
Jennifer L. Embree 

Responsible Nursing Practice 
with an Informed Voice

Thank you for affording 
me the opportunity to 
serve as the President of 
the Indiana State Nurses 
Association (ISNA)! 
During my initial service 
to the ISNA board, I 
became better informed 
about the complex 
nursing practice issues 
and the positive effect 
our collective legislative 
activity has on the work 
of nursing. 

I sought a nursing 
career to positively impact change and to be 
continually challenged. I have never been 
disappointed or disillusioned. The role of ISNA is 
to be the professional organization for registered 
nurses in Indiana and to protect our citizens. As 
I begin this role as ISNA president, I challenge 
each of you to assure that you are responsibly 
practicing nursing. While you obviously provide 
care, education and leadership conscientiously, the 
focus area of concern is how we as nurses assure 
that our informed voices are heard.

Are you a member of your professional 
organization, or is your misperception that 
you really do not have time for anything else 
to disrupt your busy day? Can you afford not 
to become a member and be involved in your 
nursing professional organization in Indiana? 
Every nurse is a leader and as such, is always in 
public view. What affects one of us impacts all 
of us. We are responsible for upholding nursing 
and our professional organization’s membership. 
As Healthcare Reform continues to challenge the 
provision of care and our role, nurses must have 
an informed voice providing direction for our 
governmental leaders.

The mission of ISNA is to work through 
membership to promote and influence quality 
nursing and health care. This mission is lofty. 
All healthcare team members must work 
collaboratively to provide safe care. What then is 
our responsibility as nurses, and what mechanisms 
must we employ to fulfill our mission? There are a 
variety of opportunities through ISNA to assist in 
fulfilling the mission and protecting our citizens. 
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Message from the President

Jennifer L. Embree

Are you aware that an ISNA-only membership is 
available, or that you may belong to both ISNA and 
ANA and make your voice heard throughout the 
nation?

ISNA provides career development advantages, 
peer support, opportunities to advocate for 
nursing, and continuing education discounts. 
Additional membership perks include committee 
memberships–bylaws, nominations, economic 
and general welfare, and approval of continuing 
nursing education. Workplace-specific task forces 
also afford members involvement. It is time to join 
and become involved! 

ISNA has affiliate organizational members 
that you may be unaware of such as the Indiana 
Organization of Nurse Executives and the Indiana 
Association of School Nurses. ISNA is also 
represented on the board of the Indiana Center for 
Nurses, and the Indiana Area Health Education 
Center (AHEC). Many members are involved on the 
Robert Wood Johnson Foundation Regional Action 
Coalition looking at the Institute of Medicine’s 
recommendations. Your nursing practice will be 
impacted!

As we look at the ISNA values, we are provided 
guidance toward opportunities available to 
nurses in Indiana. Being informed is a value that 
is critical to each of us. We all have talents that 
can advance our profession, and improve nursing 
and health care. Collectively, we provide an even 
louder voice, as we are packed with strengths that 
each of us may not possess but together will help 
nursing transform health care. 

Are you using those unique abilities to enhance 
quality and safety of nursing care in Indiana? Are 
you aware of how the nurse practice act guides 
you? How do you maintain current knowledge of 
Indiana nursing issues? What is your preferred 
method of communication? Do you tweet? Use 
Facebook? (ISNA is on Facebook). Do you still 
prefer face-to-face communication? The ISNA 
Media Task Force is currently working on 
messaging to assure that ISNA communicates 
through a variety of venues.

Are you aware of the American Nurses 
Association’s (ANA) updated Standards for 
Nursing Practice and the Code of Ethics? Do 
you practice by these standards? How do you 
exemplify these standards in your personal and 
work life? 

ISNA stimulates and promotes professional 
development of nurses through continuing 
nursing education programs. Are you aware 
of the programs that are available? Have you 
ever attended the annual ISNA meeting of the 
members? You can attend without being a member, 

but we would love for you to join and 
become a part of ISNA. How do you continue 
to live out your nursing responsibility 
through lifelong learning? We each have a 
responsibility to lifelong learning and we 
must find what mechanism will best assist 
us in being mindful of relevant issues in the 
nursing profession. Knowledge empowers 
you to provide distinction in your nursing 
profession and in people’s lives. Do you 
have a message to send to nursing? Consider 
authoring an article in the ISNA Bulletin!

Message from the President continued on page 4

The Joint 
Commission

Sentinel Event Alert 
A complimentary publication of 

Issue 48, December 14, 2011 
The Joint Commission 

Health Care Worker Fatigue and Patient Safety 
The link between health care worker fatigue 

and adverse events is well documented, with a 
substantial number of studies indicating that 
the practice of extended work hours contributes 
to high levels of worker fatigue and reduced 
productivity. These studies and others show 
that fatigue increases the risk of adverse events, 
compromises patient safety, and increases risk 
to personal safety and well-being.1,2,3,4,5 While it 
is acknowledged that many factors contribute to 
fatigue, including but not limited to insufficient 
staffing and excessive workloads, the purpose 
of this Sentinel Event Alert is to address the 
effects and risks of an extended work day and of 
cumulative days of extended work hours. 

The impact of fatigue 
Fatigue resulting from an inadequate amount 

of sleep or insufficient quality of sleep over an 
extended period can lead to a number of problems, 
including: 

•	 lapses	in	attention	and	inability	to	stay	
focused 

•	 reduced	motivation	
•	 compromised	problem	solving	
•	 confusion	
•	 irritability	
•	 memory	lapses	
•	 impaired	communication	
•	 slowed	or	faulty	information	processing	and	

judgment 
•	 diminished	reaction	time	
•	 indifference	and	loss	of	empathy6 

Contributing factors to fatigue and risks to 
patients 

Shift length and work schedules have a 
significant effect on health care providers’ 
quantity and quality of sleep and, consequently, on 
their job performance, as well as on the safety of 
their patients and their individual safety. This fact 
has been borne out in numerous studies. Findings 
from a groundbreaking 2004 study of 393 nurses 
over more than 5,300 shifts–the first in a series 

Sentinel Event Alert continued on page 6
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Meet Your 2011-2013 
ISNA Board of Directors

President
Jennifer L. Embree, 

MSN, DNP, RN, is the 
current Chief Clinical 
Officer and Clinical Nurse 
Specialist at St. Vincent 
Dunn Hospital in Bedford 
and adjunct faculty at 
the Indiana University 
School of Nursing-
Indiana University-Purdue 
University-Indianapolis. 
She has served on a variety 
of boards including ISNA, Southern Indiana AHEC, 
Indiana Organization of Nurse Executives, Nursing 
2000, Centerstone of Indiana, and the Indiana Center 
for Nursing.

Vice President
Diana K. Sullivan, 

MSN, RN, has served as 
the ISNA Secretary for the 
last two years. She has 
also served on numerous 
other committees such as 
the ISNA Nurse Political 
Action Committee Board 
of Trustees, 2005-Present; 
ISNA Bylaws Committee, 
2003-2005; Association of 
PeriOperative Registered 
Nurses Regional Legislative Coordinator and 
National Committee Chair, 1982-1888. Her current 
position is as a part-time Clinical Lecturer for the 
IU School of Nursing in Indianapolis.

Secretary
Mary Cisco, BSN, RN, 

has served as an ISNA 
Director for the last two 
years. She has served 
on numerous other 
committees such as ANA 
Congress on Nursing 
Practice and Economics 
and ANA Congress on 
Nursing Practice and 
Economics Policy Task 
Force, 2010 to present; 
Director, National Student Nurses Association, 
2006-2007; and President of Indiana Association 
of Nursing Students. Her current position is as 
Associate Administrator for IU Health Methodist 
Hospital.

Treasurer
Michael Fights, MSN, 

MBA, RN, has served as 
the ISNA Treasurer for 
the last two years and 
as Director from 2007-
2010. He also served 
on the ISNA Bylaws 
Committee from 2003-
2009. His current position 
is Level One Heart Attack 
Coordinator at Indiana 
University Health Arnett 
Hospital, Lafayette. 

Directors 2009-2013
Angie Heckman, MSN, 

RN, is a Clinical Assistant 
Professor of Nursing 
at Indiana University 
Kokomo. In 2007, she 
was elected to serve on 
the ISNA Committee on 
Nominations. In 2008, 
Angie was appointed to 
a 3-year commitment 
on the ISNA Committee 
on Approval (COA) of 
Continuing Nursing Education and continues to 
serve as a Volunteer Reviewer.

Cindy Stone, MSN, 
DrPH, RN, is an Associate 
Professor, IU School of 
Medicine/Department of 
Public Health and health 
policy and management 
concentration. She has 
served as Chair of the 
ISNA Nurse PAC from 
2005-2011 and the ISNA 
Safety Task Force, 2010-
11.

Directors 2011-2015
Christine Delnat, MSN, 

RN, has also served on 
other committees such 
as Leadership Succession 
Chair for Lambda Sigma 
Chapter Sigma Theta 
Tau International, 2010 
to present; President, 
Wabash Valley Chapter 
Autism Society of 
America, 1986–2002; and 
Founding President of Autism Society of Indiana, 
2002. She is currently employed at Indiana State 
University College of Nursing, health, human 
services.

Vicki Johnson, MSN, 
RN, was reelected for a 
second 4-year term. She 
has served on the ISNA 
Bylaws Committee from 
2003-2009 and is the 
current chair of the Media 
Task Force. Her current 
position is Vice President, 
Chief Nursing Officer at 
Schneck Medical Center, 
Seymour.

Monica Weissling, 
MSN, RN, is currently 
employed as a Family 
Nurse Practitioner at a 
health clinic that is based 
on income, serving the 
health and wellness of 
the rural community in 
southern Indiana. 

We want to hear 
from you.

The Indiana State Nurses Association 
encourages submissions of articles and photos for 
publication in ISNA Bulletin. Any topic related 
to nursing will be considered. Although authors 
are not required to be members of ISNA, when 
space is limited, preference will be given to ISNA 
members. 

Articles and photos should be submitted 
by email to info@IndianaNurses.org. The 
material will be reviewed and may be edited for 
publication. Articles should be typed in MSWord. 
Please include information about the author at the 
end of the article and be sure to list all references. 
Preferred article length should be 750 to 1000 
words. Photos should be in .jpg format. ISNA 
can assume no responsibility for lost or damaged 
articles or photos. ISNA is not responsible for 
unsolicited freelance manuscripts or photographs. 
The ISNA Bulletin is not a peer-reviewed journal. 
Submission of manuscripts or photographs does 
not guarantee publication.

The ISNA Bulletin is published quarterly every 
February, May, August, and November. Copy 
deadline is December 15 for publication in the 
February/March/April ISNA Bulletin; March 
15 for May/June/July publication; June 15 for 
August/September/October publication; and 
September 15 for November/December/January 
publication. Please contact the editor for additional 
contribution information.

In-home nursing for children with a 
chronic illness or disabilities.

NOW HIRING RNs & LPNs
Fort Wayne, IN Hobart, IN
260-748-7913 219-945-5322

www.homepointecares.com

Nursing Instructor
Ivy Tech Community College-Bloomington is currently 
accepting applications for a full-time Nursing Faculty 
position.  Ivy Tech offers full-time employees a 
comprehensive compensation package, including health, 
dental, life insurance benefits and retirement annuity 
options.  

For more information and to apply for this position, please 
go to http://jobs.ivytech.edu. 

