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Legislative
Update

Call To Meeting

by James Pickral
VNA Legislative Consultant
The General Assembly adjourned on Sunday,
March 14th one day later than scheduled. From
the beginning, the crafting of the 2011-2012 budget
was the largest item of concern for the legislature.
With a new Governor and a House of Delegates and
Senate controlled by opposing parties, many felt that
this session would be one of the most contentious in
recent memory.
On the legislative front, there were fewer bills
presented than usual. This was a function, in
large part, of the Commonwealth’s fiscal condition.
Governor McDonnell enjoyed some modest legislative
success during his first session as Governor. Bills
in the Governor’s legislative package that increased
funding for economic development programs and
made it easier to establish charter schools won
passage through the legislature. Additionally, several
pieces of legislation that expand where it is lawful to
carry a concealed weapon, if you have a concealed
carry permit, have made their way to the Governor
who is expected to sign them. Transportation issues
were largely untouched. A bill to dedicate any future
revenues from off shore drilling was signed by the
Governor but any revenue sharing would have to be
approved by the Congress. It is widely believed that
a special session will be called later this year to
address transportation issues.
One looming issue that will be taken up after
the completion of the 2010 census is redistricting.
Every ten years Virginia redraws its House, Senate,
and Congressional districts. It is widely expected
that Northern Virginia and Hampton Roads will
gain seats while Southwest and South side Virginia
will lose seats. Additionally, there is concern as
to the fates of the “majority minority” districts.
Redistricting is sure to be a very contentious issue.
Governor McDonnell appointed Dr. Bill Hazel,
a surgeon, as his new Secretary of Health and
Human Resources. That office has filled out its
staff positions and has begun work on a variety of
issues such as Health Information Technology and
the filling of vacancies on boards and commissions,
in conjunction with the Secretary of the
Commonwealth, under that Secretariat. Additionally,
the Governor will shortly announce a new Director
of the Department of Health Professions. We will
inform you as to the Governor’s selection once the
announcement is made. ◆
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SAVE THE DATE!
On September 17/18 plan to be in Richmond for the VNA House of Delegates. We will also host a
Nursing Roundtable and Education Day.
The VNF Gala will be held on September 18, 2010. Please save the dates and plan to attend. All
events will be held in Richmond and additional information will follow in the August edition of the VNT
as well as being posted on our website at www.virginianurses.com
CALL FOR NOMINATIONS!
VNA will be electing new officers to the Board of Directors. The following positions are up for election:
Secretary
Director at Large
Commissioner on Nursing Education
Commissioner on Nursing Practice
Commissioner on Work Force Issues
3 positions are available for the Nominations Committee
For more information on these available positions, please contact either the VNA office at admin@
virginianurses.com or Dr. Esther Condon, chairman of the VNA Nomination Committee at Esther.
Condon@Hamptonu.edu
If you are interested in running for office, please complete the Consent to Serve form found within
this VNT and return it to the VNA office no later than July, 1 2010. ◆
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President’s Message
Shirley Gibson, MSHA, RN, President
Virginia Nurses Association
It was a long cold winter,
but spring arrived and along
with the changing of the
season came our opportunity
to
celebrate
Florence
Nightingale’s birthday during
National Nurses Week 2010
with the theme, “Nurses
Caring Today for a Healthier
Tomorrow.” Along with the
changing of the season came
the passage of federal health
Shirley Gibson
reform
with
the
Patient
Protection and Affordable Care
Act. With this recent enactment of sweeping health
care reform legislation, the U.S. is undertaking a
major overhaul of the health care system that will
affect everyone—from insurance companies and
health care providers to individuals and employers.
All stakeholders should expect and begin preparing
for, substantial changes in the way healthcare is
obtained, delivered, paid for and regulated.
The primary goals of the Act are to: (1) expand
coverage to an estimated 32 million Americans
without health insurance; (2) reform the delivery
system to improve quality; and (3) lower the overall
cost of providing health care. You are probably
asking yourself, what will this mean for nursing.
There can be no doubt that since the time of Florence
Nightingale, acclaimed pioneer of modern day
nursing, nursing as a profession has experienced
significant change. Nursing roles have changed and
it is certain that this trend will continue way into the
future. The care that nurses provide must continue
to advance, according to standards of evidencebased practice, in order to meet the health needs and
demands of the population.
Nurses will have a substantial role in the
implementation of the health care reform. There
are several provisions in the new law that will help
nurses. It invest in additional grants, scholarships,
and loan repayment programs to promote careers in

nursing and establishes a federally-funded student
loan repayment program for nurses who pursue
careers in nurse education. An area that has been
of great interest to the Commonwealth has been
addressed through the establishment of a national
workforce commission to gather information and
better coordinate and implement workforce planning
and analysis in the health care industry. The act
includes the creation of a $50 million grant program
to support nurse-managed health clinics and
expands geriatric career awards to advanced practice
nurses. Additional grants are included for nursing
schools to strengthen nurse education and training
programs to improve nurse retention. It directs
the U.S. Secretary of Health and Human Services
to establish a demonstration program to increase
graduate nurse education training under Medicare.
Provisions are included to allow nurse practitioners
to be providers in accountable care organizations
and directed home-based primary care teams and
it increases the payment rate for certified nurse
midwives for covered services, from 65 percent of the
rate that would be paid were a physician performing
a service to the full rate.
Leadership and action from nurses is vital.
Interdisciplinary collaboration across the health
care spectrum is crucial for change processes to
occur. However, although cooperation is required
from all disciplines, nurses are in a position to
operate as change agents, and indeed this is
necessary as “nursing practice is the very essence
of health care.” Nurses will take a more active role
in empowering patients and communities to live
healthy lifestyles through health teaching, health
promotion and prevention of illness. Nursing
involvement at a variety of levels across the acute
care setting—in decision-making and leadership—
benefits the patient, improves the organization in
which nurses practice and strengthens the health
care systems. This is a time for you to be a part of
the change and not a victim. One of the first steps
you can take is by joining your professional nursing
organization. You are receiving the Virginia Nurse
Today because you are a licensed professional
nurse in the Commonwealth, but you may not be a
member of the Virginia Nurses Association. If you
are not a member of your nursing organization,
it is time for you to consider joining. I invite you
to join and bring your voice to the table while we
become leaders and inventors of change across the
nursing and health care spectrum. To join you can
go to the Virginia Nurses Association website at
virginianurses.com and complete your application.
You can choose an annual or monthly fee. This will
grant you membership in VNA and ANA. Together we
are stronger than the sum of our parts! A quote from
Hannibal, one of the greatest generals of antiquity,
known for his military tactics and strategies, said,
“We will either find a way or make one” and I believe
that is what nurses do every day! ◆
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Executive Director’s Message
Susan Motley, CEO
Virginia Nurses Association
As I write this column, it is
difficult to recall a time when
there was so much change
swirling around healthcare
as there is in the wake of
the passage of The Patient
Protection and Affordable Care
Act (Public Law 111-148).
VNA has devoted resources
and many column inches
in this issue of the Virginia
Nurses Today to continue to
Susan Motley
be a resource for the nursing
profession
regarding
the
implications this sweeping legislation has on the
nursing profession. In the coming months you can
also look to the association to help you understand
the details of how this will impact your practice
environment here in Virginia. Be sure to read the
letter from Senator Warner in this issue, the message
from VNA president Shirley Gibson, and the material
from ANA for a good baseline understanding of the
new legislation.
Closer to home, the VNA had a very successful
year at the General Assembly with bills we opposed
not getting passed or carried over for future
discussion and those we supported getting passed.
Under the leadership of VNA’s board, Government
Relations Commissioner Linda Ault, Deputy
Government Relations Commissioner Chelsea Savage,
and lobbyist James Pickral, we focused nursing’s
political capital on our legislative priority issues: safe
staffing, quality of care, and access. A special thank
you to the leadership and work of these folks and
VNA’s legislative committee. You can get involved!
Visit www.virginianurses.com to become familiar
with VNA’s public policy agenda. Read a wrap up of
the 2010 session in this issue, and visit the website

for a comprehensive list of the 53 pieces of legislation
the VNA monitored on your behalf.
Additionally, many of you know that in February
of this year, Governor McDonnell announced that
Virginia received $24 million in federal funding
to advance health information technology. This
includes $11.6 million over a four year period
to advance health information exchange. The
Governor’s Health Information Technology Advisory
Commission (HITAC) will lead the planning and
implementation of this initiative under the leadership
of Secretary of Health and Human Resources Dr. Bill
Hazel. As VNA’s representative to the HITAC I have
participated in the work of the governance committee
and the communications committee. Working on
an aggressive timeline, the HITAC will submit a
strategic plan to the ONC this summer. Meetings are
open to the public and posted on the Commonwealth
calendar. Additionally, the strategic plan will be
posted and ample opportunity for public feedback is
built into the timeline. I encourage you to visit the
state’s website at http://www.hits.virginia.gov for
additional information.

New data has been released from HRSA that
shows that Virginia has slipped from 40th in the
nation in terms of supply of registered nurses per
100,000 people to 45th. This statistic is of grave
concern to the VNA and VNA is hosting Peter
Buerhaus, nationally known speaker on the nursing
workforce, to help address this issue at the Nursing
Roundtable on Education, Policy and Research June
1. We have also welcomed a new staff member to
VNA: Maureen Schnittger, PhD, MSA, RN joins VNA
as program manager. Her priorities are to update the
nursing shortage fact sheet the association uses to
educate policy makers in light of this new data and
to revise the VNA’s popular Workplace Advocacy
Guide for Nurses.
As you can see, we have had a very busy spring at
VNA and look forward to an even busier time ahead.
There has never been a better time to be a member
of the Virginia Nurses Association and we appreciate
the opportunity to be your professional partner! ◆
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Key Provisions Related to Nursing:
The Patient Protection and Affordable Care Act (Public Law 111-148) clearly represents a movement
toward much-needed, comprehensive and meaningful reform for our nation’s healthcare system. As the
largest single group of clinical health care professionals within the health system, licensed registered
nurses are educated and practice within a holistic framework that views the individual, family and
community as an interconnected system that can keep us well and help us heal. Registered nurses
are fundamental to the critical shift needed in health services delivery, with the goal of transforming
the current “sick care” system into a true “health care” system.
Patient Protection and Affordable Care Act
Public Law 111-148
Nursing
Workforce

Primary Care
Workforce

Federal support for the Nursing Workforce Development Programs contained in Title
VIII of the Public Health Service Act (PHSA) is essential. These programs recruit
new nurses into the profession, promote career advancement within nursing, and
improve patient care delivery. These programs are also used to direct RNs into areas
with the greatest need–including departments of public health, community health
centers, and disproportionate share hospitals.
Section 5207 (p. 494) increases funding for the National Health Service Corps and
extends the authorization of appropriations for the Corps each year through 2015.
For fiscal years 2016 and years thereafter, the statute establishes a formula for
funding that is tied to increased costs in health care and the number of individuals
residing in health professions shortage areas.

