cognitive behavioral therapy (CBT) may be another non-pharmacological treatment option. 
Antidepressant therapy is not recommended by best available evidence as an effective 
treatment targeting SAD, but it may be a treatment option considering its effectiveness as a 
first line treatment option for adults with depression.

Further large, randomized control trials are needed where light therapy is directly 
compared to placebo or where light therapy is compared to an alternative therapy (e.g. 
antidepressant therapy or CBT). Such research may then result in consistent evidence to 
help clinicians make decisions on treatment options.
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INTRODUCTION
This evidence review and summarization of seven studies sought to identify 

the efficacy of various methods of pain relief in the neonatal population. Included 
interventions included oral sucrose, swaddling, non-nutritive sucking, kangaroo care and 
breast-feeding. 

RESEARCH QUESTION
This evidence summary asked the following research question: In the neonatal 

population, how do non-medicinal interventions, such as oral sucrose, non-nutritive 
sucking, kangaroo care, and etc. decrease neonatal pain scores during painful bedside 
procedures? 

SEARCH STRATEGY
Databases and search terms: The author systematically searched the National 

Guideline Clearinghouse, Medline/PubMed, CINAHL, and the Cochrane Library 
using the search terms: “Neonatal nursing;” “Pain prevention and control;” “Pain 
management;” “Sucrose;” “Non-pharmacological.”

Study selection criteria. Studies were selected based upon the following criteria: 

(P) Patient/Population  Neonates < 6 months of age undergoing any painful 
 procedure.

(I) Intervention of  Any non-medicinal pain intervention, swaddling, oral
Interest  sucrose, non-nutritive sucking, kangaroo care, and etc.

(C) Comparison  Medicinal interventions or comparing non-medicinal
Intervention types of interventions.

(O) Outcomes  Decrease in pain scores or indicators of pain, physiologic 
 or behavioral

(T) Timeframe After or at the onset of anticipated pain or pain indicators.

SEARCH RESULTS
Types of Studies. Of the seven keeper articles the one systematic review/meta-

analysis was the most trusted study and provided the highest level of evidence. That 
study also contained the largest number of participants. The remaining six studies were 
randomized controlled trials (RCTs). 

Study Quality and/or Sources of Bias. All studies were evaluated and were found to 
be well designed. Each study was then critically appraised to assess validity, reliability, 
applicability, and statistical significance. The overall grade for the strength of this body 
of evidence was rated as Good/Strong. The RCTs adequately described allocation, 
blinding and data analysis. No studies were found to have sponsorship bias or other 
potential sources of bias.

Summary of Seven “Keeper” Studies
Study 1: Benis (2002) conducted a meta-analysis of five randomized controlled trials 

that included 271 neonates who were all undergoing heel stick or venipuncture for blood 
collections. The researcher found that infants who were offered 0.24 gm. of oral sucrose 
compared to water had a reduction in crying time by 25% (p = 0.010). Although the study 
does measure crying time, the assessment of more measurable indicators of pain would 
have lent greater credibility to this study. 

Study 2: Carbajal, Veerapen, Couderc, Jugie, and Ville (2003) studied 180 term infants 
from one maternity ward who were undergoing venipuncture. Infants were offered both 
sucrose and a pacifier or were breastfed. These two groups were then compared to infants 
receiving sterile water administration or being held in their mothers’ arms. The sucrose/
pacifier and breastfed groups had a statistically significant decrease in measurable pain 

compared to the other interventions. Interestingly, when comparing sucrose/pacifier to 
the breastfed group, a negligible difference was found. In infants that were not breastfed, 
sucrose/pacifier administration was an effective alternative. 

Study 3: Hatfield, Gusic, Dyer, and Polomano (2008) studied 83 healthy term infants 
in a pediatric ambulatory clinic who were all receiving their two- and four-month routine 
immunizations. The researchers found that lower pain scores for infants who received 2 
ml. of 0.24gm. sucrose solution with a pacifier compared to infants who received 2 ml. 
of sterile water with a pacifier. The reported Number Needed to Treat (NNT) for “no to 
little pain” was 2. The inclusion of a pacifier, one of the targeted interventions for pain, 
was troublesome as a possible confounder. However, the results suggested that inclusion 
of a sucrose solution did decrease pain. 

Study 4: Liaw et al. (2010) studied 104 term and preterm infants in a hospitalized 
setting undergoing heel stick for blood collection. Infants who received a standard 
silicone pacifier compared to gentle touch had a 43% reduction in developing mild to 
moderate pain (Odds Ratio) OR 0.57; 95% CI 0.34 to 0.97). The risk ratios for behavioral 
indicators of pain, hand-to-mouth gestures and grimace were also lower. The findings for 
decreasing the risk of moderate to severe pain were not statistically significant.

Study 5: Liaw et al. (2011) studied 165 full-term infants in a hospital setting who were 
receiving intramuscular injections of the hepatitis vaccine. Subjects that received either 
oral sucrose (n=55) or non-nutritive sucking (n=55) compared to gentle touch and routine 
care were found to have lower mean pain scores. The groups offered sucrose or non-
nutritive sucking (NNS) also had decreased changes in crying, heart rate and respiratory 
rate.

Study 6: Mitchell et al. (2004) evaluated 30 preterm infants receiving eye exams 
for retinopathy of prematurity, a possibly painful procedure. The study found that 
administration of sucrose with a pacifier lowered mean pain scores by 2.87 (p=0.0077).

Study 7: Pillai Ridell et al. (2010) investigated non-pharmaceutical interventions for 
acute pain from common procedures such as heel-sticks and needles and conducted a 
systematic review and meta-analysis of 51 randomized clinical trials (3396 participants). 
Participants were grouped into one of three age categories: 1) preterm, 2) neonates, or 3) 
infants one month to 36 months. 

For preterm infants (as well as neonates), the researchers reported a statistically 
significant decrease in pain reactivity with kangaroo care [Standardized Mean 
Difference (SMD) -1.12; 95% CI -2.04 to -0.21] and with non-nutritive sucking-related 
interventions (SMD -.42; 95% CI -0.68 to -0.15) when compared to control conditions. 
For immediate pain-related regulation of preterm infants, non-nutritive sucking-related 
interventions, kangaroo care, and swaddling/facilitated tucking resulted in statistically 
significant decreases in pain. Term infants responded best to non-nutritive sucking 
(NNS) with a decrease in pain response (SMD -1.45; 95% CI -2.34 to -0.57) and better 
pain regulation. 

In this systematic review/meta-analysis, the researchers caution about significant 
heterogeneity among the studies for certain analyses. The grouping of infants by category 
and reporting results by group adds a new and clearer dimension to evaluating the effects 
of these interventions. 

CONCLUSIONS & TRANSLATION OF EVIDENCE INTO 
RECOMMENDATIONS FOR PRACTICE 

The long-term effects of repeated painful procedures on neonates and infants are not 
known. Healthcare practitioners need to assess for and treat pain caused by common 
procedures. Several methods, including kangaroo care, swaddling, non-nutritive sucking, 
oral sucrose and breastfeeding, have all been shown to have a beneficial effect on 
measurable pain scores. 

Based upon this review of seven published studies, the author recommends that 
interventions to decrease neonatal pain be instituted during procedures that will possibly 
cause pain. Statistically significant reductions in neonatal pain have been shown with the 
interventions studied. The most common and most effective intervention was a dose of 
oral sucrose in conjunction with non-nutritive sucking. 
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