EO/AA Employer

Simplify your nursing research... 

nursingALD.com
Simply click on the Newsletter tab on the 

far right and enter your search term.

with access to over 
10 years of nursing 
publications at your 
fingertips.
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Rebecca Adams Auburn
Catherine Barrett Indianapolis
Tina Baxter Anderson
Diane Benner Lake Bluff
Rae Bennett Fishers
Elizabeth Bennett Richmond
Toni Beymer Carmel
Adriana Bishop Nashville
Dawn Brammer Union Mills
Lorie Brown Indianapolis
Tamara Burgin West Point
Darcy Burthay Indianapolis
Shawn Carrico Zionsville
Carol-Ann Castang South Bend
Ganese Cincoski La Porte
Ben Crandall Marion
Bonnie Davies Lafayette
Lana Davis-Stout Logansport
Lisa Drewry Carmel
Jessica Eddy Greenwood
Stephanie Eichenberger New Albany
Tamara Elkins Valparaiso
René Ellis Indianapolis
Jennifer Funk Fishers
Sherry Ge Indianapolis
Andrew Geiser Zionsville
Jill Hackworth Fort Wayne
Jessee Hardert Bloomington
Kimberly Harper Indianapolis
Barbara Hickman Monticello
Nora Hively Columbia City
Mary Hopkins Shelbyville
Lisa Hopp Valparaiso
Brandi Hulse Valparaiso
Lilith Hutchinson Indianapolis
Mary Jayroe Fishers
Virginia Jones Georgetown
Elizabeth Jordan Indianapolis
Ryan Kandel Fishers
Hope Kelly Fort Wayne
Brandy Kluesner Dugger
Carrie Knuckles Redkey
Angela Kroemer Fort Wayne
Caitlin Krouse Indianapolis
Jennifer Lucas Brazil
Jenny Lytle Kokomo
Vanessa Mason Richmond
Stephanie Mason Bedford
Vicki Mast Syracuse
Michelle Mattingly Indianapolis
Marsha McCormack Indianapolis
Kelia McCoy Sullivan
Lydia Meyers Mishawaka
Suzanne Miles Marion
Linda Myers Greenfield
Mario Ortiz Wanatah
Robert Owegi Terre Haute
Donna Persinger Anderson
Katheryn Plankenhorn Hagerstown
Tammy Pritt Wheatfield
Janet Remling Evansville
Carol Richardson Danville
Beth Sharer Columbus
Mary Sitterding Indianapolis
Tina Slusher Decatur
Laura Sparks Clarksville
Karla Taylor-Williams South Bend
Jamie Tebbe Tipton
Vicki Terpstra Sheridan
Matilde Upano Indianapolis
Patricia Vanderpool New Castle
Sheryl Vandrunen Knox
Martha Vest Jeffersonvlle
Beth Vottero Valparaiso
Jamie Waggoner Saint Francisville, IL
Jennifer Walker Indianapolis
Phyllis Walker Indianapolis
Mary Lou Wulf Indianapolis
Cheri Yancey Elkhart

ISNA Welcomes our 
New and Reinstated 

Members
The ISNA is a Constituent Member of the American Nurses Association

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

PLEASE PRINT OR TYPE
 
_____________________________________________________________________________ 
 Last Name, First Name, Middle Initial 
 
______________________________________
 Street or P.O. Box

______________________________________
 County of Residence

______________________________________
 City, State, Zip+4

1. SELECT PAY CATEGORY

________  Full Dues–100%
Employed full or part time.
Annual-$273
Monthly (EDPP)-$23.25

________  Reduced Dues–50%
Not employed; full-time student, or 62 years or older. 
Annual-$136.50
Monthly (EDPP)-$11.88

________  Special Dues–25%
62 years or older and not employed or permanently 
disabled. Annual $68.25

2. SELECT PAYMENT TYPE

________ FULL PAY–CheCk
________ FULL PAY–BANkCARD
 
__________________________________________________  
 Card Number

__________________________________________________
 VISA/Master card Exp. Date

__________________________________________________
 Signature for Bankcard Payment

____________________________________
  Home phone number & area code

____________________________________
  Work phone number & area code

____________________________________
  Preferred email address

____________________________________
  Name of Basic School of Nursing

____________________________________
  Graduation Month & Year

____________________________________
  RN License Number         State

____________________________________
  Name of membership sponsor

________  ELECTRONIC DUES PAYMENT PLAN, MONTHLY

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

To authorize this method of monthly payment of dues, 
please read, sign the authorization below, and enclose a 
check for the first month (full $23.25, reduced $11.88).

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

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

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

_________________________________________________________
Signature for Electronic Dues Payment Plan

3. SEND COMPLETED FORM AND
 PAYMENT TO:
 Customer and Member Billing
 American Nurses Association
 P.O. Box 504345
 St. Louis, MO 63150-4345

✁

✁

State-only membership is now available for $180.00/year or 
$15.50/month online at www.IndianaNurses.org. 

Click on “Join/Renew” and follow the links.

The National 
Association of 
Clinical Nurse 

Specialists

Fairmont Chicago 
Millennium Park 

Chicago, IL

REGISTER TODAY!
www.nacns.org

2012 Conference
Optimizing Outcomes— 

Influencing Across
the Spheres

March 8-10, 2012

For more information
Contact Tricia M. Brown
Metropolitan Indianapolis Central 
Indiana Area Health Education 
Center (MICI-AHEC)
at St. Vincent Health,
9101 Wesleyan Road, Suite 310
Phone: (317) 583-4111
pmbrown@stvincent.org

Certified by the American 
Heart Association

♥ Courses designed to meet 
your needs!

♥ We can hold a class at your 
location!

♥ Call to schedule your group 
today.

Warm Up with a New
Career at VNA Plus

VNA Plus is accepting applications 
for home health Registered Nurses 
and Hospice Nurses.

Applications/Resumes accepted:
610 E. Walnut Street
Evansville, IN 47713

www.vnaplus.org
EOE

FREE INFORMATION PACKAGE
Call or email Jim Cox
Senior Consultant
800-304-3095 ext 101 or
Email: jcox@beck-field.com

Register Early: $1249
jurexnurse.com
or call (901) 496-5447

Earn $150/hr!
Any Nurse Can Get 
Certif ied as a Legal 
Nurse Consultant in 
only 2 Days.

Orlando: March 17&18
Nashville: April14 &15
St. Louis: April 28 & 29
Indianapolis: June 2 & 3
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By Sue Johnson, 
PhD, RN, NE-BC

In November 2011, 
I received my Nurse 
Executive (NE-BC) re-
certification. It was a treat 
to get the new certification 
pin and certificate. When 
I put the certificate in my 
wallet, I realized that it 
has been 20 years since 
I first became certified. I 
remember how nervous 
I was preparing for 
that exam. In 1991, there were few certification 
preparation courses available, so I was largely 
on my own. Some of my colleagues were also 
preparing for certification exams in their clinical 
specialty, but none in Nursing Administration.

Since I was an experienced nurse manager, 
I figured that I either knew enough to pass or I 
needed to seek other employment. The test outline 
didn’t look too daunting, but some studying was in 
order. I checked out a current (at the time) nursing 
management textbook and reviewed it cover to 
cover. If the content or my current experience 
showed up on the exam, I would be certified. The 
alternative wasn’t promising, but I’m nothing if not 
optimistic.

The certification exam reminded me in some 
ways of my licensing exam years earlier. Luckily, 
it was shorter, and I actually knew many of the 
answers. Then came the hard part–waiting for 
the envelope with the results. Yes, there was 
no electronic pass-fail option to view! I wasn’t 
sure if the envelope that came a few weeks later 
would be large if I passed or small. Talk about 
being anxious! I opened it and the same materials-
card, certificate, and pin-were there with a letter 
congratulating me on my achievement.

The initials were different too back then. I was 
a C.N.A. (Certified Nurse Administrator). Imagine 
trying to explain why I was not a Certified Nursing 
Assistant! Ever since 1991, I have faithfully 
ensured that I fully meet all qualifications for 
my certification and I truly am proud of those 
initials. My certification still means as much to 
me as renewing my Nursing license does. It is a 
professional achievement that I encourage others 
to attain.

What’s your certification story?
Please contact me at SueJohn126@comcast.net to 

share your experiences!

CNE Approved 
Providers List

Certification 
Corner

Sue Johnson

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

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

For information, contact the ISNA office, e-mail 
ce@IndianaNurses.org, or visit the ISNA web site 
www.IndianaNurses.org/education.

Complete information on ISNA approved 
providers in your area is available at www.
indiananurses.org/providers.php

Message from the President continued from page 1

How can you become more involved in the 
“art of nursing”? The ISNA value of advocacy 
affords you many opportunities through the 
annual legislative 101 and advanced legislative 
conferences. Do you know who your legislators 
are? They are your local contacts to impact 
healthcare. You can help drive critical messages to 
them! Are you aware of issues in your community 
that impact nursing and healthcare? 

Through ISNA you can participate in legislative 
activity, monitor legislation, and provide testimony 
in your area of expertise, as well as participate in 
development of rules and regulations. ISNA has 
a Political Action Committee to ensure that the 
group voice is heard regarding current issues.

ISNA monitors legislation and proposed ruling 
at the state level, tracking more than 100 bills 
annually to ensure nursing involvement. Through 
ISNA membership you can receive nurse-friendly 
online legislative updates. Opportunities are 
afforded for expert presentations on key issues 
to hospitals, schools of nursing, and specialty 
organizations. Federal legislation is also monitored 
by the ANA, and ISNA members are forwarded 
this important information as well.

Current activity of ANA membership includes 
analyzing nurse safety issues, Social Media and 
Networking for Nurses Guidelines, the Flu Toolkit 
and Video Message, and ANA’s work to ensure 
integration of the role of the advance practice 
nurse into healthcare reform language. 

Is your voice informed and are you meeting 
your responsibility to nursing? We are all counting 
on your knowledge and power to help drive our 
organization!

Goshen College Master of Science in Nursing 
Family Nurse Practitioner Program 

Classes meet once per week on campus. 

For more information contact:
Goshen College 
Department of Nursing 
574-535-7370
goshen.edu/nursing

Muncie, Indiana
Tenure-track faculty positions available 
August 17, 2012.
Responsibilities: teaching didactic and clinical courses 
in the undergraduate areas of adult health nursing, mental 
health nursing, pediatric nursing, and graduate courses 
in the areas of nurse educator, administrator, and adult/
family nurse practitioner; curriculum development and 

evaluation; scholarship; professional service. Minimum qualifications: current 
unencumbered State Registered Nurse License; master’s degree in nursing; 
earned doctorate in nursing or a related field by date of appointment. Preferred 
qualifications: teaching experience in higher education; clinical nursing 
experience in related area of teaching; demonstrated scholarship activities; 
record of published research in refereed journals; ability to communicate 
effectively; ability to integrate technology in nursing education.

Send cover letter, curriculum vitae, official transcripts of master’s degree and 
doctoral degree and names and contact information for three references to: 
Dr. Kay Hodson Carlton, Chair of Search Committee, School of Nursing, 
Ball State University, Muncie, IN 47306, or to khodson@bsu.edu. Review of 
applications will begin immediately and will continue until the position is filled. 
(www.bsu.edu/nursing).

Ball State University is an equal opportunity, affirmative action employer and is strongly and 
actively committed to diversity within its community.

Navy Nursing. 
Truly an Honor.