Allied Health
Workforce

Section 5301 (p. 497) establishes a grant program for hospitals, medical schools,
academically affiliated physician assistant training programs, and other entities
to develop and operate accredited training programs for the provision of primary
care. In particular, entities may use a grant to develop and operate a physician
assistant education program and may use funds to train individuals who will teach
in PA education programs. In addition, eligible entities may use grant funds to
provide financial aid to students and faculty, to enhance professional development
among faculty in primary care programs, and to establish and maintain academic
departments in primary care. The statute requires the grant program to give priority
to projects that train students to participate in patient-centered medical homes,
train for the care of vulnerable populations, and establish formal relationships
with federally qualified health centers or other clinics that serve underserved
populations.
Section 10501 (p. 875) makes other improvements to the National Health Service
Corps program. Specifically, this provision increase the loan repayment amount,
allows for half-time service, and permits teaching to count for as much as 20
percent of the service commitment for the Corps.
Nursing
Workforce
Development
Programs
NurseManaged
Health
Centers
(NMHCs)

Section 5208 (p. 494) authorizes $50 million in grants for the cost of operation of
NMHCs that provide comprehensiveprimary care or wellness services without
regard to income or insurance status for patients. Such NMHCs must provide
care to underserved or vulnerable populations and be associated with an academic
department of nursing, qualified health center, or independent nonprofit health or
social services agency. HHS will award grants subject to the financial need of the
NMHC and other factors, as determined appropriate by the Secretary.

Advanced
Education
Nursing

Section 5308 (p. 511) clarifies the scope of the Advanced Education Nursing grant
program to ensure that accredited midwifery education programs are eligible for
such grants. The statute, however, give priority to recipients who will contribute
to increased diversity among advanced education nurses, as section 2221(d) of the
House bill does.

Nurse
Education,
Practice, and
Retention

Section 5309 (p. 511) amends language related to Nurse Education, Practice, and
Retention Grants by renaming the relevant statutory provision “Nurse Education,
Practice and Quality Grants”. Section 5309 also adds two new grant programs
specifically for nurse retention, the first of which authorizes HHS to award grants to
accredited nursing schools or health facilities (or a partnership of both) to promote
career advancement among nurses. The second new grant program will permit
HHS to make awards to nursing schools or health facilities that can demonstrate
enhanced collaboration and communication among nurses and other health care
professionals, with priority going to applicants that have not previously received an
award.

Nursing
Section 5202 (p. 489) provides updates to the loan amounts for the Nursing
Student
Student Loan program and specifies that, after 2012, the Secretary has discretion
Loan Program to adjust this amount based on cost of attendance increases.

Section 5205 (p. 493) authorizes an Allied Health Loan Forgiveness Program to
assure there is an adequate supply of allied health professionals to eliminate critical
allied health workforce shortages at public health agencies, acute care facilities,
ambulatory care facilities, and other underserved health facilities.
Section 5206 (p. 493) authorizes HHS to make grants to accredited educational
institutions that support scholarships for mid-career public health and allied health
professionals who seek additional training in their respective fields.

Nursing
Workforce
Diversity
Grants

Section 5404 (p. 531) expands the workforce diversity grant program by permitting
such grants to be used for diploma and associate degree nurses to enter bridge or
degree completion programs or for student scholarships and stipend programs for
accelerated nursing degree programs. In carrying out this revised program, the
statute instructs HHS to consider recommendations from the National Advisory
Council on Nurse Education and Practice and to consult with nursing associations,
including the National Coalition of Ethnic Minority Nurse Associations.
Section 10501 (p. 875) permits faculty at public health schools that offer physician
assistant education

Pediatric
Health Care
Workforce

Section 5203 (p. 489) establishes a loan repayment program for individuals who are
willing to practice in a pediatric medical or surgical subspecialty or in child mental
and behavioral health care for at least 2 years in an underserved area. Loan
repayments recipients, including psychiatric nurses, social workers, and professional
and school counselors, are eligible to receive $35,000 per year in loan repayments
for participation in an accredited pediatric specialty residency or fellowship. The
statute directs HHS to give priority to applicants who are or will be working in a
school setting, have a familiarity with evidence-based health care, and can demonstrate
financial need.

Training for
Direct
Care Workers

Section 5302 (p. 499) establishes a three-year grant program under which an
institution of higher education can subsidize training of individuals at that
institution who are willing to serve as direct care workers in a long-term or chronic
care setting for at least two years after completion of their training. To be eligible
for such a grant, the institution must partner with a nursing home, skilled nursing
facility, or other long-term care provider.

Geriatric
Nursing
Career
Incentives

Section 5305 (p. 504) includes a provision that authorizes HHS to award grants to
advanced practice nurses who are pursuing a doctorate or other advanced degree in
geriatrics and who, as a condition of accepting a grant, will agree to teach or practice
in the field of geriatrics, long-term care, or chronic care management for a minimum
of 5 years.

Advanced
Practice
Registered
Nurses
(APRNs)

In order to meet our nation’s healthcare needs, an integrated national healthcare
workforce that looks beyond physicians must be put into action. Advanced Practice
Registered Nurses (APRNs), in particular Nurse Practitioners and Certified NurseMidwives, are proven providers of high-quality, cost effective primary care. ANA has
been advocating for the use of provider neutral language throughout the House and
Senate bills. We also believe that any type of demonstration or pilot project that
focuses on primary care should include nurse practitioners and certified nurse
midwives and that nothing should preclude them from leading those models of care.

Advance
Care
Planning

The statute does not contain a specific voluntary advance care planning consultation
under Medicare, as provided under the House bill. However, Section 8002 (p. 710)
creates a Community Living Assistance Services and Support (CLASS) independent
benefit plan available for individuals with functional limitations. CLASS insurance
will cover (p. 723), among other services, consultation with an advice and assistance
counselor relating to the formulation of advance directives and other written
instructions. Taxpayer funds will not be expended to pay benefits under the CLASS
plan. Effective January 1, 2011.

Accountable
Care
Organizations
(ACOs)-

Section 3022 (p. 277) establishes a shared savings program under which a group of
providers and suppliers may form a legally structured ACO to manage and coordinate
care for Medicare fee-for-service beneficiaries. An ACO that abides by a set of quality
performance standards and meets a financial benchmark will be eligible for an
incentive payment based on the share of savings they achieve for the Medicare
program.

Medicare

An ACO must include primary care ACO professionals that are able to serve a minimum
of 5,000 fee-for-service beneficiaries. The statute defines the term “ACO professional” to
include a physician assistant, nurse practitioner and clinical nurse specialist.

Medical
Home–
Medicare

Section 3502 (p. 395) authorizes HHS to establish a grant program for states or
state-designated entities to establish community-based interdisciplinary,
interprofessional teams to support primary care practices within a certain area. Such
“health teams” may include nurses, nurse practitioners, medical specialists, pharmacists,
nutritionists, dietitians, social workers, and providers of alternative medicine. Under
the program, a health team must support patient-centered medical homes, which are
defined as a mode of care that includes personal physicians, whole person orientation,
coordinated and integrated care, and evidence-informed medicine.

Increase in
Medicare
Payment for
Primary
Care Services

Section 5501 (p. 534) provides a 10 percent bonus payment under Medicare for fiscal
years 2011 through 2016 to primary care practitioners (including nurse practitioners,
clinical nurse specialists, and physician assistants) and general surgeons practicing
in health professional shortage areas.

Certified
NurseMidwives

Section 3114 (p. 305) will increase the reimbursement rate for Certified NurseMidwives for covered services from 65 percent of the rate that would be paid were a
physician performing a service to the full rate. Effective January 1, 2011.

Section 5209 (p. 495) removes the previously enacted cap of 2,800 commissioned
officers in the National Health Service Corps regular corps.
Section 5210 (p. 496) reconstitutes the Public Health Service Corps into two
divisions: the commissioned Regular Corps and a Ready Reserve Corps for service
in time of national emergencies. Ready Reserve Corps members will participate in
routine training, be available for involuntary calls to active duty during national
emergencies, and be available for service assignment in underserved communities.
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Nurse Loan
Repayment
and
Scholarship
Programs
(NLRP)

Section 5310 (p. 513) expands the Nurse Loan Repayment and Scholarship
Programs (NLRP) to provide loan repayment for students who serve for at least two
years as a faculty member at an accredited school of nursing.

Nurse
Faculty
Loan
Program

Section 5311 (p. 513) increases the Nurse Faculty Loan Program amounts from
$30,000 to $35,000 in fiscal years 2010 and 2011 and declares that the amount of
these loans will thereafter be adjusted to provide for cost-of-attendance increase for
yearly loan rate and the aggregate loan. The statute also creates new authority to
permits HHS to enter into an agreement with individuals who hold unencumbered
RNs and who have already completed, or are currently enrolled in, a master’s or
doctorate training program for nursing. Under such an agreement, HHS will provide
up to $10,000 per year to master’s recipients and $20,000 per year to those who
earn a doctorate if such individuals spend at least 4 years out of 6 year period as a
full-time faculty member at an accredited school of nursing. The provision provides
funding priority to doctoral nursing students.

Independence Section 3024 (p. 286) creates the Independence at Home Demonstration program for
at Home
chronically ill Medicare beneficiaries to test a payment incentive and service delivery
program
system that utilizes physician-and nurse practitioner-directed home-based primary
care teams aimed at reducing expenditures and improving health outcomes.
Independence at home medical practices that spend less than established spending
targets are eligible for incentive payments. HHS will give priority to practices that
are located in high-cost areas, that have experience in furnishing home health
services, and that health information technology and individualized plans of care.
Participation of Nurse Practitioners and Physician Assistants (page 287): “Nothing in
this section shall be construed to prevent a nurse practitioner or physician assistant
from participating in, or leading, a home-based primary care team as part of an
independence at home medical practice…”

Mandatory
Funding
Stream for
Title VIII
Programs

Section 5312 (p. 515) authorizes $338 million in appropriations to carry out
nursing workforce development programs–including the advanced education
nursing grants, workforce diversity grants, and nurse education, practice, quality
and retention grants–in fiscal year 2010. For fiscal years 2011 through 2016, HHS
may use “such sums as may be necessary” to carry out such programs.

Nurse Home
Visitation
Services

Public
Health
Workforce

Section 5204 (p. 491) establishes a Public Health Workforce Loan Repayment
Program to assure an adequate supply of public health professionals to eliminate
workforce shortages in public health agencies. Under the program, HHS will repay
up to one-third of loans incurred by a public health or health professions student
in exchange for that student’s agreement to accept employment with a public health
agency for at least three years. Individuals who serve in priority service areas may
be eligible for additional loan repayment incentives at the Department’s discretion.

Section 2951 (p. 216) authorizes states, with federal grant support and after
conducting a mandatory assessment of needs, to establish evidence-based nurse
home visitation programs for maternal, infant, and early childhood purposes.
Programs that support high-risk populations will be given priority under the grant
program. Unlike the House bill, there was no provision that would allow optional
coverage of nurse home visitation services under State Medicaid programs.

Increase in
Medicaid
Payment for
Primary Care
Services

The Medicaid incentive program was not in the Patient Protection and Affordable
Care Act, but was included in the Health Care and Education Reconciliation Act of
2010. Section 1202 (page 64) will require State Medicaid programs to reimburse for
primary care services furnished by physicians at no less than 100% of Medicare
rates for those services furnished by physicians in 2013 and 2014. The federal
government will pay 100% of the incremental costs attributable to this requirement.
This provision is only a 2-year mandate.

Healthcare Reform continued on page 5
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Healthcare Reform continued from page 4
Medical Home–
Medicaid

Accountable
Care
Organizations
(ACOs)–

Section 2703 (p. 201) creates a state option under Medicaid to provide
coordinated care through a “health home” for individuals with chronic
conditions. Under this option, states could receive 90 percent FMAP funding to
support a Medicaid enrollee who designates a provider or a team of professionals
as their health home. State must specify the methodology they will use for
determining payment. This methodology may be tiered to reflect the number of
chronic conditions that a patient is afflicted with and the specific capabilities
of the health home. Such health homes will provide comprehensive care
management, care coordination, and chronic disease management. Providers
must also meet certain standards established by HHS to participate in the
option. The provision also authorizes HHS to award planning grants to state to
develop their Medicaid “health home” program.
Unlike the House bill, the new statute does not contain a provision that would
establish a State Medicaid pilot program for ACOs. However, Section 2706 (p.
207) authorizes a demonstration project for pediatric ACOs that serve State
Medicaid and State Children’s Health Insurance Program beneficiaries. Under
the demonstration program, HHS will authorize states to govern the program for
pediatric ACOs. In addition, the Department will provide incentive payments for
those pediatric ACOs that both meet federal performance guidelines and achieve
savings greater than the annual minimal savings level established by the State.