There are opportunities for nurses to gain extraordinary 
experience serving part-time in America’s Navy Reserve. And 
all while maintaining a civilian career. You can work in any of 
19 specialization areas or roles – from Critical Care to Nurse 
Anesthetist. Enjoy excellent benefits – including a potential 
sign-on bonus of up to $30,000 (based on specialty). And earn 
a world of respect as you do a world of good.

WANT TO LEARN MORE? CONTACT YOUR NAVY RESERVE 
MEDICAL RECRUITER TODAY.
(800) 371-7456  |  JOBS_MICHIGAN@navy.mil
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Physician owned and operated

Be part of something great.
Owned and operated by OrthoIndy, 
the Indiana Orthopaedic Hospital (IOH) 
delivers nationally ranked orthopaedic 
care in a patient-focused environment. 

Nurses looking to be challenged and 
rewarded for 5-Star orthopaedic care, 
should make the move to IOH and be a 
part of something great.

Discover opportunities waiting 
for you at OrthoIndy.com/careers

Equal Opportunity Employer

Our Mission—Lutheran Medical Group is devoted to the 
optimal health of each individual patient. We focus on 
promoting the highest quality of life for our patients utilizing 
evidence-based medicine and technology responsibly and 
humanely as part of a seamless healthcare delivery system.

Our Services—
• Allergy • Cardiology • Cardiovascular Surgery, 
Thoracic Surgery • Electrophysiology • Endocrinology, 
Diabetes • Family Medicine • Gastroenterology 
• General Surgery • Hospitalist • Infectious Disease 
• Internal Medicine • Kidney Transplant • Pediatric 
Specialties • Pulmonology • Rheumatology • Research 
• In house diagnostics • 137 providers

Accepting applications for 
Nurse Practitioners

• Cardiology
• Gastroenterology
• Trauma
• Cardiovascular Surgery

To view current positions and apply,
visit www.lutheranmedicalgroup.com

EOE

A lot has changed since 1892, but not  
Spencerian’s commitment to quality career 
education. Student success was a driving 
force then and continues to be today. Secure 
your future with medical career training.

Partner With a Leader.
502-447-1000 | spencerian.edu

OVER A CENTURY
OF CAREER TRAINING

4627 Dixie HigHway • LouisviLLe, Ky 40216
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INDIANA NuRSES CALENDAR
Date/Time Event/Location Contact Information

Open Enrollment Developing Your Skills as a Clinical Nurse Specialist Preceptor Indiana University School of Nursing
  Phone 317-274-7779. Web: http://nursing.iupui.edu/continuing/

January 18, 2012 ISNA Legislative Conference “101” Phone 317-299-4575
 ISTA Center, 150 West Market Street, Indianapolis, IN  Web: http://www.indiananurses.org/
 More details to be posted soon Email: ce@indiananurses.org

February 12, 2012 ISNA Legislative Conference “Advanced” Phone 317-299-4575
 ISTA Center, 150 West Market Street, Indianapolis, IN  Web: http://www.indiananurses.org/
 More details to be posted soon Email: ce@indiananurses.org

March 23, 2012 Indiana State Nurses Association Board of Directors Conference Call Phone 317-299-4575
10:00 AM -  2915 N. High School Road, Indianapolis Web: http://www.indiananurses.org/
12:00 PM Call for more details Email: info@indiananurses.org

June 1, 2012 Indiana State Nurses Association Board of Directors/ANA Delegate Briefing Phone 317-299-4575
9:00 AM 2915 N. High School Road, Indianapolis Web: http://www.indiananurses.org/
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Sentinel Event Alert continued from page 1

of studies of nurse fatigue and patient safety–
showed that nurses who work shifts of 12.5 hours 
or longer are three times more likely to make an 
error in patient care.7 Additional studies show that 
longer shift length increased the risk of errors and 
close calls and were associated with decreased 
vigilance,7 and that nurses suffer higher rates of 
occupational injury when working shifts in excess 
of 12 hours.8 Still, while the dangers of extended 
work hours (more than 12 hours) are well-known, 
the healthcare industry has been slow to adopt 
changes, particularly with regard to nursing. 

“An overwhelming number of studies keep 
saying the same thing–once you pass a certain 
point, the risk of mistakes increases significantly,” 
says Ann Rogers, Ph.D., R.N., FAAN, a nationally 
renowned sleep medicine expert with Emory 
University’s Nell Hodgson Woodruff School of 
Nursing. “We have been slow to accept that we 
have physical limits, and biologically we are not 
built to do the things we are trying to do.” 

Resident physician duty hours have also been 
the focus of many studies. While the Accreditation 
Council for Graduate Medical Education (ACGME) 
implemented duty hour restrictions in July 2003, 
limiting work shifts to a maximum of 30 hours 
and no more than 80 hours of work per week, 
numerous subsequent studies indicate that risks 
to patient safety and personal injury remain high 
for resident physicians working recurrent 24-hour 
shifts.9,10 In September 2010, ACGME published 
the final version of new standards, which became 
effective in July 2011 (www.acgme-2010standards.
org). 

An article in the November 2007 Joint 
Commission Journal on Quality and Patient 
Safety concludes that evidence strongly suggests 
that extended duration work shifts significantly 
increase fatigue and impair performance and 
safety.11 The article reports that residents who 
work traditional schedules with recurrent 24-hour 
shifts: 

•	 Make	36	percent	more	serious	preventable	
adverse events than individuals who work 
no more than 16 consecutive hours.12 

•	 Make	five	times	as	many	serious	diagnostic	
errors12 

•	 Have	twice	as	many	on-the-job	attentional	
failures at night13 

•	 Experience	61	percent	more	needlestick	
and other sharp injuries after their 20th 
consecutive hour of work14 

•	 Experience	a	1.5	to	2	standard	deviation	
deterioration in performance relative to 
baseline rested performance on both clinical 
and non-clinical tasks15 

•	 Report	making	300	percent	more	fatigue-
related preventable adverse events that led 
to a patient’s death16 

A subsequent 2009 study also reveals an 
increased rate of complications among post-
nighttime surgical procedures performed by 
attending physicians who had slept less than six 
hours.17 

“We have a culture of working long hours, and 
the impact of fatigue has not been a part of our 
consciousness,” says Christopher P. Landrigan, 
M.D., M.P.H., director of the Sleep and Patient 
Safety Program, Brigham and Women’s Hospital. 
The author of several research studies exploring 
the effects of provider sleep deprivation on patient 
and provider safety, Dr. Landrigan stresses the 
importance of reduced work hours for all health 
care workers, and the need for widespread 
education of health care providers to recognize 
their limits. “Most are unaware of sleep and 
circadian biology and the degree that it affects 
performance. And, most do not realize how much 
research supports the need to make changes.”18,19 

Actions suggested by The Joint Commission 
There are some evidence-based actions that 

healthcare organizations can take to help mitigate 
the risks of fatigue that result from extended 
work hours–and, therefore, protect patients from 
preventable adverse outcomes. 

For all organizations: 
1. Assess your organization for fatigue-related 

risks. This includes an assessment of off-
shift hours and consecutive shift work, 
and a review of staffing and other relevant 
policies to ensure they address extended 
work shifts and hours. 

2. Since patient hand-offs are a time of high-
risk–especially for fatigued staff–assess 
your organization’s hand-off processes and 
procedures to ensure that they adequately 
protect patients.20 

3. Invite staff input into designing work 
schedules to minimize the potential for 
fatigue. 

4. Create and implement a fatigue management 
plan that includes scientific strategies 
for fighting fatigue. These strategies can 
include: engaging in conversations with 
others (not just listening and nodding); 
doing something that involves physical 
action (even if it is just stretching); strategic 
caffeine consumption (don’t use caffeine 
when you’re already alert and avoid caffeine 
near bedtime); taking short naps (less than 
45 minutes).21,22 These strategies are derived 
from studies conducted by the National 
Aeronautics and Space Administration 
(NASA), which state that people can 
maximize their success by trying different 
combinations of countermeasures to find 
what works for them. The NASA studies 
stress that the only way to counteract the 
severe consequences of sleepiness is to 
sleep.21 Strategies for determining shift 
durations and using caffeine to combat 
fatigue can be found in chapter 40 of 
“Patient Safety and Quality: An Evidence-
Based Handbook for Nurses.”23 

5. Educate staff about sleep hygiene and the 
effects of fatigue on patient safety. Sleep 
hygiene includes getting enough sleep and 
taking naps, practicing good sleep habits 
(for example, engaging in a relaxing pre-
sleep routine, such as yoga or reading), and 
avoiding food, alcohol or stimulants (such as 
caffeine) that can impact sleep.21,22

Safety Culture (for all organizations):
6. Provide opportunities for staff to express 

concerns about fatigue. Support staff when 
appropriate concerns about fatigue are 
raised and take action to address those 
concerns.

7. Encourage teamwork as a strategy to support 
staff who work extended work shifts or 
hours and to protect patients from potential 
harm.20 For example, use a system of 
independent second checks for critical tasks 
or complex patients. 

Sentinel Event Alert continued on page 7
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8. Consider fatigue as a potentially 
contributing factor when reviewing all 
adverse events. 

For organizations with a current policy that 
allows for sleep breaks for staff defined as 
essential by the organization: 

9. Assess the environment provided for sleep 
breaks to ensure that it fully protects sleep. 
Fully protecting sleep requires the provision 
of basic measures to ensure good quality 
sleep, including providing uninterrupted 
coverage of all responsibilities (including 
carrying pagers and phones, and coverage 
of both admissions and all continuing 
care by another provider), and providing a 
cool, dark, quiet, comfortable room, and, if 
necessary, use of eye mask and ear plugs. 

See relevant Joint Commission requirements: 
LD.01.03.01 element of performance 5, LD.03.06.01 
EP 3, LD.04.01.01 EP 2, LD.04.04.05 EP 13, 
PI.02.01.01 EPs 12-14, (hospital and long term care); 
NR.02.01.01 EP 1-6, NR.02.02.01 EP 1-4, (hospital) 
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Independent Study

Obesity has evolved into one of the nation’s 
most insidious health problems. America is 
getting heavier and the consequences of the 
weight gain are tremendous. It is estimated that 
47.5% of the adult population in the United States 
will be considered to be obese by the year 2018 
(Future Costs of Obesity). The Surgeon General 
(Benjamin, 2010) calls America’s weight problem 
an epidemic which threatens our nation’s progress 
toward improved quality of life. She advocates 
for increased education geared toward healthier 
lifestyles.

Obesity is defined as an excess of body fat 
(Primary Fact Sheet, 2009). It can be accurately 
measured by skin fold thickness instruments 
and bioelectrical impedance analysis. Both 
measurements are difficult to perform. Both 
also require expensive instruments and trained 
personnel to perform them. For most, the Body 
Mass Index (BMI) is an accurate and inexpensive 
measurement of body fat. The BMI is the sum of 
a calculation based on weight and height. It is 
widely accepted and easy to determine. Most 
medical calculators let you “plug in” numbers 
to obtain the value. Persons for whom the BMI 
might not be as accurate would include the highly 
trained athlete who has little to no body fat. For 
these, calculations would tend to be somewhat 
higher because of the heavier muscle mass. Normal 
BMI ranges from 18 to 25. A BMI between 25 and 
30 is considered overweight, which is defined as 
excess weight for height. Any BMI greater than 30 
is clinically considered to be obesity and a BMI 
greater than 40 (or greater than 35 for someone 
with co-morbid conditions) is termed severe or 
morbid obesity (Bray, 2009). In 1999, the Centers for 
Disease Control and Prevention (CDC) determined 
that about 65% of adults in the United States have 
a BMI greater than 25. In the 20 years from 1980 to 
2000, the number of obese adults (BMI greater than 
30) rose from 15 to 31%. In 2002, 28.7 % of men 
and 34.5 % of women in the United States were 
reported to be obese (Hitti, 2006).

The 1999 to 2000 CDC study looking at 
prevalence of overweight children and adolescents 
found an increase of about 16% from the earlier 
study looking at the years 1988 to 1994. Children 
and young adults are becoming obese at younger 
ages (Dotinga, 2010). Severe obesity (BMI greater 
than 40) among children and adolescents is now 
more common than the combination of juvenile 
diabetes, cancer, HIV, and cystic fibrosis (Primary 
Fact Sheet, 2009). Furthermore, obesity is an 
antecedent for health problems and increased 
medical spending. 

Causes of Obesity
Causes for obesity can be attributed to many 

factors. Causes can include ingesting too many 
calories, not getting enough exercise, genes, 
metabolism, environment, behavior, and culture 
(Benjamin, 2010). Rapid eating or eating while 
performing another task frequently results in 
mindless overeating. Dietary changes over the 
years have provided more calorie dense foods 
that are readily available. Portion sizes have 
increased and overeating is the norm. Salty and 
fatty snacks are advertised in all the media and 
priced inexpensively. More sugar sweetened and 
caffeinated beverages are being consumed at the 
expense of water and low or nonfat milk. Healthier 
foods are often more expensive and not available 
in low income neighborhoods. Fast food is 
everywhere. In addition, new evidence shows the 
addictive nature of certain types of calorie dense 
foods. Some animal/brain imaging studies have 
discovered areas in the brain that respond to sugar 
almost in the same way as narcotics, nicotine, or 
alcohol (Kessler, 2009; Benjamin, 2010; Brownell, 
2010). However, not all of the blame should be 
placed on dietary changes alone. 

Physical inactivity due to technology is a major 
factor for some of the increase in weight gain. 
Time spent in front of the television for both 
children and adults have contributed to weight 
gain (Benjamin, 2010). Our communities have 

Obesity
been planned so we need to drive to get anywhere, 
including to schools and grocery stores. Our 
banks, pharmacies, and restaurants all provide 
drive in service. Many of our communities are not 
safe enough to permit our children to play outside. 
Most schools have eliminated or decreased time 
allotted to physical education. 

Diamond (2010) explored various mental health 
problems with a direct link to obesity. Anxiety 
and depression can lead to compulsive overeating, 
reduced activity, and self medication with food. 
She cites studies which show decreased ability 
to lose weight in depressed patients. Conversely, 
successful weight loss helps alleviate depressed 
symptoms. There is a 32.6% rate of obesity found 
for those diagnosed with Post Traumatic Stress 
Disorder. Childhood sexual abuse is frequently 
an antecedent for severely obese females. Night 
Eating Syndrome is a disorder whereby patients 
eat more than half their daily calories during the 
evening and night. This disorder combines an 
eating disorder, insomnia, and mood disorder. 
Medications used to treat many of the mental 
health problems also contribute to obesity. 
Psychotropics, serotonin selective uptake 
regulators, and atypical antipsychotics all tend to 
stimulate the appetite. 

Consequences of Obesity
Higher BMIs are associated with increased 

mortality from all causes (Bray, 2009). Although 
intuitively one would associate being severely 
obese with earlier death, merely being overweight 
could lead to earlier death as well. Estimates 
for early death attributed to excess weight in 
the United States range from 112,000 to 365,000 
annually. The Prospective Studies Collaboration 
analysis showed a significant increase in mortality 
with each 5kg/m2 increase in BMI. Studies on life 
expectancy in adults show that those who are 
obese can expect to live 6–7 years less than their 
non-obese peers. Those who are overweight died 
about 3 years earlier. The combination of smoking 
and obesity lead to approximately 13–14 fewer 
years of life than normal weight nonsmokers. 
Furthermore, years of life lost were greater for 
white males. Being overweight as an adolescent 
may also increase the risk of premature death as 
an adult. It has been observed that the gains in life 
expectancy sustained over the past few centuries 
may decrease because of the rising obesity levels 
(Bray, 2009). 

The health implications of obesity are numerous 
and include diabetes mellitus, hypertension, 
insulin resistance, high triglyceride levels, low 
HDL syndrome, hyperlipidemia, gout, heart 
disease, heart failure, stroke, venous thrombosis, 
dementia, atrial fibrillation/flutter, hepatobiliary 
disease, GERD, esophageal cancer, osteoarthritis, 
sleep apnea, asthma, certain other types of cancer, 
skin changes, kidney disease, renal calculi, and 
psychosocial issues (Jackson, 2009). 

Obesity induces insulin resistance, which results 
in hyperinsulinemia. This increases production 
of triglycerides in the liver as well as changes in 
sympathetic nervous system activity and sodium 
reabsorption, contributing to hypertension and 
hyperlipidemia. Abdominal adiposity, defined as a 
waist circumference greater than 35 for a woman 
and 40 for a man, is frequently associated with 
insulin resistance. (Bray, 2009) Type 2 diabetes is 
strongly associated with obesity across all ethnic 
and racial groups. Bray (2009) further reports that 
obesity is directly implicated as a cause for more 
than 80% of cases of type 2 diabetes. Lack of 
exercise or sedentary lifestyle increases the risk, 
whereas consistent exercise decreases it. Risk also 
increases when there is modest weight gain after 
the age of 18 in women and 20 in men compared 
to those individuals with a more stable weight 
over their lifetime. Children who develop type 2 
diabetes reportedly lose 20–28 “life years” and 
28–35 “quality adjusted life years” (Primary Fact 
Sheet, 2009). Other endocrine problems that can 
be linked to obesity include erectile dysfunction, 
disorders of sexual arousal and orgasm, irregular 

menses, anovulatory cycles, decreased fertility, 
and pregnancy induced hypertension (Bray, 2009). 

According to the American Heart Association, 
obesity has been identified as an independent risk 
factor for cardiovascular disease (Jackson, 2009). 
Physiologic and metabolic changes associated 
with obesity contributing to cardiovascular 
disease include insulin resistance, diabetes, lipid 
abnormalities, hypertension, left ventricular 
hypertrophy (LVH), obstructive sleep apnea, 
and sympathetic nervous system dysfunction. 
Volume overload and increased filling pressures 
in the heart combined with hypertension, often 
contribute to LVH. In turn, the LVH can lead to 
heart failure, sudden cardiac death, ventricular 
arrhythmias, and death after an MI. 

Abnormalities in the sympathetic nervous 
system can predispose persons to prolonged QT 
intervals and arrhythmias. The Framingham study 
showed a higher incidence of atrial fibrillation/
flutter among persons with a BMI >30 (Bray, 2009). 
Sleep apnea can also predispose to hypertension, 
excess mortality, left and right ventricular 
dysfunction, and arrhythmias. The Nurse’s 
Health study showed an increased relative risk 
for cardiovascular mortality among women with 
more abdominal fat, regardless of weight (Jackson, 
2009). The Nurse’s Health study also showed an 
increased risk of ischemic stroke among women 
with a BMI > 27 who gained weight after the age of 
18. This relationship was not seen for incidence of 
hemorrhagic stroke (Bray, 2009). 

The Prospective Studies Collaboration analysis 
revealed evidence that higher BMIs contributed 
to increased mortality from cancers of the kidney, 
liver, breast, colon, prostate, and endometrium 
(Bray, 2009). In another study, a prospective cohort 
of 900,000 adults in the United States over a period 
of 16 years showed a higher risk of death from 
cancer for those with a BMI >40. Relative risk for 
death was 1.5 for men and 1.6 for women (Bray, 
2009). Deaths in this cohort were due to cancers 
of the esophagus, colon, rectum, liver, gallbladder, 
kidney, multiple myeloma, and non-Hodgkin’s 
lymphoma. Incidence of stomach and prostate 
cancer were also higher for obese men. Women 
who were obese had a higher incidence of breast, 
uterine, cervical, and ovarian cancer. The study’s 
authors surmised that being overweight or obese 
can cause 14% of cancer deaths in men and 20% 
of cancer deaths in women (Bray, 2009). 

Obesity is associated with diseases such 
as hypertension, metabolic syndrome, and 
diabetes, all of which can contribute to renal 
disease. However, the Framingham Offspring 
study, Hypertension Detection and Follow-Up 
Program, and the Multiphasic Health Testing 
Services Program suggest that obesity alone may 
be associated with the risk of developing chronic 
kidney disease. Obesity and weight gain can also 
be a contributing factor in the development of 
kidney stones (Bray, 2009). 

There is frequently a bias against obese 
individuals. This has been observed in health care, 
employment, social situations, and education. 
In the Nurse’s Health study, women with weight 
gain saw deterioration in quality of life indices. 
When weight was lost, quality of life improved. In 
another study looking at over 10,000 adolescents, 
women who were overweight tended to have lower 
incomes, completed less schooling, were less apt 
to be married, and were more likely to live in 
poverty than their cohorts with a normal weight 
and similar aptitude scores (Bray, 2009). 

Benefits of Weight Loss
Cardiovascular disease can be prevented, 

averted, or improved by weight loss. A 5 to 10 
pound weight loss can improve blood pressure 
in a hypertensive individual. It can decrease the 
chance of acquiring type 2 diabetes and decrease 
insulin resistance. Cholesterol levels improve as 
do endothelial function and C-reactive protein 
concentrations. A prospective study of over 28,000 

Obesity continued on page 10
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overweight women with no pre-existing illnesses 
between the ages of 40 to 64 showed that an 
intentional weight loss of > 20 pounds resulted in 
a 25% decrease in all cause mortality, including 
cardiovascular disease and cancer (Jackson, 
2009). Women who had pre-existing conditions 
such as diabetes or cardiovascular disease had 
a 10% reduction in cardiovascular disease and a 
20% reduction in all cause mortality with any 
intentional weight loss (Jackson, 2009). 

Regaining lost weight is a problem. Energy 
expenditures are generally reduced with any 
weight loss. Gastrointestinal bypass surgery for 
obesity can cause and maintain weight loss. It has 
also been found to decrease cardiovascular risk. 
Weight loss from liposuction does not achieve this 
goal (Jackson, 2009). 

Although there are limited studies related to 
long term benefits of weight loss and problems 
associated with maintaining weight loss, 
individuals should receive lifestyle counseling 
if BMI is > 25. More intensive counseling should 
be offered for those with cardiovascular disease 
or risk factors. For those without disease, obesity 
prevention early in life is recommended (Jackson, 
2009). These suggestions do not apply for the 
elderly, however. A robust Australian study of 
9200 men and women between the ages of 70 to 
75 showed that overweight individuals (BMI 25 
to 30) had a 13% lower 10 year mortality rate than 
those classified as underweight, normal weight, 
or obese. The study further showed that regular 
exercise decreased mortality rates in men by 10% 
and by 50% in women (Editorial, Annals of Long 
Term Care, 2010). 