School-Based
Health Clinics

Section 4101 (p. 428) establishes a grant program for school-based health
clinics that serve a large population of children eligible for medical assistance
under the State Medicaid plan or under waiver authority for this plan. However,
unlike the House bill, the statute does not require State Medicaid programs to
reimburse school-based health clinics receiving grants under the program on
the same basis as they would FQHCs.

Graduate
Nurse
Education
(GNE)

Section 5509 (p. 556) appropriates $50 million per year for FY2012 through
FY2015 to establish a graduate nurse education demonstration program in
Medicare. Up to five eligible hospitals will receive Medicare reimbursement for
the educational costs, clinical instruction costs, and other direct and indirect
costs of an eligible hospital’s expenses attributable to the training of advanced
practice nurses with the skills necessary to provide primary and preventive
care, transitional care, chronic care management, and other nursing services
appropriate for the Medicare-eligible population. The provision contemplates
that the hospitals selected will partner with community-based care settings
(such as federally qualified health centers and rural health clinics) and
accredited schools of nursing to undertake the demonstration program. These
hospitals will be responsible for reimbursing the partners for their share of
the costs. For this demonstration, the term “advanced practice nurse” includes
a clinical nurse specialist, nurse practitioner, certified registered nurse
anesthetist, and certified nurse midwife.

Quality

Comparative
Effectiveness
Research

Nursing Home
Transparency–
Nursing Home
Compare
Medicare
Website

Many recent studies have demonstrated what most health care consumers
already know: nursing care and quality patient care are inextricably linked, in
all care settings but particularly in acute and long-term care. Because nursing
care is fundamental to patient outcomes, we are pleased that both bills place
a strong emphasis on reporting, both publicly and to the Secretary, of nurse
staffing in long-term care settings. The availability of staffing information on
the Nursing Home Compare website would be vital to helping consumers make
informed decisions, and the full data provided to the Secretary will ensure
staffing accountability and enhance resident safety.
Section 6301 (p. 609) establishes a non-profit Patient-Centered Outcomes
Research Institute to perform and synthesize research on comparative
effectiveness. The purpose of the Institute will be to assist patients, physicians,
purchasers, and policy-makers in making informed health decisions. In
particular, the statute envisions that the Institute will advance the quality and
relevance of evidence concerning the manner in which health conditions can
effectively be prevented, diagnosed, treated, monitored, and managed through
research and evidence synthesis that considers variations in patient sub
populations, and through the dissemination of research findings. Any findings
made by the Institute will be construed as a mandate on practice guidelines
or coverage decisions. The Agency Healthcare Research and Quality will be
responsible for disseminating the findings made by Institute researchers to
build data capacity for comparative effectiveness research (CER) and to train
researchers in CER methods.
Section 6103 (p. 586) directs the Nursing Home Compare Medicare Website to
release information on staffing data for each facility, including resident census
data, hours of care provided per resident per day, staffing turnover and tenure.
Furthermore, it will need to be in a format for consumers to compare differences
in staffing between facilities and State and national averages for facilities.
Moreover, the format is to include: differences in types of staff; relationship
between staffing levels and quality of care; explanation that appropriate staffing
levels vary based on patient mix. Effective not later than 1 year after the date of
enactment. (p. 588)
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Nursing Home
Transparency–
Whistleblower
Protection

Section 6105 (p. 593) directs the Secretary to create a standardized complaint
form and requires states to establish complaint resolution processes. It also
provides whistleblower protection for employees who complain in good faith
about the quality of care or services at a skilled nursing facility. Effective 1 year
after the date of enactment (p. 594).

Nursing Home
Transparency–
Staffing
Accountability

Sections 6101 through 6121 (starting on p. 581) requires Medicare skilled
nursing facilities and Medicaid nursing facilities to disclose information on
their ownership and organizational structure to government authorities and
mandates that such facilities implement a compliance and ethics program
within 3 years of the legislation’s enactment. Furthermore, these sections
require facilities to report in detail their expenditures on wages and benefits
for direct care staff and to develop a program under which facilities can report
staffing information in a uniform format based on payroll data, including
agency or contract staff. Unlike the House bill, the Senate nursing home
transparency provisions require a GAO study and report on the Five-Star
Quality Rating System and authorize a national demonstration project to
develop best practices related to “culture change” and information technology in
nursing facilities.

Additional
Nursing
Provisions
Center for
Quality
Improvement

Section 3501 (p. 389) establishes a Center for Quality Improvement and Patient
Safety within the Agency for Healthcare Research and Quality to support
the identification of best practices for quality improvement in the delivery of
health care services. The Center’s activities will include identifying health
care providers that employ best practices and finding ways to translate these
practices rapidly and effectively into practice elsewhere. The Center will also be
charged with supporting research on health care delivery system improvement
by establishing a Quality Improvement Network Research Program, under
which funding recipients will test, scale, and disseminate information about
interventions that improve quality and efficiency.
Section 3501 also directs the Director of AHRQ to award technical assistance
grants to struggling health care providers and organizations so that such
entities can understand, adapt, and implement the best practices identified by
the Center. Unlike the House bill establishing the Center, the statute does not
reference the nursing profession.

School-Based
Health Clinics

Section 4101 (p. 428) establishes two new grant programs for school-based
health centers. The first program will authorize grants to provide for
construction of, and equipment for, new school-based health centers. The
statute appropriates $50 million in each of fiscal years 2010 through 2013
to carry out this grant program. School-based health centers that serve a
large population of Medicaid eligible children will have priority for grant
consideration. The second grant program provides funding to existing schoolbased health centers for operation, equipment acquisition, training, and
salaries of personnel. HHS may give priority under this program to communities
that have a shortage of primary care for children or a high per capita number of
children who are uninsured.

NurseManaged
Health Centers

Section 5208 (p. 494) establishes a new program to support nurse-managed
health centers (centers operated by advanced practice nurses that provide
comprehensive primary care and wellness services to underserved or vulnerable
populations). It also authorizes to be appropriated $50 million for FY 2010 and
such sums as may be necessary for FY 2011 through FY 2014.

Pipeline to
Nursing

This program is not in the new statute.

Student-toSchool Nurse
Ratio

This demonstration program is not in the new law.

Skilled
Nursing
Facilities

Section 10325 (p. 842) delays implementation by one year of new prospective
payment rules for skilled nursing facilities, as outlined in Version 4 of the
Resource Utilization Groups (RUG-IV). The component of RUG-IV specific to
therapy furnished on a concurrent basis and RUG-IV’s changes to the look-back
period can be implemented on October 1, 2010, as originally contemplated by
the payment rules.

Indian Health

Section 5507 (p. 545) establishes a demonstration grant program to provide
educational and training opportunities for low-income individuals for
positions in the health care field that pay well and are expected to be in high
demand. The demonstration program will primarily serve State Temporary
Assistance for Needy Families recipients, but HHS is required to award at least
three demonstration grants to eligible entities that are Indian tribes, tribal
organizations, or Tribal colleges or universities.
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Legislative Updates
Healthcare Letter from Senator Warner
Now that comprehensive
health care reform is law,
it is vitally important
that we make sure we
implement the initiative in
a smart way that engages
nurses and others in the
provider community while Senator Mark Warner
we work together to lower
costs and improve overall health outcomes.
I was supportive of the need for reform because
the status quo, which was based on quantity rather
than quality, threatened to bankrupt many families
and small businesses. While the final health reform
package was far from perfect, I do believe this law
will provide a much needed “shock to the system”
that will place us on a much more sustainable track.
In fact, the non-partisan Congressional Budget
Office has concluded this law will cut the federal
deficit by $134 billion in the first ten years and more
than $1 trillion in the second 10 years.
I plan to spend a good deal of my time working on
implementation and making sure that both Congress
and the Administration are held accountable for
doing what we have said we will do.
Implementation will be instrumental in ensuring
both affordable coverage and a reduction in overall
health care costs.
As Chairman of the Senate Budget Committee’s
bipartisan Task Force on Government Performance,
I now am working to ensure that there are
performance metrics and milestones in place that
will effectively track our progress and measure
improvements to the health care delivery system.
As we implement reform, it will be critical to develop
common definitions and metrics along with timelines
to monitor results.
We are also going to need help from the provider
community. Nurses, in particular, will be a big part
of this implementation. Nurses will play a larger role
in the coordination of care, which is instrumental
to reducing costs long-term, and there are several

provisions in new law that will help nurses achieve
these goals:
• It invests in additional grants, scholarships,
and loan repayment programs to promote
careers in nursing.
• It establishes a federally-funded student loan
repayment program for nurses who pursue
careers in nurse education.
• It establishes a national workforce commission
to gather information and better coordinate and
implement workforce planning and analysis in
the health care industry.
• It creates a $50 million grant program to
support nurse-managed health clinics.
• It expands geriatric career awards to advanced
practice nurses.
• It awards grants to nursing schools to
strengthen nurse education and training
programs and to improve nurse retention.
• It directs the U.S. Secretary of Health and
Human Services to establish a demonstration
program to increase graduate nurse education
training under Medicare.
• It includes nurse practitioners as providers
who can participate in accountable care
organizations
and
directed
home-based
primary care teams.
• And it increases the payment rate for certified
nurse midwives for covered services, from 65
percent of the rate that would be paid were a
physician performing a service to the full rate
I will soon introduce a health reform
implementation section on my website (www.warner.
senate.gov) to help keep constituents up to date on
the pace of health reform implementation.
I encourage each of you to stay in touch with
my office and staff as we move forward with
implementation. Tell us what we are doing well and
tell us what we are not doing well. I look forward
to working with nurses in Virginia to improve our
health care system. ◆
Best Regards,
Mark R. Warner

Governor’s
Commission on
Sexual Violence
by James Pickral
Legislative Consultant for VNA
In 2007, the Governor’s Commission on
Sexual Violence recommended the development
of a consistent healthcare response to sexual
assault. Subsequently, a multidisciplinary team
of dedicated healthcare providers, criminal justice
professionals, sexual assault victim advocates,
and survivors of sexual assault was convened to
commence this effort and are pleased to announce
that “Virginia’s Healthcare Response to Sexual
Assault: Guidelines for the Acute Care of
Adult and Post-Pubertal Adolescent Sexual
Assault Patients” is now available at http://www.
sexualanddomesticviolencevirginia.org/health.htm.
These new guidelines replace “Virginia’s Hospital
Protocol for the Treatment of Sexual Assault Victims”
that was developed in 1990.
This new document incorporates recommendations
from professionals across Virginia, as well as
information from relevant state and national
resources on the management of sexual assault
patients and the collection of forensic evidence.
Recognizing that not all communities or facilities
can sustain forensic nursing programs, these
guidelines were developed to assist all healthcare
providers. It provides:
• Guidance and tools for clinicians providing care
to sexual assault patients;
• Guidance for healthcare facilities developing or
enhancing policies for the provision of medical
and forensic services; and
• Guidance to communities working to establish
a coordinated community response to sexual
assault.
The guidelines include algorithms that outline
key steps in responding to a sexual assault patient,
including options regarding forensic exams,
notification of law enforcement, and storage of
forensic evidence. It is our hope that these guidelines
and algorithms will be valuable and useful tools in
your efforts to establish policies, procedures, and
practices that promote a quality, consistent, and
compassionate response to sexual assault patients
in your community. ◆
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Practice Information
Educational Advancement for Registered Nurses
by Jennifer Matthews, PhD, ACNS-BC
Commission on Nursing Education
Educational Advancement for Registered Nurses
is catching the attention of many registered nurses,
especially those graduating from Associate Degree
and Diploma programs. The impetus is for these
RNs to achieve their baccalaureate degree in nursing
within ten years of initial licensure. In at least 17
states this issue is in active stages of discussion
among nurse educators, senior level stakeholders,
and regulatory bodies (personal communication,
NCSBN, Dec 12, 2009). This policy or legislation
applies to individuals who graduate from these
nursing programs and become registered nurses
AFTER the legislation is enacted in individual states.
RNs currently licensed from these programs would
NOT be affected.
History and Background
In 1965, ANA published an education position
paper with recommendations that nursing education
take place in institutions of learning within the
general system of education and the preparation for
beginning professional nursing practice should be
the baccalaureate degree in nursing (ANA, 1965,
p. 107). The committee members reasoned the
complexity and unpredictability of high technology
practice in the future required that nursing
professionals be grounded in science and critical
thinking (Donley & Flaherty, 2002).
… Time passes and now there are more than
940 ADN programs of nursing (N-OADN, 2006)
and 550 entry-level baccalaureate programs
(AACN, 2009). Virginia hosts 28 ADN, 7 diploma,
and 26 BSN programs (VBON, 2009). Today, of
the practicing nurses, approximately 17.5% have
diplomas; 34% hold associate degrees; and 34.2%
have baccalaureate degrees and 13% have masters
or doctoral preparation (DHHS, 2006). 40% of nurses
report graduating from associate programs and 34%
report this as their highest degree (Mahaffey, 2002).
Current Issue—the BSN Value
Many favor the multiple entry levels and support
the ADN/diploma programs as strong options to
supply registered nurses. Primary support factors
for these entry levels are access and availability to
a diverse group of students such as males, older
students, and minorities. Two-thirds of the ADN
programs are in community colleges and may
allow a more financially feasible education; the
remaining are in technical schools, universities, and
proprietary for-profit programs. These graduates
have a good record of passing the NCLEX exam and
often remain within their communities of origin to
practice nursing in community care settings.
Research uncovered differentiated practice among
BSN, ADN, and diploma graduates when it turned its
focus to quality of care and patient care outcomes.
Researchers Aiken et. al (2003) concluded that
patient outcomes related to mortality and ‘failure
to rescue’ were improved in hospitals with a staff
educated at or above the BSN level. Other senior
researchers nationally and in Canada replicated
Aiken’s work to support the findings. Contributing
factors are skills in critical thinking, clinical
judgment, and knowledge of science and evidencebased practices that expand the BSN’s approach to
clinical practice.
In 2005, nurse leaders advanced the idea of
achieving the BSN degree post-RN licensure. In
analyzing when many ADN/diploma nurses achieved
a BSN degree, the pattern showed that after ten
years many RNs had moved forward to the education
goal of the BSN (when stability in life was achieved).

Nurse policy makers recognize that seeking the
BSN post-RN work experience can result in greater
relevance and meaning to the learner of the content
and honing the critical analysis skills (ANA, 2009).
Advocates of the ADN/diploma programs and
those who may not support the policy discussion ask
if ‘all entry level applicants pass the same NCLEX®
exam, why should there be a BSN follow-up?’ This
is true; however, the research shows a significant
difference in practice; see Aiken’s research
(2003).
Given the nursing shortage, should the nursing
profession consider supporting this change? The
Virginia Nurses Association has not taken a position
on this issue. However, for nine years, enrollment
in nursing programs has increased, despite the
upheavals in the economy (AACN, 2009). The basic
entry levels will continue and maintain a supply of
RNs for gainful employment. The shortage is not due
to nurses leaving the profession, it is the expanding
demand for RNs. In fact, 83% of all nurses who are
registered are currently employed in the profession,
the largest number in history.
Considerations for the BSN
There must be balanced considerations and
careful scrutiny of the impact for this proposed
policy or regulatory change by all stakeholders
across the US and … in an eventuality, for Virginia’s
nurses and their employers. The major factors that
must be grappled with are:
– financial incentives to return to school
– financial demand to pay for the education
– time commitment to the education process
– the employer’s responsibility and commitment
in flexibility and accommodation of schedules
– access to and availability of quality BSN
programs
– development of curriculae, articulations, and
transitions from the entry level programs to
university programs for the BSN, MSN, or DNP
degrees (see Tanner, et al., 2008), and
– what will the outcome be if a registered nurse
chooses not to seek the BSN?
Next steps
Nurses from all settings and at all levels must
remain informed about the events in other states
related to the BSN career degree. In Virginia, the
Board of Nursing has neither a position nor a
statement regarding the BSN but remains alert
to evolving events (personal communication,
Dec 12, 2009). The greater goals of safe care and
positive patient outcomes may be the tipping points
in the fifty-year debate to achieve professional
nursing education preparation. This serious

discussion and policy formulation may provide us
with the wherewithal to serve each of us and our
future generations of nurses with a pathway to
baccalaureate education and the added value of
professionalism. ◆
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Practice Information
ANA Appointed to National Committee
Providing Immunization Guidance
ANA Strengthens Nursing Voice on
Nation’s Premier Panel on VaccinePreventable Diseases
SILVER SPRING, MD—The American Nurses
Association (ANA) has been selected as one of
only two nursing organizations on the only U.S.
government committee that makes recommendations
for the administration of vaccines to children and
adults to control vaccine-preventable diseases.
ANA begins its participation on the Advisory
Committee on Immunization Practices (ACIP) this
June as a non-voting liaison organization that
provides immunization expertise. The committee’s
15 voting members, named by the secretary of the
U.S. Department of Health and Human Services,
provide recommendations to HHS and the Centers for
Disease Control and Prevention (CDC) on preventable
disease-reduction and vaccine safety strategies.
“We’re working hard to make registered nurses
the champions of immunization,” said ANA President
Rebecca M. Patton, MSN, RN, CNOR. “We’re pleased
and excited that the CDC recognizes nurses’
immunization expertise and the integral role for
nurses in setting immunization policy, educating the
public and promoting vaccinations through direct
contact with patients.”
In partnership with the CDC, ANA is running a
two-year initiative aimed at increasing vaccination
rates within the community called “Bringing
Immunity to Every Community.” The program
is intended to increase nurses’ knowledge and
competency in immunization issues and position
them as leaders in increasing vaccination rates
among the public and health care professionals.
The program includes a Web site, http://www.
ANAimmunize.org, a comprehensive resource for
nurses to become competent, educated advocates for
immunizations.
ANA will showcase http://www.ANAimmunize.
org, and highlight what nurses can do to promote
immunizations at the CDC’s 44th National
Immunization Conference April 19-22 in Atlanta. ◆

The Virginia Nurses Association Continuing Education Approval Committee is
accredited as an approver of continuing nursing education by the American Nurses
Credentialing Center’s Commission on Accreditation.
Listed below are our current Approved Providers

Kaiser Permanente

American Association of Managed Care Nurses
(AAMCN)

Lactation Education Resources (LER)

American College of Health Care Administrators
(ACHCA)
American College of Nurse Practitioners (ACNP)
American Diabetes Association
AmSECT, American Society of Extracorporeal
Circulation

Lamaze International
Lewis-Gale Medical Center
Martha Jefferson Hospital, Department of Nursing
Education
McGuire Veterans Affairs Medical Center
Medicorp Health System

Association of Nurses in AIDS Care (ANAC)

National Hospice and Palliative Care Organization
(NHPCO)

Association of Occupational Health Professionals in
Healthcare (AOHP), Virginia Chapter

New Mexico Nurses Association (NMNA)

Bon Secours Hampton Roads
Bon Secours Memorial Regional Medical Center
Breastfeeding Outlook
Capital Hospice
Carilion Health System
Center for American Nurses
Centra Health
Central State Hospital
Chesapeake General Hospital
Children’s Hospital of the King’s Daughters (CHKD)
Danville Regional Medical Center
Fairfax Falls Church Community Services Board
Fauquier Hospital
Florida Atlantic University, Christine E. Lynn College
of Nursing

Nursing Consulting & Education Services, PLLC
Pharmaceutical Education & Research Institute, Inc.
(PERI)
Potomac Hospital
Prince William Hospital
Reed Bisbee Group, Inc.
Reston Hospital Center
Riverside Health System
Satchidananda Ashram-Yogaville
Sentara Healthcare
Shenandoah University
University of Virginia Health System Nursing
Education Services
University of Virginia School of Medicine Clinical
Trials Office
Valley Health

George Washington University

VCU Health System & School of Nursing

Health e-Learning

Virginia Association for Hospices (VAH)

Henrico Doctors Hospital
INOVA Health System, INOVA Fairfax Hospital

Virginia Association of Community Psychiatric
Nurses (VACPN)

Institute for Natural Resources (INR)

Virginia Hospital Center ◆
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Upcoming Events
Biography & Consent to Serve Form for VNA Elected Officials
(Offices elected in even numbered years shown in shading)
Attach Resume/Statement if additional space needed
When completed, please return to: VNA, 7113 Three Chopt Rd,
Richmond, VA 23226. Attn: Nominating Committee

Please Type or Print:
Name: ________________________________________________________________________________________________
Address: ______________________________________________________________________________________________
Telephone/Email: _____________________________________________________________________________________
Employer: _______________________________________________________ VNA Member?
Title/Position ___________________________________________

______ Yes _____ No

E-mail Address: ____________________________

VNA District: ______ Membership Expiration Date: ________________________
Education: ___________________________________________________________________________________________
School/College _________________________________________ Degree/Diploma __________ Date ____________
Relevant Experience:
Professional: _______________________________________________________________________________________
Civic: ______________________________________________________________________________________________
Organizational: ____________________________________________________________________________________
VNA District & State Levels: ________________________________________________________________________
Other: _____________________________________________________________________________________________
I wish to run for the following office of the Virginia Nurses Association. I understand the duties and
responsibilities involved in this office and, if elected, I agree to serve, abiding by the VNA Bylaws, the
VNA House of Delegates and Board policies and actions, and the ANA Code for Nurses.
______ President-Elect

_______ Commissioner on Work Force Issues

______ Vice President

_______ Commissioner on Nursing Education

______ Secretary

_______ VNA Committee on Nominations (5)
(3 elected in even yr)

______ Treasurer

_______ Commissioner on Nursing Practice

______ ANA Delegate

_______ Commissioner on Government Relations

______ Director At Large

_______ Commissioner on Policies and Resources

Here is my statement on what I think the duties and priorities for this office are and relevant experience
I have had:
(please use reverse side of this sheet)
_________________________________________________
Signature of Candidate
Date

__________________________________________________
Signature of District President/Officer
Date
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Upcoming Events
Gala—Sponsorship Opportunities
Presenting—$5,000
 Presenting sponsor recognition on printed materials pertaining to the
event which would include: invitation, attendee registration form, signage
at the event, and event program
 One table top display at the Delegate Assembly
 One table of 10 at the VNF Gala
 Presenting sponsor logo on Virginia Nurses website
 Presenting sponsor recognition in the electronic newsletter—VNA Voice
 Presenting sponsor recognition in the “booklet” (distributed in September)
 Five registrants for the education day, September 18th coinciding with the
VNA Delegate Assembly
Circle of Excellence—$3,500
 Sponsor recognition on printed materials pertaining to the event which
would include: invitation, attendee registration form, signage at the event,
and event program
 One table top display at the Delegate Assembly
 Five tickets to Saturday evening’s Gala
 Sponsor recognition on Virginia Nurses website
 Sponsor recognition in the electronic newsletter—VNA Voice
 Sponsor recognition in the “booklet” (distributed in September)
Hall of Fame—$2,500