Costs of Obesity
Obesity has financial implications for both 

public and private payers. There are medical, 
surgical, and pharmacological treatments available 
for obesity. However, most of the cost of treating 
obesity stems from treating diseases brought on by 
obesity (Finklestein, Trogdon, Cohen, and Dietz, 
2009). Health insurance costs to employers account 
for approximately $8 billion per year, while 
paid sick time costs approximately $2.4 billion. 
Life and disability insurance paid by employers 
cost $2.8 billion. Furthermore, obesity related 
disability costs an employer over $8700 per person 
per year. Being obese is associated with 39 million 
lost work days, 239 million light duty days, and 
63 million physician visits (Primary Fact Sheet, 
2009). A major and potentially changeable factor 
contributing to costs include an overall increased 
number of obese persons within the population. 
In 2008, 33.9% of Ohio’s population was obese. 
By 2018, if current trends continue, it is projected 
that the number will rise to 50.9%. Increased costs 
of providing health care for obesity related illness 
is also a factor in projected rising costs (Future 
Costs of Obesity, 2009). About $75 billion of public 
health care costs nationwide from 2003 were 
attributed to obesity and one half of that amount 
was paid for by public funding (Future Costs of 
Obesity, 2009). Finklestein et al (2009) reports 
that Medicare and Medicaid spending would be 
decreased from 20.4% to 11.9% if obesity related 
treatment was not needed. 

Approximately 10% of total medical care 
expenditures can be linked to obesity and, if 
trends continue as they have been, nationwide 
costs could rise to an anticipated $343 billion in 10 
years (Future Costs of Obesity, 2009). Costs in Ohio 
can be expected to rise from $3.66 billion to $16.22 
billion by 2018 (Future Costs of Obesity, 2009). 

Obesity contributed to a 27% medical cost 
increase from 1987 to 2001. Obese individuals 
utilize more healthcare than those who are not 
obese. According to Finklestein et al (2009), 
Medicare pays out $600 more annually in medical 
costs per obese person. There is a 77% higher 
medication spending rate. There is a 36% overall 
higher spending rate in both outpatient and 
inpatient settings. More hospital days are utilized 
for obese individuals (Primary Fact Sheet, 2009).

STRATEGIES TO COMBAT OBESITY
Treatment Options

It is clear that no single strategy fits everyone’s 
needs. Most individuals who desire weight 
loss will often try a variety of methods. Results 
generally improve when efforts are begun early 
in the weight gain cycle. Weight loss strategies 
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non-medical weight management programs, 
physician supervised weight loss, and weight loss 
surgery. 

Self monitoring is a major component of 
behavior modification. Self monitoring involves 
an awareness of calorie intake, exercise patterns, 
and outcomes. It can be accomplished by use of 
food diaries, pedometers, regular weight checks, 
counseling, or weight and calorie tracking 
software. Modified behaviors include a change in 
eating habits, an increase in exercise, participating 
in a support group, extracurricular activities, 
becoming educated about healthy bodies, and 
setting realistic weight loss goals (OAC, 2010). 

Regular physical activity of some type is 
important for maintaining overall health, leading 
to healthy bones, joints, and muscles. Physical 
activity is very important for an individual 
attempting to lose weight. When initiating a new 
exercise program, an individual should consult a 
health care provider to determine fitness for the 
activity and build up the activity gradually until 
able to accomplish 30 minutes or more of moderate 
intensity activity per day. Maintaining consistency 
is an important component of an activity program. 
Moderate intensity exercise is defined as activity 
lasting 30 minutes or more for 5 or more days of 
the week. It is activity that achieves 40 to 60% 
of the maximal heart rate. Types of moderate 
intensity exercise include house and yard 
work, leisurely walking or bicycling, and light 
swimming (OAC, 2010). 

Vigorous activity, on the other hand, will bring 
the maximal heart rate above 60%. Examples 
of vigorous intensity activity include aerobics, 
running, brisk walking, hiking, and cycling (OAC, 
2010).

The US Department of Health and Human 
Services recommends that at a minimum, children 
and adolescents should have 1 or more hours of 
physical activity per day. Adults should have 2.5 
hours of moderate intensity activity or one hour 
and 15 minutes of vigorous intensity activity per 
week, or an equivalent combination of the two. 
The vigorous intensity exercise should last at least 
10 minutes per session, spread out over several 
days of the week. Older adults should follow adult 
recommendations as their physical conditions 
allow (OAC, 2010). 

Exercise should be simple, realistic, fun, and 
easily accomplished. Goals for an individual 
exercise routine should be specific “walk,” 
measurable “for 20 minutes three times a week,” 
attainable or action based “I will,” realistic 
(something you are willing to do), and timely 
(something you are able to do right now). Exercise 
is a commitment toward your health and well 
being. (OAC, 2010).

Non-medical weight management programs are 
frequently commercially operated and include 
weight loss center, books, interactive web sites, 
support groups, and counselors. There may be 
fees involved or there may be specific foods and 
supplements required. Quick results are often 
accomplished by strict restrictions, such as not 
eating any carbohydrates for several weeks. 
Some programs offer low calorie diets and 
teach principles of healthy eating. Frequently, 
individuals become discouraged by the lack of 
variety or by “stalling” weight loss. Weight regain 
is frequently seen when these programs have 
been stopped. The best types of programs offer 
educational materials and counseling that have 
been reviewed and approved by a licensed health 
care professional. The materials and counseling 
should provide information on healthy eating 
plans, exercise, and behavior modification 
techniques. (OAC, 2010).

Physician supervised weight loss programs 
generally include input from dieticians, physicians, 
nurses, and/or psychologists in a clinical setting. 
Services offered include nutrition education, 
behavior modification, and physical activity. Cost 
is generally comparable to a non-medical weight 
loss program. Sometimes, insurance will cover 
costs for those with chronic diseases such as heart 
disease, diabetes, or metabolic syndrome. Initially, 
a health care provider will perform a focused 
medical evaluation, weight history, and a thorough 
psychological history. Blood tests are often drawn. 
Treatment includes diet, which at times is a very 
low calorie liquid supplement, exercise, behavior 
modification techniques, and pharmacotherapy. 
Follow up visits are with other support personnel 
in the clinic and are frequently monthly or more 

often in the beginning. After 5 to 20% of the initial 
weight is lost, visits can be decreased to three to 
six month intervals, depending on the needs of 
the individual. Weekly weigh-ins are a useful 
tool in keeping dieters on course. Weights should 
be obtained at the same time of day, same day of 
the week, and same scale when at all possible. 
Being weighed by someone else has been shown 
to decrease calorie intake by approximately 20% 
(OAC, 2010). 

Dietary Programs
Starvation (calorie consumption of less than 

200cal/day) is never medically indicated as a 
means of losing weight. It can lead to significant 
starvation ketoacidosis, electrolyte disturbances, 
vitamin and mineral deficiencies, and an 
increased potential for morbidity and mortality. 
Very low calorie diets (VLCDs) can be used under 
close medical supervision. Caloric intake will be 
800 calories or less and can result in weight loss of 
up to 40 pounds over 12 weeks.

Pregnant women, people with protein wasting 
diseases, and those with significant heart, renal, 
liver, psychiatric, or cerebrovascular diseases 
should not use these diets. The elderly, children, 
and adolescents should be monitored very 
closely if utilizing this type of diet. Much of the 
early weight loss is mobilized from lean muscle 
mass. Overall compliance is often poor. VLCDs 
should not be used more than 3–6 months. Major 
problems associated with this type of diet include 
hair loss, electrolyte disturbances, hypothermia, 
skin thinning, and gallstones. Unless long term 
maintenance programs are introduced after 
finishing the extreme calorie restriction, weight 
regain is rapid. (Uwaifo, 2010). 

There are many types of commercial or 
conventional diets available. Factors to examine 
when choosing a commercial diet include:

•	 Inclusion	of	all	major	food	groups
•	 Promotion	of	gradual	weight	loss
•	 Inclusion	of	other	behavior	modifications
•	 Encouragement	of	exercise
•	 Non-use	of	labels	for	food	such	as	“bad”	
 (OAC, 2010). 

Conventional diets can be classified as:
•	 Low	calorie,	balanced	diets	(smaller	

portions)
•	 Low	fat	diets
•	 Low	carbohydrate	diets
•	 Midlevel	diets	such	as	the	Zone	Diet	
•	 Fad	diets	such	as	the	cabbage	soup	or	

grapefruit diet (Uwaifo, 2010). 

Balanced low calorie diets (800–1200 cal/day) 
are commonly prescribed by dieticians, health 
care providers, and programs such as Jenny 
Craig, Weight Watchers, TOPS, and Overeaters 
Anonymous. Food diaries are frequently used 
throughout the program. Total daily calories are 
divided over 3 or more planned feedings a day. 
Regular food can be eaten or meal replacement 
items such as shakes, bars, or meal entrees can 
be utilized. Alcohol, fruit juices, sodas, and other 
highly concentrated sweets are generally avoided 
because of the empty calories associated with 
them. Total weight loss of 12–16 pounds can be 
attained. Major complications to watch for include 
gallbladder disease, starvation ketosis, vitamin 
deficiency, and electrolyte disturbances. This diet 
is also only indicated for short term use (Uwaifo, 
2010).

Normal calorie diets are always over 1200 
calories. Food diaries are once again used and 
information from the diaries is used to determine 
a reduction in a person’s normal caloric intake 
anywhere from 500 to 1000 calories. Protein intake 
should consist of 0.8–1.5g/day of body weight (not 
to exceed 100 g/day). Ten to thirty percent of total 
calories should come from fat with less than 10% 
from saturated fat. Water intake should be > 1 liter/
day and carbohydrate intake should consist of > 
50g/day (Uwaifo, 2010). 

Low carbohydrate diets (Adkins) are popular, 
but have no scientific data to support their efficacy. 
These diets induce ketosis by very high protein 
and/or fat consumption. They produce very good 
short term weight loss over a period of 2–4 weeks, 
primarily from water loss. Noncompliance with 
dietary restrictions is a frequent finding. Weight 
regain is typical (Uwaifo, 2010). 

Obesity continued on page 11
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The South Beach diet is a more liberal low 
calorie diet than the Adkins and compliance 
can therefore be improved. This diet labels 
foods “good” or “bad” based on glycemic index. 
It encourages increased fiber intake which can 
cause weight loss even in the setting of unchanged 
caloric intake. Persons utilizing a diet such as the 
South Beach diet should choose heart healthy fats 
(monounsaturated, polyunsaturated, and fats rich 
in omega 3 fatty acids) and proteins such as lean 
poultry, fish, nuts, and legumes (Uwaifo, 2010). 

Medications
There are currently only two types of FDA 

approved weight loss medications available in 
the U.S. These medications should only be used 
for individuals with a BMI >30 or for those with 
at least one cardiac risk factor (diabetes, heart 
disease, high cholesterol, or hypertension) and a 
BMI >27. 

Orlistat (Xenical, Alli) is a non-centrally acting 
drug that works by decreasing fat absorption in 
the intestines. It eliminates about 1/3 of the fat 
eaten. It is very safe and now available over the 
counter. Major side effects are diarrhea, flatulence, 
oily stools, and fecal incontinence. It eliminates 
fat soluble vitamins, so a supplement must be 
taken at bedtime. It can interfere with coumadin 
and cyclosporine effects, so caution should be 
used when taking these drugs together (Epocrates, 
2010). 

Nonadrenergics, such as Phentermine, is an 
amphetamine-type medication used for short term 
(less than 12 week) weight loss. These medications 
suppress appetite by altering chemical signals 
in the brain. It should not be used in individuals 
with uncontrolled hypertension, seizure disorder, 
heart disease, or anxiety. Side effects can include 
dry mouth, constipation, jitteriness, hypertension, 
and tachycardia. It should not be used with 
antidepressants, dextromethorphan, migraine 
medications, over the counter cold medications, 
tramadol, and caffeine. There is a dependency 
factor associated with the medications as well 
(Epocrates, 2010). Sibutramine (Meridia) was 
recently removed from the market because of 
safety concerns, primarily increased incidence of 
myocardial infarction and stroke. Meridia worked 
with chemicals in the brain to help decrease 
food cravings and improve satiety. Those with 
hypertension, heart disease, cardiac arrhythmias, 
heart failure, or a history of stroke were not 
supposed to use this medication. It potentially 
could raise blood pressure and heart rate, cause 
seizures in those with seizure disorder, and 
precipitate psychiatric disorders. It interacted 
with medications such as SSRI antidepressants 
(Paxil, Cymbalta, Effexor, Zoloft, Prozac among 
others), certain pain medications such as Ultram 
and migraine treatments, dextromethorphan, 
some antibiotics, and certain herbal supplements 
because of a chance of precipitating serotonin 
syndrome. Concurrent alcohol use was also a 
contraindication. (Epocrates, 2010). 

A few medications have been under 
consideration by the FDA. A very promising new 
drug called Rimonabant, a central cannabinoid 
type 1 antagonist, seemed to be ready for FDA 
approval. This medication caused a mean weight 
loss of 6–12 pounds over a year. Side effects 
primarily included dizziness, diarrhea, nausea 
and vomiting, and mood swings. A review of the 
FDA website in November 2010 revealed that 
this drug was rejected because of safety concerns 
(www.fda.gov). Locarserin, a selective serotonin 2c 
agonist was also rejected by the FDA in September, 
2010 (www.fda.gov). 

Ephedrine and caffeine have historically 
been used as adjunct weight loss drugs. They 
purportedly induce thermogenesis, but food 
intake is also frequently decreased when they 
are used in conjunction with another weight loss 
medication. Ephedrine and caffeine both increase 
energy expenditure but can cause tachycardia, 
palpitations, and increased blood pressure 
(Uwaifo, 2010). 

There are several medications available to obese 
type 2 diabetics that do not cause weight gain. 
Metformin is weight neutral or promotes mild 
weight loss while it improves insulin resistance. 
Byetta and Victoza, newer injectable diabetic 
medications, also have shown some tendencies 
for modest weight loss. They are glucogon-like-
peptide-1 (GLP-1) activators. As part of their 

Obesity continued from page 10 mechanism of action, they delay gastric emptying, 
leading to a feeling of fullness (Epocrates, 2010). 
Amylin (synthetic version of pramlintide/Symlin) 
is another investigational drug and associated 
with variable weight loss in type 1 and 2 diabetics 
(Uwaifo, 2010). The exact mechanism of action is 
unknown, but it also promotes satiety and slows 
gastric emptying (Epocrates, 2010). 

Other investigational drugs include ghrelin 
antagonists, alpha-MSH analogs, enterostatin, 
neuropeptide YY antagonists, beta-3-adrenergic 
antagonists, and numerous herbal products 
including Hoodia gordonii, which is an extract 
from an African cactus. Studies are being 
performed on another antiseizure medicine, 
zonisamide, which is showing a baseline weight 
loss of about 6% and few side effects (Uwaifo, 
2010). 

Several antidepressants have been used off-
label for their side effects of anorexia. Many SSRIs 
(Prozac, Paxil) have been used for this purpose. 
Buproprion and Effexor can have some anorexia-
type side effects. Buproprion also has indications 
for smoking cessation and probably has some 
other properties to help decrease the desire for 
overeating. However, unless these medications 
are used as adjuncts, side effects tend to diminish 
over time (Uwaifo, 2010). 

Topamax is an adjunct antiseizure medicine 
that was found to decrease baseline weight by as 
much as 15–18%. The degree of weight loss seems 
to be higher for those with a higher BMI. The 
mechanism of action is still under investigation. 
This medication is also used off-label and has 
no FDA approval for this indication. Dosing is 
lower than for treatment of seizure disorder. Side 
effects are a limiting factor in its use. Most people 
complain of parasthesias, significant memory loss, 
drowsiness, and confusion (Uwaifo, 2010). 

Drugs used for weight loss in the past that are 
known to be ineffective include chitosan, leptin, 
St John’s Wort, psyllium, conjugated linoleic acid, 
chromium, ginseng, and guar gum (Uwaifo, 2010).

Surgical Options
Weight loss surgery (bariatric surgery) is 

indicated only for those who are morbidly obese 
(BMI> 40) or obese (BMI >35) with one or more 
cardiovascular risk factors. Surgery has to be 
combined with behavior modification, diet and 
psychological changes in order to be effective. 
It can be an effective option, however, for those 
unable to lose weight conventionally. It is currently 
the only modality that effectively maintains 
weight loss. Surgery, however, should not be 
considered an “easy fix” to the obesity problem. 
Risks and benefits should be discussed with a 
reputable surgeon. Complications can include 
emboli, bleeding, wound infection, or death, 
as well as anastomotic leak, incisional hernia, 
nutritional deficiencies, abscess development, or 
stricture. Insurance may not pay all or part of the 
costs associated with the surgery (OAC, 2010). 

Medical comorbidities are not a contraindication 
to the procedure, however the patient’s condition 
must be optimized prior to undergoing surgery. 
Conditions to be optimized include diabetes 
mellitus, heart failure, hypertension, sleep apnea, 
asthma or other respiratory disorder (Uwaifo, 
2010).

Types of surgery include:
•	 Roux-en-Y	Gastric	Bypass
•	 Laparoscopic	Adjustable	Gastric	Banding
•	 Biliopancreatic	Diversion	with	Duodenal	

Switch
•	 Laparoscopic	Sleeve	Gastrectomy
•	 Horizontal	gastroplasty
•	 Silicone	gastric	banding
•	 Jejunoileal	bypass	procedure

The bypass procedures are primarily 
malabsoptive, or alter digestion. They can also 
simultaneously be restrictive. In the case of the 
Roux-en-Y procedure, a pouch is created as a first 
step in the surgical process. The pouch generally 
holds only a volume of 15cc, but will eventually 
stretch to accommodate a larger volume. The 
second step involves bypassing a portion of the 
small intestine and connecting a distal aspect of 
the small intestine to the newly created pouch. 
Other malabsorptive procedures include bypassing 
pancreatic and/or biliary drainage, along with 
creating a smaller area of stomach (OAC, 2010, 
Condosta, 2010).

The malabsorptive procedures can cause severe 
nutritional deficiencies over time. The deficiencies 

primarily include vitamin B12, calcium, folate, 
copper, iron, and vitamins D, K, and A. In 
addition, if there is dumping or diarrhea, there 
is a high potential for deficiencies in fat soluble 
vitamins, potassium, or magnesium. A chance 
for anastomotic leak, stricture, fistulas, or wound 
dehiscence can also occur when a malabsorptive 
procedure is performed. Those undergoing 
malabsorptive procedures can potentially develop 
complications such as gallstones, liver cirrhosis, 
kidney stones, or metabolic encephalopathy 
(Uwaifo, 2010). 

The banding or sleeve procedures are 
considered to be restrictive, or limiting. This 
type of procedure limits the size of the stomach 
with an adjustable band. Overall, it is safer and 
causes minimal stress at the time of surgery. The 
patient may be able to go home the day of surgery. 
Weight loss is not as dramatic, but patients can 
eventually lose up to 55% of excess weight. Many 
patients have to undergo adjustments to the band 
on occasion and will need to follow up on a 
long term basis with their surgeon. Because the 
procedure is restrictive, patients don’t have the 
nutritional deficits seen with the malabsorptive 
procedures. This patient needs to refrain from 
eating calorie dense foods or sweets in order to 
maintain loss. About 10% of these patients will 
require conversion to a bypass procedure or redo 
of the banding (OAC, 2010). 

All of the above procedures produce long term 
effective weight loss. Physical, psychological, and 
behavioral changes from the patient are required 
for maintaining healthy weight loss. 

Prevention Strategies
Satisfactory weight loss and maintenance is 

often difficult at best to attain. Prevention takes 
planning and forethought. Interventions can occur 
in the home, in schools, in the work place and 
child care, as well as in the health care system and 
community. Interventions should be individual as 
well as community based. 

Individual healthy choices can include 
decreasing consumption of sodas and juices with 
added sugars, decreasing consumption of calorie 
dense foods with added sugars and fats, and 
portion control. Drinking more water, choosing 
low-fat dairy products, and eating more fresh 
produce, whole grains, and lean proteins are also 
healthy choices. Breastfeeding infants exclusively 
for 6 months has been determined to be a major 
factor for controlling overweight in children. 
Becoming more physically active and decreasing 
television viewing as well as computer time are all 
good preventive choices as well. 

A healthy home environment is a great 
beginning. The earliest risks for childhood obesity 
begin in pregnancy. These risks include maternal 
diabetes, smoking, alcohol and illicit drug use, 
and excess weight gain. Adults should be good role 
models and teachers. Early decisions about food, 
activity, and television viewing should, therefore, 
begin at home (Benjamin, 2009). 

The Weight Realities Division of the Society for 
Nutrition Education (SNE) developed guidelines 
in 2002 for promoting healthy weight in children 
and preventing obesity. Their recommendations 
include a statement that policy makers should 
have input from eating disorder specialists, health 
professionals, teachers, and the general public. The 
SNE suggest policy makers’ primary focus should 
be to promote and support healthy lifestyles for 
children of all ages and in all settings. Activities 
should create a nurturing environment, provide 
education on healthy eating, and promote and 
support enjoyable physical activity.

An interesting premise of the SNE is that 
goals should be set for health, and not weight, 
for growing children. Expecting all children 
to fall into an ideal weight range would be 
unrealistic and possibly problematic. The SNE 
suggest defining a healthy weight as “the weight 
a body adopts when it is given a healthy diet and 
meaningful levels of activity” (SNE, 2002). 

Another major SNE goal would include 
provision of a nurturing environment in order 
to promote all aspects of healthy growth and 
development. This goal could foster qualities 
facilitating health promoting behaviors such 
as self-esteem and positive body image. This 
environment would assist in overcoming the 
current extreme media focus on appearance. 
Diversity programs in schools could and should 

Obesity continued on page 12
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address weight and size discrimination as well 
(SNE, 2002). 

SNE advocates that goals should be set for 
healthy eating and physical activity. Dietary 
guidelines such as the Food Pyramid should be 
utilized. Optimal meal times would be spent 
as a family function in a relaxed atmosphere. 
Children would be able to stop eating when satiety 
is experienced. Activity would be geared for 
specific age groups, with younger children given 
opportunities for active free play and movement. 
Older children need to master movement skills so 
activities can be learned and enjoyed throughout 
their lifetimes, regardless of size or weight. They 
should be taught to understand that fitness is 
positively related to long term health and well-
being. Opportunities for activity should be 
available during school time, after school, and 
at home with friends and family. Communities 
should support optimal fitness with safe, 
appealing, convenient, and affordable places for 
all to spend time (SNE, 2002). 