Sponsor recognition on event signage and in the event program

Four tickets to the VNF’s Gala

Sponsor recognition on Virginia Nurses website

Sponsor recognition in the electronic newsletter—VNA Voice

Sponsor recognition in the “booklet” (distributed in September)
Shining Star—$2,000

Sponsor recognition on Gala event signage

Sponsor recognition in Gala event program

Two tickets to the event

Sponsor recognition in the electronic newsletter VNA Voice
Caring Contributor—$1,000
Sponsor recognition on Gala event signage
Sponsor recognition in Gala event program
For more information, please contact the Virginia Nurses Foundation at
1-800-868-6877 or via email kmahone@virginianurses.com. ◆

GALA
Saturday, September 18, 2010
SPONSORSHIP COMMITMENT FORM

DATE: ________________

COMPANY NAME: _________________________________________________________
(as it should appear on print material)
ADDRESS: ________________________________________________________________
CITY: _________________________ STATE: _________ ZIP: ____________________
TELEPHONE: _____________________________________________________________
CONTACT: ___________________________

E-MAIL: __________________________

DONATION AMOUNT: _____________________________________________________
VNF Committee Contact: __________________________________________________

❑
❑
❑

Enclosed is our contribution of $ _____________

Please invoice

This is a gift-in-kind sponsorship. (Description and value)
_______________________________________________________________________

_______________________________________________ __________________________
Signature of Company Representative

Title

Thank you very much for your support!
Mail to:

Virginia Nurses Foundation
7113 Three Chopt Road, Suite 204
Richmond, VA 23226
Telephone (804) 282-1808
Fax (804) 282-4916
www.virginianurses.com
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Practice Information
News from VCNP
Cindy Fagan, RN, MS, FNP-BC
President, Virginia Council of Nurse Practitioners
VCNP is excited to welcome
its new leadership. Executive
officers include Cindy Fagan,
President; Denise Chernitzer,
Secretary and HoChong Gilles,
Treasurer. A special election
is underway to fill the vacant
president-elect position. Committee chairs include Mary
Duggan, Government Relations;
Maureen Flattery, Education;
Stephanie Alexander, Public
Cindy Fagan
Relations; Lynn Poole, Bylaws,
Policy and Operations; Kali
Shah, Awards and Nominations and Ann Bennett,
Historian. We are looking forward to building on our
past successes as we plan for our Annual Board Retreat
June 4-5, 2010 in Winchester, Virginia.
Legislation was introduced in the 2010 General
Assembly to remove barriers and increase access to
care for the citizens of the Commonwealth. Our bill,
SB263 endeavored to update the Code of Virginia
to reflect contemporary practice patterns, revise
regulations and permit NPs to practice to their full
scope of practice according to their education and
certification. The comprehensive bill was written to
remove physician supervision language, regulation
by the joint boards of medicine and nursing and
authorized regulation by the board of nursing
advised by an advisory committee. It would also
have allowed NPs to prescribe drugs and devices
consistent with their education and certification
governed by regulations developed by the board of

nursing in consultation with the board of pharmacy.
Unfortunately, SB263 did not make it out of
subcommittee however, the government relations
committee plans to revise its legislative strategy
to continue to move forward with legislation that
increases access to care for Virginia’s citizens.
Our Annual Conference, which was held in Reston
on March 4-7, 2010, was a remarkable success
drawing 449 NPs throughout Virginia and bordering
states. This year’s program offered 26 contact hours
of continuing education on a broad range of clinical
and professional topics. Faculty, who came from
across the country included experts in various fields.
Rebecca Patton, president of the ANA, delivered the
keynote address highlighting national legislative
and policy initiatives to improve access to care and
remove barriers to practice for nurse practitioners.
To compliment the 2010 legislative initiative, Barbara
Safriet, JD, presented a program on closing the
Regulatory Scope of Practice Gap between Nurse
Practitioners’ Clinical Abilities and Legal Authority.
Congratulations to our education committee for
making this year’s conference another premier event.
Mark your calendars for the 2011 Annual Conference
which will be held at the Hotel Roanoke, March 30th
through April 2nd.
VCNP
introduced
its
Nurse
Practitioner
Scholarship established under the Virginia Nurses
Foundation to be awarded to a student enrolled
in a doctoral program in the Commonwealth of
Virginia. This one-time award is made to a student
who has completed 50% of the required hours of
graduate study and exhibits academic excellence
and a commitment to advanced practice nursing
with strong clinical and leadership abilities. We look
forward to naming the first NP scholarship recipient

Becky Patton at VCNP
in the near future! Visit our website for more
information.
The organization plans to strengthen its public
relations efforts in the upcoming year to advance
the role and visibility of nurse practitioners in
the delivery of quality health care in the state by
employing diverse media approaches. Public relations
efforts are essential in promoting the important work
of nurse practitioners and our organization.
We continue to grow despite the recession with
over 1500 members which captures about 25% of
the 6000 NP’s in Virginia. As we begin our annual
membership drive, please consider joining or
renewing your membership by going to our website
www.vcnp.net.
We welcome your questions, comments or
concerns; please do not hesitate to contact us. ◆
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The Elephant in the Room: Huge Rates of Nursing and
Healthcare Worker Injury
Nearly all of us are aware of nurses with back pain—
or we may suffer from it ourselves. What we may not
realize is how enormous the problem is. This article is
dedicated to educating nurses about the risks they and
their co-workers face in performing routine patient care.
We’ll also give you information about what you can do
to help: you and your co-workers.
“My name is Elizabeth White. I am an RN who
graduated in 1976 from the BYU College of Nursing.
In December, 2003, I was working in the Surgical
ICU at Arrowhead Regional Medical Center, the San
Bernardino, California county hospital. My assignment
that night was a 374 lb patient who was on a ventilator
and also on spinal precautions. I was able to get help
to turn and bathe him only once that shift. However,
because he was on spinal precautions his mattress was
flat, but had to be in reverse Trendelenberg because of
the vent. He slid down to the foot of the bed, of course.
Only one other staff member was available to help
pull him away from the foot of the bed. By the end of
the shift, I was in so much pain I could hardly walk. I
ended up leaving clinical nursing: nearly six (6) years
later I still have pain on a daily basis.”
Last year, over 71,000 nurses suffered a back
injury—but these are only the injuries that can be
directly traced to work. 48% of nurses complain of
chronic back pain, but only 35% have reported a
work related injury.i Many of the injuries will simply
be endured by nurses and health care givers, with no
recourse to any compensation. The cumulative weight
lifted by a health caregiver in one typical eight hour
shift is 1.8 TONS.ii Back injuries are incremental and
pain often presents in unrelated circumstances.
Cost of the problem
Nurses back injuries cost an estimated $16 billion
annually in workers compensation benefits. Medical
treatment, lost workdays, “light duty” and employee
turnover cost the industry an additional $10 billion.iii
In total, over 505,000 health care workers were
injured. We know that a large percentage of these
injuries are due to patient handling.
Healthcare worker injuries were three times the
number of any other industry. Also, the RATES of
injury are six times the rates of construction workers
and dock workers. Why are we not angry? Perhaps it is
because we are used to it, and figure that it can’t be any
other way. After all, patients must be cared for, right?
THE CAUSES OF NURSING BACK INJURY, or, YOU
MUST NOT BE USING GOOD BODY MECHANICS
Hospitals and nursing homes are well aware of
the risks of back injury resulting from patient care.
Virtually all of us have had numerous “back injury
prevention” classes over our work life. Why then, are
the injuries so high? Is it because we just don’t listen?
Or, is it because there is no safe way to manually lift and
care for patients? Just look at the diagram above for a
comparison between the NIOSH lifting standards and
everyday patient care reality.
There are physiological reasons for this. William
Marras, PhD, CPE, Honda Professor and Director of
the Biodynamics Laboratory, Institute for Ergonomics
at Ohio State University has made extensive studies on
what happens to the human back under stress.vi
Basic anatomy lesson: the intervertebral disc is
fibrous, dense tissue with a resilient gel filled center.
The outer fibrous ring is called the annulus fibrosis,
and the center the nucleus pulposus. It has no blood
supply, and no nerve endings. It receives its fluid and
nutrients by osmosis from the adjacent vertebrate bone
through the end plate, which also attaches the disc to
the vertebrae.
Pathophysiology, or, We all have our limits
When lifting tolerances are exceeded, the end plate of
the intervertebral disc is damaged with tiny tears called
microfractures. No pain is felt, since nerve endings
are not present in the disc or the end plate. These
microfractures then heal with protein agglutinens and
scar tissue which is thicker and less permeable than
the normal tissue. Over time, with many microfractures
occurring, most of the end plate of the vertebra converts
to scar tissue. The disc can no longer absorb fluid and
nutrients. It becomes weakened, porous, soft and dry,
which is the condition we know as degenerated disc.
The softer tissue then bulges into the spinal column
causing pain and muscle spasm, or the gel in the center
of the disc can even herniate through the soft porous
outer tissue, causing much greater pain. With severe
degeneration, the disc can collapse, which narrows the
space available for the nerve root. This narrowed space
puts pressure on the nerves, causing pain and muscle
spasm.

Normal disc

Degenerated disc

What are safe lifting pressures for the disc, or,
Should you lift a “little 100 lb grandma”?
Downward pressure will cause damage to the disc
end plate at pressures from 700 to 1100 lbs. Since
many caregivers are physically small, the limits should
be at the low end of this. However, most manual patient
handling includes pushing and pulling elements. With
pushing and pulling, damage occurs at about 1/3 the
force. Nurses understand shearing: shearing damage to
the disc occurs at lower forces than pressure.

vii

This illustration shows only the downward pressure,
and doesn’t take into account the pulling (shearing)
required to turn a patient on to his side. Nurses are
the ONLY people who call 100 lbs light! Since there is
no way to keep the weight bearing close to the body, no
“good body mechanics” will compensate for the forces
that damage your back.

well, inevitably. Also, no lifting team can be everywhere
at once, and patients may need repositioning at any
time, not just on the lifting team schedule.
Patient Handling equipment is the only answer.
There are multiple equipment solutions available on
the market today. None does everything; but there is
equipment available which will completely eliminate the
manual lifting required for patient care.
We apologize to all makers of equipment which
are not featured in this article. Care has been taken
to present representative examples of equipment
performing each task. Each facility should determine
its own needs, and investigate each company and
brand of equipment. We do not present the pros and
cons of different types of equipment. A list of companies
who manufacture and sell each type of equipment is
provided, to give some place to start to those who might
wish to begin. The list of companies is by no means
exhaustive. No remuneration has been given by any
company.
Tasks which exceed safe spinal loading, requiring
Safe Patient Handling Equipment:
• Transfers: bed to bed, or gurney to bed
• Transfers: bed to chair, chair to shower
• Bed repositioning: Side to side turn, and pull
away from the side rail
• Bed repositioning: Boosting to the head of the
bed
• Bed repositioning: Linen changes and bathing
• Sling placement: Bending and lifting to roll a
patient on to a sling
• Assisting patient to stand
• Assisting a patient up from the floor
Bed to bed transfer
This is a mattress that uses a blower to inflate a
mattress, which then slides on a cushion of air. The
brand name is Hover Matt. It removes most of the
friction so the force needed for transfer is minimal.

viii

THERE IS NO SAFE WAY TO MANUALLY MOVE
A PATIENT!!! EVER. You WILL be injured every single
time you manually move a patient. This includes not
only transfers, but turning, linen changes, rolling a
patient on to a sling, boosting the patient up in bed,
and assisting the patient to stand.
WHAT IS THE SOLUTION to manual patient
handling? Patients must be cared for. Every nurse
knows it is not an option to simply refuse to care for
their assigned patients.
Lifting Teams? These teams are very expensive,
though they have been shown to reduce injuries. But,
what about the lifting team? They will be injured as

Slide Boards reduce friction;
not entirely but they help. Some
facilities use a slick fabric tube or
even garbage bags to reduce the
friction in a bed to bed transfer.

Elephant in the Room continued on page 13
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Bed to wheelchair transfer
A ceiling lift can facilitate
transfers, after placing the
patient on a sling. This is an
Arjo lift.

Virginia Nurses Today
Linen changes and bathing of bedridden patients
Ceiling lifts can use
repositioning slings to
move the patient around
for linen changes and
bathing.
Placing the patient on a sling:

An Arjo bariatric lift
accommodates heavy patients.
This Liko mobile lift will lift in sitting, standing or
horizontal positions.

The ErgoNurse uses a sheet to suspend the patient,
allowing sling placement without bending and lifting.
Assisting a patient up from the floor

The HoverJack, from HoverTech, inflates to lift a
patient from the floor.

The Arjo 4-point spreader bar puts the patient in a
comfortable semi-reclined position.
Bed Repositioning: Side to side turn
Advanced hospital beds have skin saving programs,
and some abilities to reposition patients. This is the
Hill-Rom Versa-Care bed. Some mattress overlays
available will turn the patient by inflating the mattress
on one side, then another.
Bed Repositioning: Boosting patients up in bed

The ErgoNurse, designed for bed repositioning,
boosts a patient using the sheets. It will also lift for side
to side turns, linen changes and bathing.

A Liko ceiling lift repositions a patient using a
loop sling. Linen can be changed while the patient is
suspended.
Some specialty fabrics will allow boosting with
minimal effort, then resist sliding again.

Companies offering Safe Patient Handling equipment:
ArjoHuntleigh/Diligent Services
aXtraHand, LLC
Barton Medical Corporation
Dane Technologies, Inc.
Ergolet
ErgoNurse
ERGOtug, Division of NuStar, Inc.
EZ Way
Guldmann Inc.
Hill-Rom, Inc.
Horcher Lifting Systems, Inc.
HoverTech International
Jamar Health Products, Inc.
Joerns Healthcare, Inc.
LiftSeat
Medcare Products
Molift, Inc.
Optima Products, Inc.
Prism Medical
RecoverCare
Rehab Seating Systems
Rifton Equipment
Sizewise
Stryker
SureHands Lift & Care Systems
Technimotion Medical, a Division of Ergo-Asyst
Technology
Vancare, Inc.
Help is on the horizon. Nationally, the Nurse and
Health Care Worker Protection Act of 2009 has been
introduced in both houses of Congress. In brief, these
bills (identical at the present time) require OSHA to
establish a safe patient handling standard, require
health care facilities to establish safe patient handling
programs, and allow health care workers to refuse to
perform any lifting task which exceeds the standards or
for which they have not been trained. The House bill is
HR 2381, and the Senate bill is S 1788. It is certain that
the wealthy and powerful hospital lobby will oppose the
bill. However, we nurses have numbers on our side.
Since there are about 2.5 million nurses, and about
1 million nursing aides, if we were all to contact our
legislators, we could ensure the passage of these bills.
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HOW TO CONTACT YOUR
REPRESENTATIVES IN CONGRESS:
For the House of Representatives: Go to: House.
gov, and put in your zip code. The website will tell you
who your representative is, and contact information for
them.
Note! The volume of emails is now so great that less
attention is paid to them. They will get it, but it might
take a while. It is better to send a hard copy of your
letter.
COST EFFECTIVE
Safe Patient Handling equipment is very cost
effective. When associated factors such as lost work
days, modified duty, worker retraining, employee
turnover, and even bedsores are factored in, the
hospital recoups its investment in less than two years!
Those who have instituted Safe Patient Handling
programs have learned that not only is equipment
needed, but training, education and surprisingly,
enforcement. Though it may seem a paradox, many
times caregivers resist change. They’ve been doing it
one way for their entire working careers as caregivers,
and feel that it takes too much time, or is inconvenient.
Yet, they continue to incur injuries at high rates.
However, when a no-lift policy is implemented (and
if necessary, enforced), the staff will adopt the safe
patient handling equipment especially as they realize
their back pain and injuries diminish. Oregon SAIF,
the State Worker Comp Company, instituted pilot Safe
Patient Handling programs, and has seen injury rates
and costs plummet.ix Harris Methodist Ft. Worth, in Ft.
Worth Texas, also instituted a pilot program, and went
to zero injuries.x Their pilot unit has had no injuries
in 2 ½ years. We know that these injuries are entirely
preventable. Let’s work together and solve this problem. ◆
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Health Professionals and the Risks of
Social Networking Sites
by Michele Satterlund
For Brenda Smith, Facebook started off as a great
way to keep in touch with family and friends. She
found long-lost school mates and friends she hadn’t
connected with in years. She enjoyed sharing photos
of her three kids, and she happily downloaded photos
of her summer vacation the moment they were taken.
She especially liked reading her friends’ posts and
began regularly posting about the activities of her
own daily life. Her posts often included information
about her practice as a health professional, as well
as the occasional humorous story about a patient. It
was all just innocent fun.
On one particularly long work day, Brenda posted
about the difficulties of working with little sleep,
“Hard day today. Only had four hours of sleep. Guess
I should get to bed earlier.” That same day, a close
friend happened to tag photos of Brenda taken at a
corporate reception held the night before. While the
photos were tasteful, some of the photos pictured
Brenda with a cocktail. Several friends wrote funny
comments under the photos, including one friend
who teasingly told Brenda “it was time she give up
booze.”
Just before bed, Brenda made one last post to
her Facebook page. “Glad this day is over. Difficult
patients. Forgot to notify the radiologist that the
patient had a pacemaker and we sent the guy in
for an MRI. Oops. Luckily we got him out in time.”
As you might imagine, it wasn’t too long before
that patient found a lawyer—a lawyer who happily
researched Facebook and found Brenda’s admission
about the pacemaker, her comment about being
overly tired, as well as the photographs of Brenda
drinking. It’s safe to assume that these photographs
and admissions played an important role in helping
the lawyer’s case against Brenda.
While Brenda Smith is a fictitious person, her
Facebook comments and photographs reflect actual
comments posted to various social networking
sites by licensed health care professionals. These
comments are risky, not only because they can
possibly be used in malpractice actions, but because
they may violate HIPAA confidentiality requirements,
as well as the confidentiality requirements mandated
by a practitioner’s employment agreement.
To protect against the possible risks of social
networking sites, health practitioners may want
to consider closing their social networking sites
altogether. If the practitioner feels the site is
important for personal or professional reasons,

sensible steps should be taken to ensure that
confidential or unflattering information is not
divulged. While not exhaustive, the following are
steps every practitioner can take immediately to
minimize social networking risks:
• Privacy Settings: Set all sites as private or
Friends only. It may take a few extra steps to
configure the site’s privacy settings, but this
one step will go a long way towards protecting
your information. Additionally, make sure you
trust your “friends” and only accept friend
requests from people you know well.
• Untagging: Untag photos of yourself from other
friends’ sites and ask your friends to kindly
remove the photos.
• Hot Button Issues: Stay away from hot button
issues—religion, politics, etc. and keep your
thoughts to yourself. Your employer may not
want to know that your personal opinion on a
particular issue is contrary to the opinion of
the employer.
• Periodically Google Yourself: Don’t wait
until you’re in the midst of a job search or
malpractice complaint to monitor your online
reputation.
• Online is Forever: Once you post something on
a social media site, it is there forever. You can
try to erase it but it can be found.
• Confidential Topics. Do not discuss patients.
Do not discuss your employer. Do not discuss
your work day. Do not discuss how much you
hate your job. Stay away from all topics related
to your practice. Period.
• The Ultimate Question. If you choose to
open a Facebook, Twitter or any other social
networking site, always ask yourself if your
employer, future employer, patients, coworkers
or family members saw your site, would you
have anything to hide? ◆
Michele Satterlund is an employment and health
care attorney with Macaulay & Burtch, P.C. in
Richmond, Virginia. She can be reached by telephone
at 804-649-8847 or by email at msatterlund@macbur.
com.
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To Blow the Whistle…Or Not

by Leslie Herdegen-Rohr, VNA Government
Relations representative
Cynthia Cooper. Colleen Rowley. Sherron Watkins.
Only the most serious news junkies will remember
these accomplished but otherwise ordinary women
who graced the cover of Time Magazine when 2002
was declared “The Year of the Whistleblower.” These
women made hard choices when they went public
with wrongdoing at Worldcom, the FBI, and Enron
respectively. Their actions were the right thing to do,
resulted in justice, and changed their lives forever.
From elementary school on, we are taught by our
peers that tattling is one of the worst sins that can be
committed. Yet, during this century, whistleblowing
has become an admired quality. What has made
the difference? Perhaps there is a sense that
organizations, particularly big businesses, have so
much power that they are able to take advantage of
ordinary Americans and literally ruin their lives. No
longer do employees work for the same corporation
their entire lives—the corporations do not seem to
have the same loyalty to their employees, and the
employees do not seem to have the same loyalties to
their employers. Of course, there are exceptions to
this, but they are the exception rather than the rule.
Or, perhaps it is that as young children, we are
unable to recognize that our primary loyalties
can and should be overridden by compelling moral
reasons. This is a distinction that, even as adults, we
have trouble making.
What is Whistleblowing?
While some define whistleblowing broadly,
most make a distinction between “reporting” and
“whistleblowing.” Reporting recognizes that most
health care organizations have an internal process
for sharing employee concerns in an environment
that allows them to be addressed within the
organization. Whistleblowing, on the other hand, is
construed as an external action to an organization
that has not responded appropriately to a concern
expressed by an interested party. Many whistleblower
laws require that internal reporting mechanisms be
utilized first. Even if the law does not, this is a good
and ethical standard to follow.