Safe and respectful treatment of children and 
their bodies include teaching children that self-
worth and self-esteem is not contingent on a 
perfect body size or shape. Assessment of weight 
or size should be conducted privately and labels 
to describe children should be avoided. Safe and 
effective childhood obesity programs would 
focus on healthy lifestyle changes for the entire 
family, in an environment whereby a child can be 
physically active, eat to satiety, and grow into his/
her weight. Placing children on weight loss diets 
has been found to be neither safe nor effective. 
This practice typically results in weight cycling 
and overeating (SNE, 2002). 

Childhood Obesity and Specific Environments
Healthy child care settings should utilize expert 

recommendations concerning physical activity, 
television viewing time, nutritional practices 
and sleep hygiene. Providers should practice and 
promote healthy lifestyles, encouraging parents 
to do the same at home. Recommendations for 
finding a healthy child care setting include 
asking childcare providers about their approach 
to promoting healthy lifestyles for children under 
their care, visiting the setting to see how they 
implement their approach, finding out how parents 
are kept informed regarding continuation of the 
approach at home, and asking providers about 
their views on breastfeeding, breast milk storage, 
and handling. Because state regulations regarding 
child care settings vary by state and type, a move 
toward standardized federal guidelines for early 
child care should improve quality. Standardized 
guidelines could include establishing nutritional 
requirements, requiring 60 minutes of structured 
and unstructured daily physical activity, and 

giving parents materials to reinforce practices 
begun in the child care setting (Benjamin, 2009). 

Healthy schools can be an easy transition from 
the healthy child care setting. According to the 
Surgeon General, school programs could have the 
ability to promote healthy eating and physical 
activity, thereby improving academic success and 
preventing obesity. Healthy eating can be provided 
through nutritious food and beverages served 
in cafeterias, concession stands, and vending 
machines. These should include fresh fruits 
and vegetables as well as lean protein and whole 
grains. Beverages offered should be low fat, non- 
fat, or water. Comprehensive activity programs 
can be offered through recess, physical education, 
intramurals, and other initiatives provided 
by physical and health education specialists. 
Physical education should be a daily requirement. 
The Surgeon General further notes that schools 
should have comprehensive wellness plans in 
place. These should include a school health 
council to guide health related policy decisions, 
standardized physical education curricula for pre 
kindergarten through grade 12, policies that permit 
school employees to model healthy behaviors, 
partnerships with the community to support the 
wellness programs, and professional development 
programs for staff (Benjamin, 2009). 

As noted earlier, obesity reduces productivity 
and increases health care costs. Health care 
programs and wellness initiatives in the workplace 
can be cost effective and can add to the value of 
the community where they are located. They can 
be a first step in providing healthy work sites. 
Ways in which employers can promote healthy 
workplaces include creating programs and setting 
up challenges to promote health. They can provide 
support for individuals who want to breastfeed 
by providing clean and private areas to pump or 
feed. They can provide onsite exercise facilities 
or programs, personal training, or group classes. 
Healthy foods and beverages can be made available 
at a reasonable cost to employees in the workplace. 
They can become active partners in community 
task forces and groups or sponsor community 
events. Employers can support governmental 
and legislative initiatives promoting health and 
wellness in the workplace and community. And 
lastly, they can offer insurance benefits that 
will cover obesity related services and programs 
(Benjamin, 2009). 

The medical community should prioritize 
health and wellness in dealings with the 
community through their modeling and teaching. 
Beneficial anticipatory guidance could cover 
managing stress, selection of healthier foods, 
exercise suggestions, and the importance of 
maintaining a healthy body through lifestyles 
changes. BMI should be measured at office visits 
and patients should be aware of its significance. 
Clinicians should check on patient activity goals 

at each visit. They should also be willing to refer 
to outside resources when needed. Routine or 
disease-specific medications prescribed should 
be weight neutral for those at risk for obesity. Best 
practice guidelines regarding obesity counseling 
should be utilized, both for patients and when 
teaching students in the medical community. 
Prenatal counseling on weight gain, breastfeeding, 
and avoidance of tobacco, alcohol, and drug use 
should be available for all pregnant women and 
those who are considering becoming pregnant. 
Lastly, the medical community should be active 
in encouraging healthy initiatives public policy 
matters (Benjamin, 2009). 

The Ohio Obesity Prevention Plan was initiated 
to halt the growth rate of obesity in Ohio by 2014. 
It will be implemented and evaluated by the 
Ohio Community Wellness Alliance, a part of the 
Healthy Ohio Advisory Council. Focus of the Plan 
centers on prevention, population-based strategies, 
identifying and working with the most at-risk 
populations, and evaluation of efforts. 

Goals include:
•	 Improving	physical	activity	options	and	

opportunities
•	 Improving	nutrition	and	access	to	healthy	

food choices and limiting access to 
unhealthy food and beverage choices

•	 Improving	the	coordination	of	policy	and	
resources directed to the prevention and 
reduction of obesity, especially among those 
populations most at risk (Healthy Ohio, 
2009).

The Plan’s goals will be assessed and revised 
as needed on an annual basis. Decisions for the 
revisions will be data-driven (Healthy Ohio, 2009). 
Immediate strategies were initiated in December 
2009. These included working with the federal 
government to increase United States Department 
of Agriculture (USDA) meal reimbursements in 
order to provide high quality nutritious meals 
within the schools. The Alliance created a plan 
to promote healthier nutrition and enhanced 
physical activity in the schools. They created a 
farmer’s market management network as a means 
of increasing access to fresher, healthier foods 
to Ohioans. They identified areas of little to no 
access to full service groceries within the urban as 
well as rural parts of the state. The Plan will be 
evaluating Ohio’s trails and walking paths in order 
to link them and provide a means for funding the 
initiatives. As part of the Plan, marketing will be 
initiated to give families information and tools 
on obesity prevention. There will be a centralized 
database of obesity prevention activities occurring 
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www.lovingcareagency.com

Pediatric Nursing 
Opportunities!!

Seeking RNs & LPNs to make 
a difference in a child’s life!

We offer
❤ Sign-on Bonus may apply for Vent Experience: $1,200 for F/T, 

$750 for P/T. Must meet qualifications.
❤ Competitive wages ❤  Flexible Schedules
❤ Personalized Training
❤ Excellent benefits including: PTO, Med/Dent/Vision, Short-Term 

Disability and More!

3 locations!
Indianapolis, IN

Contact: Patty Bowman • Phone: (317) 280-0422
email: pbowman@lovingcareagency.com

Fort Wayne, IN
Contact: Julie Lengacher • Phone: (260) 969-0100

email: jlengacher@lovingcareagency.com

Valparaiso, IN
Contact: Sandy Storey Moon • Phone: (219) 548-0099

email: smoon@lovingcareagency.com

Loving Care is licensed and accredited by CHAP

www.murraystate.edu

School of Nursing
New BSN-DNP and 

Post-Master’s DNP Program Fall 2012

Advanced Practice DNP options:
• Family Nurse Practitioner–Web based with campus visits
• Nurse Anesthesia (pending COA approval)–Web based with 

campus visits
More than 15 years experience in educating 

advanced practice nurses to meet the complex 
health care needs of society.

Strong faculty committed to excellence in 
education and practice.

For more information, please contact:
Dina Byers, PhD, APRN, ACNS-BC
Graduate Coordinator
dina.byers@murraystate.edu/270-809-6223
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throughout the state and referral listings for 
obesity prevention services (Healthy Ohio, 2009). 

Short and long term strategies continue to 
focus on providing Ohio-grown healthy foods in 
easily accessible areas, providing more areas for 
safe, public activities, and assisting workplaces 
in proving healthy options for their employees. 
Opportunities will also be provided to health 
care professionals to further the impetus toward a 
healthier Ohio (Healthy Ohio, 2009).

In June 2010, Governor Ted Strickland signed 
HB 373 into law. This bill establishes nutritional 
standards for food and beverages sold in public 
schools, set requirements for periodic BMI 
measurements, and require daily physical activity 
and changes to physical education programs. In 
addition, it also establishes a Healthy Choices 
for Healthy Children Council. Schools, however, 
would be able to opt out of the program (Ohio 
Legislation, 2010).

We are in a position to curb the obesity 
epidemic within our homes, communities, 
schools, and workplaces. Becoming familiar with 
the causes and consequences of obesity is the first 
step in halting this growing public health problem. 
Becoming a part of the solution to the problem is 
certainly within a nurse’s scope of practice. We 
can influence healthy initiatives and practice 
healthy lifestyles. Increased awareness of the 
benefits of healthy weight and activity levels, along 
with access to healthy foods and safe communities 
can help to stop the growth of obesity within the 
United States. 
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[BSN for Registered Nurses]

You accomplished one goal –  to become a registered nurse.
Now it’s time to reach for your next –  to earn your bachelor’s degree! 

Indiana Wesleyan University 
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the advanced practice nurse to function as an expert clinician, leader, researcher, educator, 
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The Family Psychiatric Mental Health Practice specialty (42 credit hours/645 
clinical hours) prepares the advanced practice nurse to provide diagnosis and 
medication management for individuals with psychiatric/mental health problems; 
family consultation, health promotion, and disease prevention education.

The Management and Leadership specialty (42 credit hours) prepares the advanced 
practice nurse to assume a management/leadership role in today’s health care 
environment.  Topics of study include finance, business management, information 
management, and marketing resources management evaluation.

The Nursing Education specialty (42 credit hours) prepares the advanced practice nurse 
to excel in teaching in schools of nursing, health care institutions, and community settings.  
Topics of study include curriculum development and implementation, teaching strategies 
for the classroom and clinic, and measurement of student and program outcomes.

Also Accepting Post Master’s Applicants for Fall 2012 

See our website for more information: 
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This independent study has been developed to 
enhance knowledge about the issues surrounding 
obesity.
1.0 contact hour will be awarded for successful 
completion of this independent study. 
The Ohio Nurses Association (OBN-001-91) is 
accredited as a provider of continuing nursing 
education by the American Nurses Credentialing 
Center’s Commission on Accreditation. 
Expires 10/2013.

DIRECTIONS
1. Please read carefully the enclosed article 

“Obesity.”
2. Complete the post-test, evaluation form and 

the registration form.
3. When you have completed all of the 

information, return the following to the 
Indiana State Nurses Association, 2915 N. 
High School Road, Indianapolis, IN 46224 or 
emailed to ce@IndianaNurses.org

Obesity Independent Study
ONA-11-36-I

 A. The post-test;
 B. The completed registration form; 
 C. The evaluation form; and
 D. The fee: ISNA Member or LPN ($15)– 
  NON ISNA Member ($25). Payment can 
  be made online at www.IndianaNurses.
  org. “Make a Payment.”

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

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

OBJECTIVES
Upon completion of this independent study, the 

learner will be able to:
1. Identify 3 causes of obesity.
2. Name at least 5 chronic diseases that can be 

attributed to obesity.
3. Discuss 3 strategies to prevent obesity 

throughout the lifespan.
4. Discuss 4 types of weight loss strategies.

This independent study was developed by: Jean 
Swaney, MSN, RN, CRNP. The author and planning 
committee members have declared no conflict of 
interest.

There is no commercial support or sponsorship 
for this independent study.

Disclaimer: Information in this study is intended 
for educational purposes only. It is not intended to 
provide legal and/or medical advice.

For consideration and to
see what opportunities we
have available, please visit
the CAREERS section of
our website.

www.hancockregional.org

Employees who experience these side effects also
report a feeling of overwhelming job satisfaction.