Whistleblower Laws
Whistleblower laws have been passed at the state
and federal level to allow employees to stop, report
or testify about employer actions which are illegal,
unhealthy, or violate specific public policies by
prohibiting retaliation against that employee.
There are more than fifty federal whistleblower
laws. Some of them relate directly to health
care organizations. Others are more broad and
include employees in many industries. Many
are administered by the Federal Department of
Labor; others are administered by other federal
agencies. Some have statutes of limitations of as
little as ten days; others are much longer. Some
have administrative remedies; some allow for civil
remedies; and still others provide no remedy at all to
an employee who alleges retaliation as a result of his
whistleblowing activity.
Entire books have been written and published on
federal whistleblower statutory laws and case law. It
is not within the scope of this article to review these
laws. Instead, it will focus on Virginia laws that
prohibit retaliation against whistleblowers in certain
health care settings and some things you might want
to consider before you make a decision to blow the
whistle.
Virginia’s Health Care Whistleblower Protections
Virginia has three laws that protect complainants
against retaliation or discrimination in hospitals
(Va. Code § 32.1-125.4), nursing facilities (Va. Code
§ 32.1-138.4) and assisted living facilities (Va. Code
§ 63.2-1730). By utilizing the term “complainant,”
these laws apply not only to employees, but also to
volunteers, patients, residents, families, and others
who have an interest in the rights of patients or
residents of hospitals, nursing facilities, or assisted
living facilities.
While this sounds clear and easy, in practice, it
often is not. First, there are no standards embodied
in these laws. Therefore, what one person may see
as a violation of patient rights may not be seen by
others in a similar fashion. Furthermore, there is

Not Guilty—Texas Jury Acquits
Winkler County Nurse
February 11, 2010, Andrews, Texas—It took the
jury less than an hour to return a not guilty verdict
for Anne Mitchell, RN, defendant in the criminal trial
that has come to be known as the “Winkler County
nurses” trial. Mitchell faced a third-degree felony
charge in Texas of “misuse of official information,” for
reporting a physician to the Texas Medical Board for
what she believed was unsafe patient care. Mitchell
is a member of the Texas Nurses Association (TNA)
and the American Nurses Association (ANA).
“We are very pleased about the not guilty verdict
and that justice prevailed for Anne Mitchell,” stated
Susy Sportsman, PhD, RN, president of TNA. “If
anything was to be gained from the absurdity of this
criminal trial, it is the reaffirmation that a nurse’s
duty to advocate for the health and safety of patients
supersedes all else.”
Since news of the criminal indictment—and
Mitchell’s being fired from her hospital job—first
spread through the nursing community, nurses
across the country have followed developments.
Labeling the criminal indictments “outrageous,” an
outpouring of support—and financial contributions
to the TNA Legal Defense Fund—has continued.
As the nation’s largest nursing association, ANA
joined forces with TNA, one of its constituent member
associations, in July of 2009 to strongly criticize
and raise the alarm about the criminal charges and
the fact that the results from this case could have a
lasting and negative impact on future nurse whistle
blowers.
“ANA is relieved and satisfied that Anne Mitchell
(RN) was vindicated and found not guilty on these
outrageous criminal charges—the verdict is a
resounding win on behalf of patient safety in the

U.S. Nurses play a critical, duty-bound role in
acting as patient safety watch guards in our nation’s
health care system. The message the jury sent is
clear: the freedom for nurses to report a physician’s
unsafe medical practices is non-negotiable,” said
ANA President Rebecca M. Patton, RN, MSN,
CNOR. “However, ANA remains shocked and deeply
disappointed that this sort of blatant retaliation was
allowed to take place and reach the trial stage—a
different outcome could have endangered patient
safety across the U.S., having a potential ‘chilling
effect’ that would make nurses think twice before
reporting shoddy medical practice. Nurse whistle
blowers should never be fired and criminally charged
for reporting questionable medical care.”
“I was just doing my job,” relayed a jubilant
Anne Mitchell, in a phone conversation with TNA
immediately following the not guilty verdict, “but
no one should have to go through this,” she said. “I
would say to every nurse, if you witness bad care,
you have a duty to your patient to report it, no matter
the personal ramifications. This whole ordeal was
really about patient care.”
Over $45,000 has been donated so far by
individuals and organizations across the country to
the TNA Legal Defense Fund as a way to support the
defense of Anne Mitchell and former co-defendant
Vicki Galle.
“We didn’t have any support—emotional or
financial—until TNA and ANA stepped in,” said
Vicki Galle, RN, who also attended the trial in
Andrews even though the prosecution had dismissed
her indictment on February 1 as a co-defendant.
“We could never have gotten through this without
nursing’s support.” ◆
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no specified remedy for a health care organization
that retaliates under these circumstances, so any
remedy by an employee will be in civil court, often a
protracted and costly proceeding.
Thus, it may be helpful to look at what others say
about the protection of patient rights before relying
on these laws exclusively.
What JCAHO Says
While the Joint Commission on the Accreditation
of Health Care Organizations does not specifically
require due process and other protections for staff
members who intervene on behalf of patients, they
are required to have “structures to support patient
rights…in a collaborative manner that involves
the hospital’s leaders and others.” JCAHO also
requires health care organizations to have mission
statements and a patient bill of rights that reflect
the organization’s basic beliefs. So, while JCAHO
does not require structures to encourage internal
reporting or prohibit retaliation against an employee
who goes public with an unresolved concern, in
some cases, these may be extrapolated from JCAHOrequired statements.
You will want to note that many assisted living
facilities are not subject to JCAHO requirements.
What the ANA Code for Nurses Says
While the Code for Nurses also does not
specifically state what values should be upheld and
what responsibility RNs have for reporting internally
or externally specific situations, Provision 6 of the
ANA Code for Nurses reads:
The
nurse
participates
in
establishing,
maintaining,
and
improving
health
care
environments and conditions of employment
conducive to the provision of quality health care
and consistent with the values of the profession
through individual and collective action.
This and other provisions of the Code when read
as a whole, should give nurses some guidance as to
their role as a health care professional in reporting
and helping to correct unsafe, inappropriate, or
negligent practices. You can read the entire Code
at
http://nursingworld.org/ethics/code/protected_
nwcoe813.htm.
Other Considerations
Since external whistleblowing (as well as internal
reporting) can have serious consequences for the
nurse and the organization, it is not an action that
you will want to take lightly. At the same time, failure
to report or blow the whistle can be life-threatening
for patients as well as staff. Here are some additional
considerations you will want to weigh as you decide
how to proceed:
•

Do your concerns represent a substantial risk
to patient or staff safety, health care outcomes,
or morbidity or mortality?

•

Are your concerns the result of a single event,
or a pattern of practice?

•

Have you fully investigated the situation,
collected appropriate facts and other data, and
thoroughly understand the situation as well as
potential reasons behind it?

•

Have you exhausted established internal
processes before you think about making your
concerns public?

•

Do you have a positive tenure and reputation
within your organization or profession?

•

Have you thought about the need for a legal
consultation or legal representation?

Note of Caution
Reporting inadequate conditions in health care
organizations, and ultimately deciding to blow the
whistle on those that are not corrected, is a complex
area of state and federal law. Making a decision in
this area also requires scrutiny of the ANA Code
for Nurses and JCAHO require. And neither this
article nor your personal judgment should be a
substitute for good legal counsel or representation
with experience in this area. So let your conscience
be your guide as to whether you need to investigate
your options more fully. ◆
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News at a Glance
News Briefs
Sandra Olanitori, MS, RN,
at Norfolk State University,
is
an
Advisor/Recruiter/
Faculty of the Department
of Nursing and Allied Health
received the Virginia Nursing
Students’ Association—“Most
Supportive Faculty Member
Award”—1st Place at the Virginia
Nursing
Students’
Association
Annual State Convention.
The Convention was held at the Founder’s Inn
in Virginia Beach in January, 2010. This is a State
award given to a faculty member who has been
the most supportive of Virginia Nursing Students’
Association activities. Mrs. Olanitori is the Advisor/
Sponsor for NSU-SNA chapter. She is the former
president of VNA District 4 and past Commissioner
on Nursing Practice. ◆

Cipriano Elected to Serve on National eHealth
Collaborative Board
SILVER SPRING, MD—The American Nurses
Association (ANA), the largest nursing organization
in the U.S., is proud of the recent election of Pamela
F. Cipriano, PhD, RN, NEA-BC, FAAN, Special
Advisor to the Chief Nursing Officer, University of
Virginia Health System, to serve a two-year term
as Director to the National eHealth Collaborative
(NeHC).
“ANA is very pleased that Dr. Cipriano will serve
on the NeHC Board. In so doing, I have the utmost
confidence that Pam’s presence will provide a fresh
perspective from the nursing profession and will
reinforce nursing’s primary concern—advocacy for
the patient throughout the full spectrum of highquality, safe care—as this esteemed panel continues
to advise the Secretary of Health and Human
Services on the adoption and efficient use of health
information technology throughout the United
States,” said Rebecca M. Patton, MSN, RN, CNOR,
President, ANA.

Dr. Cipriano is a Fellow in the American Academy
of Nursing (AAN), an independent affiliate of ANA,
and chairs the Academy’s Workforce Commission
which is studying technology solutions to improve
the work environment to make patient care safer and
more efficient. She also serves as Editor-in-Chief of
American Nurse Today, ANA’s official journal.
”Dr.
Cipriano’s
appointment
reflects
her
distinguished reputation as an expert in technology
and nursing. As Editor-in-Chief of American Nurse
Today, Pam consistently strives to keep nurses in
the forefront of technology initiatives that affect
quality of patient care as well as nursing practice.
We congratulate Pam on this appointment and look
forward to providing a forum to communicate the
experiences as Director to the NeHC Board as she
represents nursing and advocates for patients,”
said Greg Osborne, Publisher of American Nurse
Today.” ◆

Editorial:

Pushing the envelope. Primary care crisis
an opportunity for nurse practitioners.
by Tracy S. Estes, PhD, RN, FNP-BC
If you haven’t noticed, primary care is in crisis.
Well, it has been in crisis since the 1970s, so the
primary care crisis, might I say, is just status quo?
The average American has to wait six days to see
a primary care doctor! The United States is way

behind in the ability to access primary care as
compared to other industrialized countries. There
is a 30% shortage in primary care doctors, and it is
just going to get worse. If you are lucky enough to
find a primary care doctor, he or she is likely to be a
baby boomer closing in on retirement. Primary care
doctors are an endangered species.

Why is primary care in crisis status quo? Primary
care is a disadvantaged medical non-specialty. In
order to earn more money, primary care doctors
have to see more patients. However, specialty care
doctors can see less patients by doing more profitable
specialty procedures. Besides numbers, specialty
care doctors can set defined hours, demand higher
salaries, and deal with less insurance hassles. What
doctor wouldn’t want to specialize? Most young
doctors are just starting a family and have $150,000
in student loan debt. Current and even planned
incentives with the Healthcare Reform Bill to attract
primary care doctors aren’t enough to meet the
demand. We need another solution.
Family nurse practitioners are the best solution to
an ailing primary care doctor pool. We are trained
quicker and cheaper. We provide equivalent, if not
superior care, and our patients identify with us.
This is especially important with chronic disease
management, since 75% of healthcare costs result
from patients with chronic conditions. Family nurse
practitioners provide a medical home to coordinate
and collaborate chronic disease management. We
take the time to educate the patient and get them
to buy into lifestyle modifications, which are so
essential in chronic disease management.
Recently Senator Mary Margaret Whipple
sponsored a bill (SB 263) to improve Virginia resident
access to nurse practitioners. As with previous
legislation attempting to correct the mismatch
between the clinical capacity of nurse practitioner
and legal authority, the bill died in a subcommittee.
Why is it so hard to improve Virginia residents’
access to well-qualified primary healthcare? It’s a
turf war.
The American Medical Association (AMA) is
protecting its turf. However, not so long ago, the
medical turf included piercing ears. The AMA must
have realized at some point piercing ears was not
profitable for doctors. When will the AMA realize the
lack of profitability in primary care? If you go into
primary care, you do it to help people, not to make a
huge salary.
Nurse practitioners want primary care. We accept
lower salaries than our doctor counterparts. We
thrive taking care of patients with acute and chronic
conditions. We do not shy away from a hard day’s
work. Our patients love and trust us. All nurses need
to see a nurse practitioner for their primary care. All
nurses need to contact their legislator demanding
better access to nurse practitioners. ◆
Dr. Tracy Estes is an Assistant Professor at Virginia
Commonwealth University in Richmond, Virginia. She
teaches in the family nurse practitioner program. Dr.
Estes is currently a clinical doctoral student at Duke
University School of Nursing.
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District News
News from VNA District 3
by Kathy Loving, President, VNA District 3
District 3 held our Annual Student Awards
and Akers Award Banquet at the Crown Sterling
Restaurant on March 23rd 2010 in Lynchburg
VA. Exceptional nursing students were selected
by faculty from Liberty University, Lynchburg
College and Lynchburg General Hospital School of
Nursing.
Rachele Olivier and Janelle Simpson from
Liberty
University,
Margo
Leighliter
from
Lynchburg College and Missy Carter from
Lynchburg General Hospital School of Nursing
were each presented with a $250.00 scholarship,
a framed certificate and dinner from District 3.
Lindsey J. Cardwell B.S.N., R.N., Clinical
Educator, Professional Nursing Development
Department at Centra, was this year’s winner of
the District 3 Akers Award. The purpose of this
award is to recognize and honor nurses for their
achievement in the field of nursing and their
contribution to the nursing profession and the
community. A replica of the Florence Nightingale

Lamp, mounted on a wooden base, was presented to
Lindsey with her name engraved on the plaque.
Lindsey has been very active in the VNA and
served as Director at Large on the state level in 2009.
She has been asked to serve as a Virginia Delegate in
Training to the ANA House of Delegates in DC June
16-19th. Congratulations to Lindsey.
Anne Marie Caylor RN was the recipient of this
year’s Craddock Terry Excellence in Nursing Practice
Award. Anne Marie works in the Cardiovascular
Recovery Unit (CVRU) at Centra Health and serves
as Treasurer for District 3. She has been an active
member of the board and we have appreciated her
willingness to serve and participate in our activities.
Congratulations! Anne Marie. We are so proud to
have you as our treasurer in our organization.
April 16 is the date for the District 3, 5th Annual
Petals of Potpourri Conference at CVCC Bedford VA
Business Center. After the conference, we will meet
with our legislators, Del. Ben Cline, Del. T. Scott
Garrett and Sen. Steve Newman. We all have been
working hard to prepare for this exciting event and
look forward to this every year. ◆

Lindsey Cardwell wins Aker’s Award District 3

Happy Spring from District 9
Lucia Fernandez RN MSN
President of District 9/CODP
Hope the change in weather has inspired you
to leave the indoors and explore the Valley. The
district has been on a mission to educate and
inform the masses of what the VNA can do for you
as a nurse. Many thanks go out to the willingness
of our CEO, Susan Motley who spoke to three
groups in the district. Our winter meeting was
successful in that we discussed the VNA’s role in
serving the nurses in the state, along with the
workplace advocacy for all nurses.
James Pickral, our legislative consultant,
accompanied Susan Motley to Blue Ridge
Community College to address the senior nursing
class. The topics were how a bill is crafted and
passed in Congress. The role of a legislative
consultant is to inform the VNA on what bills to
watch, support or not-support. Many of the bills
that want to pass sometimes need to be better
defined. The VNA offers to educate the legislators
who are crafting these bills on the medical aspects.
Susan explained how the VNA works on issues
that affect the nurse in various environments.
The nursing students actively engaged with both
speakers on the topics. A special thanks to Linda
Edwards, the instructor, for inviting us to the
nursing class.
Lastly, Susan was a guest speaker at James
Madison University’s Professional Day of PiMu-atLarge-Chapter of Sigma Theta Tau. Susan spoke

(From left to right) Susan Motley, Lucia
Fernandez, Linda Edwards and James Pickral at
Blue Ridge Community College.
on how to become politically involved and the role
of the VNA. After the lunch she joined the panel to
discuss, “The Future of Healthcare.”
So as you can see because of the dedication of
the VNA staff, Susan Motley and James Pickeral, we
have impacted many people within our district this
past quarter. I hope as a district we can continue
to share and educate those who are affiliated in
healthcare. We hope to see at the next meeting on
May 18th when we discuss the calendar events for
the upcoming year. We will be meeting in Room 214,
at Augusta Health Center at 5:30pm.
Continue to enjoy the great weather and hope to
see you soon. ◆

James Pickral, Legislative Consultant for the
VNA and Susan Motley, VNA CEO speak to
nursing students at Blue Ridge Community
College.

Senior class Blue Ridge CC.

Page 18

May, June, July 2010

Virginia Nurses Today

www.VirginiaNurses.com

Membership News
State Nurses Association Membership Application
8515 Georgia Avenue • Silver Spring, MD 20910 • (301) 628-5000

DATE _________________

__________________________________________________________
Last Name/First Name/Middle Initial

____________________________________
Home Phone Number

__________________________________________________________
Credentials

____________________________________
Work Phone Number

_________________________
Basic School of Nursing

Preferred Contact:

_____________________________________
Fax Number

__________________________
Graduation (Month/Year)

__________________________________________________________
Home Address

____________________________________
Date of Birth

_________________________
RN License Number/State

__________________________________________________________
Home Address

__________________________________________________________________
E-mail

____________________________________________________________
City/State/Zip
County

_____ UAN Member?

__________________________________________________________
Employer Name

__________________________________________________________________
Member of Collective Bargaining Unit other than UAN? (Please specify)

Home _____

Work _____

_____ Not a Member of Collective Bargaining Unit

_________________________________________________________________________________________________
Employer Address
_________________________________________________________________________________________________
Employer City/State/Zip Code
Membership Category (check one)
M

Full Membership Dues—$244.00
❏ Employed - Full Time
❏ Employed - Part Time

R

Reduced Membership Dues—$122.00
❏ Not Employed
❏ Full Time Student
❏ New graduate from basic nursing
education program, within six months
after graduation (first membership
year only)
❏ 62 years of age or over and not
earning more than Social Security
allows

S

Special Membership Dues—$61.00
❏ 62 years of age or over and not
employed
❏ Totally disabled

Please Note: $5.42 of the CMA member dues
is for subscription to The American Nurse. $16
is for subscription to the American Journal of
Nursing. Various amounts are for subscriptions
to CMA/DNA newsletters. Please check with
your CMA office for exact amount.
State nurses association dues are not
deductible as charitable contributions for
tax purposes, but may be deductible as a
business expense. However, that percentage
of dues used for lobbying by the CMA is not
deductible as a business expense. Please
check with your CMA for the correct amount.

Choice of Payment (please check)
❏ E-Pay (Monthly Electronic Payment)
This is to authorize monthly electronic
payments to American Nurses
Association, Inc. (ANA). By signing on the
line, I authorize my Constituent Member
Association (CMA/ANA) to withdraw 1/12
of my annual dues and any additional
service fees from my account.
❏

Checking: Please enclose a check for the
first month’s payment ($20.83); the
account designated by the enclosed
check will be drafted on or after the 15th
each month.

❏

Credit Card: Please complete the credit
card information below and this credit
card will be debited on or after the1st day
of each month.

_______________________________________
Monthly Electronic Deduction
Authorization Signature * SEE BELOW
Full Annual Payment
Membership Investment
_______
ANA-PAC (Optional—
$20.04 suggested)
_______
Total Dues and Contributions _______
Online: www.NursingWorld.org
(Credit Card Only)
❏ Check (payable to ANA)
❏ Visa ❏ MasterCard
CREDIT CARD INFORMATION
__________________________________________
Bank Card Number and Expiration Date
__________________________________________
Authorization Signature

Automated Annual Credit Card
Payment
This is to authorize annual credit card
payments to American Nurses
Association, Inc. (ANA). By signing on the
line, I authorize CMA/ANA to charge the
credit card listed in the credit card
information section for the annual dues on
the 1st day of the month when the annual
renewal is due.
__________________________________________
Annual Credit Card Payment Authorization
Signature * SEE BELOW
❏

Payroll Deduction
This payment plan is available only where
there is an agreement between your
employer and the association to make
such deduction.
__________________________________________
Signature for Payroll Deduction
❏

Please mail your completed application
with your payment to VNA or to:
AMERICAN NURSES ASSOCIATION
Customer and Member Billing
P.O. Box 17026
Baltimore, MD 21297-0405
* By signing the Monthly Electronic Deduction
Authorization, or the Automatic Annual
Credit Card Payment Authorization, you are
authorizing ANA to change the amount of
$10.33 by giving the above-signed thirty (30)
days advance written notice. Above signed
may cancel this authorization upon receipt
by ANA of written notification of termination
twenty (20) days prior to deduction date
designated above. Membership will continue
unless this notification is received. ANA will
charge a $5 fee for any returned drafts or
chargebacks.

__________________________________________
Printed Name
Amount: $ _____________________

Employer Code __________________________
_______________
REG

Approved By _____________ Date___________

Expiration Date _________ / _____________
Month
Year

$ _______________________________________
AMOUNT ENCLOSED
CHECK #

District 1—Far SouthWest
Benjamin Kiser
Katherine Stephens
District 2—New River/
Roanoke
Yvette Fleenor
Ann Gibson
Julie Gearhart
Sharon Jones
Kathryn Martinson
Karen Montgomery Keesee
Eugenia Lindsey
Angela Reynolds
District 3—Central
Virginia
Anne Marie Caylor
Connie Schieck
Susan Wood
District 4—Southside
Hampton Roads
Norma Bergey
Linda L. Christy
Morenike Collier-Taiwo
John Dixon
Sam Hopper
Maureen Huizinga
Charmayne Lanier-Eason
Jean Madden
Karen Nyman
Patricia Perry VA04
Francine Reed-Barnes
Bernadette Varnes
Christina Wray
District 5—Richmond
Area
Katrina Adams
Kathy Baker VA05
Maria Snakard, VA05
Betty Bridges
Shelly Buck
Nina Carter
Jean Cooley
Heidi Fidler
Laura Finch
Mary Freedlander
Ellie Gibberman
Patricia Hogg
Stacy Jones
Kimberly Jager
Cheryl Landes
Jennifer Lewis
Yvette Meyer
Sherrie Najarian
Jennifer Norman
Lorie Patel
Kate Ray
Frances Robinson
Christy St. John
Phyllis Sykes
Stephanie Terry
Wayne Wheeler
District 6—Mid-Southern
Area
Karen Fallen
Sharon Faye Lynskey
Brandy Terry
District 7—Piedmont Area
Sheila Adldoost
Aileen Bartels

TO BE COMPLETED BY SNA:
___________ _________
STATE
DIST

Welcome New &
Returning Members

Sponsor, if applicable______________________
SNA membership # ________________________

M E M B E R S H I P A P P L I C AT I O N

Cynthia Brown
Candace Burton
Michelle Bushrow
Kimberly Clark
Victoria Cobb
Janice Fabbri-Fritz
Ruby Flood
William Franklin
Elizabeth Good
Cameron Jennings
Diana Langhorne
Adrienne Lastinger
Sharon Levine
Doriane Perkins
Suzann Williams-Rosenthal
Meghan Sheely
District 8—Northern
Virginia
Geraldine Benjamin
Sonya Bhuller
Brenda Clark
Hilary Collver
Lauren Davis
Ellen Dawson
Debra Gerner
Becky Havens
Lora Hindenburg
Linda Isaacson
Daphne Jenkins
Kathleen Jimenez
Felecia Johnson
Donna Joseph
Kevin Lage
Deena Lanham
Nancy Littlefield
Talya Mandzych
Mary May
Annemarie Morris
Cynthia Mowery
Laura ONeill
Gina Powers
Rebekah Price
Vann Salinger
Mary Stein
Jennifer Stiltner
Sara Towne
Lois Walker
Mikurab Yilma
District 9—Mid-Western
Area
Debbie Knight
Nancy Sensabaugh
District 10—Peninsula
Area
Victoria Bailey
Christine Boyle-Perry
Maryellen Churnick
Judith Cornelius
Carolyn Latta
Zaira Olvera-Jackson
Brya E. Ratcliff
Tammie Riddick
Krita Sheth
District 12—Northern
Shenandoah Valley
Deborah Bennett
Jeran Blackburn
Dana Carstens
Arlene Gavitt
Stacy Konyar
Amy Patton ◆