Enjoy the side effects
of working at

We invite you to go to our website
for more information and to see our
current employment opportunities:
www.johnsonmemorial.org
or call our toll-free Jobline at:
877-695-4561. EOE

www.johnsonmemorial.org A hospital you can believe in.

E M P O W E R I N G P R O F E S S I O N A L S
At Johnson Memorial Hospital, when we hire you, we give you the sup-
port, technology, and training you need, and then we let you get to
work. You won’t run into the kind of red tape you’re used to. We
believe in our people and want them to grow. Enjoy the feeling of
empowerment that comes with a career at Johnson Memorial.

Director of Surgical Services
We are a not-for-profit hospital seeking a proven leader to direct our
expanding Surgical Services Department. Reporting to the Chief
Nursing Officer you will be responsible for insuring the quality of
patient care, managing finances, maintaining department
policies/procedures and promoting a harmonious team. Current
Indiana RN license and BSN required. MBA and CNOR are preferred. 5
years of clinical experience in surgical services including 2 years in a
leadership role and CPR and ACLS are required.

Charge Nurse - Critical Care
Critical Care Unit; Full-time nights; 6pm-6:30am with rotating week-

ends; 72 hours per two-week pay period. Requires current IN
RN licensure; BSN preferred. Minimum 18 months’ cur-

rent critical care nursing experience. BLS and ACLS
required.

Located just minutes south of
Indianapolis, in Franklin, IN
Johnson Memorial Hospital
offers a competitive compen-
sation and benefits package.

1125 West Jefferson Street, Franklin, IN 46131
Phone: (317) 736-3440 | Fax: (317) 738-7858

Board Summary
Board of Directors

Thursday, November 17, 2011

Present: Jeni Embree, President; Diana K. Sullivan, 
Vice President; Michael Fights, Treasurer (telephone); 
Mary Cisco, Secretary; Christine Delnat, Director; 
Angela Heckman, Director; Vicki Johnson, Director; 
Cynthia Stone, Director; Monica Weissling; Director; 
Ernest Klein, Executive Director; Mary Davidson, 
Administrative Assistant.

Others: Kathy Weaver, Public Health Chapter 
Liaison; Lori Brown (Morning only); Heather Savage-
Maierle; Teressa L. Moore.

Orientation/Overview: Discussed the roles, duties, 
functions of the Board of Directors and discussed the 
ISNA programs, policies, and procedures. Reviewed 
the September 2011 Financial Statement.

Approved Minutes: August 26, 2011, Board 
Meeting; September 30, 2011, Board Meeting; and 
September 30, 2011, Meeting of the Members; and 
Minutes of the Executive Committee Conference 
Call, November 14, 2011.

Adopted a balanced budget for 2012.

Appointed Bylaws Committee: Sue Johnson, 
Chairperson; Monica Weissling (board 
representative), Kate Morrison, Sue Sheridan, Sandy 
Fights, Kathy Weaver, Melanie Russell and Heather 
Savage-Maierle.

Appointed ISNA Nurse PAC Board of Trustees: 
Macy Cisco (board representative), Leslie Oleck, Pam 
Jahnke, Lynn Devich, Cathy Lowe, Teressa (Terri) 
Moore and Sarah Rutchik

Agreed that the 2011 Awards Committee revise 
the criteria for the Honorary Member Award and to 
retire the Beverly Richards and Ruth Stanley Psych 
Nurse Awards

2011 Meeting Of The Members Follow-Up: 
Noted that the resolves from the resolutions have 
been incorporated into the ISNA Public Policy 
Platform. Agreed for the immediate past president 
to continue with the newly elected board for 1 year 
by communication via email, attendance at board 
meetings etc.

CHAPTERS: Discussed the lack of action of 
Wabash Valley, Northwest, North Central and 
Elkhart County chapters. No reports in last couple of 
years. Board proposed to send out communication to 
listserve that board plans to take action on the future 
of the chapters.

Approved revision to the Employee Handbook: 

Adopted 2012 Meeting Dates::
March 23–Conference call 10:00 AM–
 12:00 PM ET
Mid April–May–BOD Strategic Planning.
June 1–BOD/ANA Delegate Briefing 
 9:00 AM ET 
August 24–Conference call 2:00 PM–
 4:00 PM ET
September 28–Meeting of the Members, 

Indianapolis

Received reports from: President Jeni Embree; 
Media Task Force–Vicki Johnson; Safety Task Force–
Cindy Stone; and Staff–Ernest Klein.
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Registration Form

Name: ______________________________________
(Please print clearly)

Address: ___________________________________
Street

_________________________________________________
City/State/Zip

Daytime phone number: _______________________

________ RN  ________ LPN

Fee:  ________ ISNA Member/LPN ($15)
  ________ Non-ISNA Member ($25)

Please email my certificate to: 

____________________________________________
Email Address (please print clearly)

MAKE CHECK PAYABLE TO THE INDIANA 
STATE NURSES ASSOCIATION.

Enclose this form with the post-test, your 
check, and the evaluation and send to: 
ISNA, 2915 North High School Road,

 Indianapolis, IN 46224.

Or email completed forms to 
ce@IndianaNurses.org. Payment may be made 

online at www.IndianaNurses.org 
“Make a Payment”

ISNA OFFICE USE ONLY

Date Received: _________  Amount: _________

Check No _________________________________

Evaluation:
1. Were you able to achieve the 
 following objectives? Yes No

 a. Identify three causes of obesity. 	 

 b. Name at least five chronic 	 
  diseases that can be
  attributed to obesity.

 c. Discuss three strategies to
  prevent obesity throughout
  the lifespan. 	 

 d. Discuss four types of weight
  loss strategies. 	 

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

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

  

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

DIRECTIONS: Please complete the post-test 
and evaluation form. There is only one answer 
per question. The evaluation questions must be 
completed and returned with the post-test to 
receive a certificate.

Name: ___________________________________
Final Score: ______________________________

Please circle one answer.

1. Causes of obesity can include:
 a. Genetic makeup
 b. Culture
 c. Excessive caloric intake
 d. Sedentary lifestyle
 e. All of the above

2. Obesity rates in adults:
 a. Are lower for college graduates
 b. Decrease with increasing age
 c. Are highest for non-Hispanic Black men 
  and women
 d. All of the above
 e. All but B

3. Diseases associated with obesity include:
 a. Cardiovascular disease
 b. Sleep apnea
 c. Stomach cancer
 d. Type 2 Diabetes 
 e. All but C
 f. A and D

4. Benefits of weight loss do not include:
 a. Decreased insulin resistance
 b. Improved cholesterol levels
 c. Enhanced immune status
 d. Improved endothelial function

5. Strategies to treat obesity could include:
 a. Regular physical activity
 b. Non-medical weight loss programs
 c. Prescription weight loss medications
 d. Behavior modification
 e. All of the above

6. Weight loss surgery:
 a. Is effective in decreasing complications 
  from obesity
 b. Is indicated for anyone with a BMI >25
 c. Must be combined with behavior 
  modification to be effective
 d. A and C
 e. All of the above

7. Obesity prevention strategies:
 a. Are ineffective
 b. Are easy to implement and maintain
 c. Can only be effective when started in 
  early childhood
 d. Include breastfeeding solely for 6 
  months
 e. None of the above

8. Strategies included in the Ohio Obesity 
Prevention Plan include:

 a. Provide safe areas for public activities
 b. Educate health care professionals
 c. Provide locally grown healthy foods in 
  easily accessible areas
 d. Help workplaces provide healthy 
  options for employees
 e. All of the above

True or False

9. Liposuction confers the same benefits as 
other weight loss surgeries.

 A. True
 B. False

10. Childhood sexual abuse is frequently 
associated with severe obesity in older 
females.

 A. True
 B. False

Obesity 
Post Test and Evaluation Form

11. The earliest risks for childhood obesity 
begin with pregnancy.

 A. True
 B. False

12. Health care programs and wellness 
initiatives can add to the value of a 
community.

 A. True
 B. False

13. BMI is an accurate indicator for body fat 
for all persons.

 A. True
 B. False

14. A BMI from 20–25 is optimal for anyone 
over the age of 75.

 A. True
 B. False

15. Technology has been found to be a factor 
leading to obesity.

 A. True
 B. False

16. Morbid obesity is the term used for 
someone with a BMI >35 with no other co-
morbid condition. 

 A. True
 B. False

17. Environment is one of the factors 
contributing to the obesity epidemic. 

 A. True
 B. False

18. The incidence of juvenile diabetes is more 
common than obesity for children and 
adolescents.

 A. True
 B. False

19. Early death is associated with morbid 
obesity but not overweight. 

 A. True
 B. False

20. Being overweight as an adolescent may 
increase the risk of premature death as an 
adult. 

 A. True
 B. False

21.  There are currently many FDA approved 
weight loss medications available.

 A. True
 B. False

22. The Society for Nutrition Education 
advocates for childhood healthy weight 
goal setting based on weight and not 
health.

 A. True
 B. False

23. Earliest risks for childhood obesity include 
maternal diabetes, maternal alcohol or 
drug use, and maternal use of tobacco 
products.

 A. True
 B. False

24. Weight loss surgeries can either be 
restrictive or malabsorptive.

 A. True
 B. False

25. Weight loss diets for children frequently 
result in weight cycling and overeating 
and are neither safe nor effective.

 A. True
 B. False
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St.Vincent Health is an Equal Opportunity/Affirmative Action Employer.

jobs.stvincent.org

St.Vincent  
Indianapolis  

Hospital  
needs you!

Sign-on Bonuses Available through March 31st  
to Experienced Trauma Nurses

We’re looking for the best and brightest Critical Care and Trauma Nurses to join 
our growing family.  Let us show you how cutting-edge technology plus faith-based 
care equals a great place to work.

Did you know that St.Vincent Indianapolis Hospital….

• Offers flexible scheduling
• Is among the 100 Best Hospitals in the U.S.
• Has values steeped in faith-based tradition
• Supports your clinical advancement goals
• Is centrally located for an easy commute

To apply, visit jobs.stvincent.org and search for trauma or ICU at St. Vincent 
Indianapolis.

If you would like to speak immediately to a recruiter and learn more about our 
opportunities, call 317-338-3454.

Advanced nursing education today for
advanced healthcare 
tomorrow.
On the front lines of patient care, nurses serve a critical role in shaping the future of healthcare delivery. For over 120 years, 
Chamberlain College of Nursing has been preparing compassionate and clinically profi cient nurses by increasing access to 
quality nursing education nationwide and training aspiring nurses, nurse leaders and nurse educators. 

For aspiring nurses, Chamberlain offers a:
 • 3-year Bachelor of Science in Nursing (BSN) degree program*

For nurse advancers, Chamberlain offers accelerated, fl exible online options:
 • RN to BSN degree completion option
 • RN-BSN to MSN option 
 • Master of Science in Nursing degree program 

Enhancing Education. Advancing Careers. Improving Outcomes.

Now enrolling for spring, summer and fall semesters
For more information, please visit chamberlain.edu or call 888.556.8CCN (8226)

*The on-site Bachelor of Science in Nursing (BSN) degree program can be completed in three years of year-round study instead of the typical four years with summers off. 
© 2012 Chamberlain College of Nursing, LLC. All rights reserved. AC0107

NEW Indiana Campus: 9100 Keystone Crossing (I-465 and Route 31), Indianapolis, Indiana 46240 

Comprehensive consumer information is available at: chamberlain.edu/studentconsumerinfo


