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Lori Lioce Appointed to 
National Organization 

Board of Trustees
Lori Lioce has been 

appointed for a two-year 
term to the American Nurses 
Association Political Action 
Committee (ANA-PAC) Board 
of Trustees . In addition she was 
elected as the Vice Chair . The 
ANA-PAC Board of Trustees 
is responsible for oversight of 
the ANA-PAC and promoting 
ANA’s legislative, political, and 
fundraising activities .”

She is a family nurse 
practitioner and earned her 
BSN, MSN, and a post-masters 
family nurse practitioner certificate at the University of 
Alabama Huntsville . Currently she serves as Secretary for 
the Nurse Practitioner Association of Alabama’s Board of 
Directors and the American Nurses Association Congress 
on Nursing Practice and Economics until 2010 . 

Penny Bosage inducted as 
a Fellow in the Academy of 

Nurse Practitioners
As some of you already know . . . Sunday, June 30 I had 

the honor to be inducted as a Fellow in the Academy of 
Nurse Practitioners (FAANP) at the national meeting in 
Wash DC . Now there are two FAANPs in Alabama . This 
picture is my son Bo, me (the grinning one in the center) 
and Mimi Secor, the wonderful friend and colleague from 
Massachusetts that nominated me . I just wanted to share 
the moment with ya’ll .

During the next 10 years, more than $200 billion will 
be spent on new hospital construction (Robert Wood 
Johnson Foundation, 2004) . Because most healthcare 
organizations will undergo new construction or renovations 
during the next decade, organizations must make long-
term investments in designing workspaces that are safer 
and healthier for nurses and the patients they care for 
(American Institute of Architecture, 2007) .

This document is intended to serve as a checklist 
and resource point for any nurse or nursing leader who 
is interested in learning more about healthcare design 
and sustainability . This is only a partial list in that each 
specialty area has specific design features that provide 
added improvements in that area . References are provided 
from available resources and organizations, for those who 
wish to learn more about each topic .

OPPORTUNITY CHECKLIST WITH CURRENT 
HEALTHCARE DESIGN

Single Versus Private Rooms
Private rooms are the trend in hospital planning and 

design . Advantages of private rooms include reduced 
medication errors, falls, and risk of nosocomial infection; 

fewer patient transfers; less noise; enhanced privacy; 
improved accommodation of family members; and greater 
flexibility in operations due to reduced transfer costs, 
increased bed occupancy rates, and decreased labor costs .

To learn more:
• Chaudhury, H., Mahmood, A,, & Valente, M. 

(November 2003) . The use of single patient rooms vs. 
multiple–occupancy in acute care environments: A 
review and analysis of the literature. Concord, CA: 
The Coalition for Health Environments Research .

• Stichler, J. F. (2001). Creating healing environments 
in critical care units . Critical Care Nursing Quarterly 
24(3), 1-20 .

Hand Washing
It is well established that the hands of caregivers are 

the principal source of contact and transmission from 
patient to patient . Given the morbidity and mortality 
associated with high rates of hospital-acquired infection, 
it is imperative that more effective ways be identified for 
sustaining an increase in hand washing .

Be SUre TO SAve 
TheSe dATeS

Nurses at the Capitol: February 12, 2009
(Details on web site in early January ’09)

Elizabeth A. Morris Clinical Education Sessions–

FACES ‘09
April 21, 2009

DETAILS AND REGISTRATION FORM WILL 
BE IN NEXT ALABAMA NURSE (and on website 
www.alabamanurses.org mid February, 2009

October 1, 2 & 3, 2009 for the ASNA, AANS, and 
AONL Annual Convention at The Marriott Shoals 
Hotel and Spa, Florence, AL. Put these dates on your 
calendar. Full convention materials will be printed in 
the June/July/August issue of The Alabama Nurse

Lioce

designing Better Work Spaces for Nurses and Patients

Designing Better cont. on page 5
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Vision Statement
Our Vision

ASNA is the professional voice of all registered nurses 
in Alabama .

Our Values
Modeling professional nursing practices to other nurses

Adhering to the Code of Ethics for Nurses
Becoming more recognizably influential as an association

Unifying nurses
Advocating for nurses

Promoting cultural diversity
Promoting health parity

Advancing professional competence
Promoting the ethical care and the human dignity of 

every person
Maintaining integrity in all nursing careers

Our Mission
ASNA is committed to promoting excellence in 

nursing .
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The Alabama Nurse Publication Schedule
Issue Material Due to ASNA Office
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Guidelines for Article Development
The ASNA welcomes articles for publication . There is
no payment for articles published in The Alabama 
Nurse .
1 . Articles should be microsoft word using a 12 point font .
2 . Article length should not exceed five (5) pages 8 x 11
3 . All reference should be cited at the end of the article .
4 . Articles (if possible) should be submitted electronically .

Submissions should be sent to:
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 or
 Editor, The Alabama Nurse
 Alabama State Nurses Association
 360 North Hull Street
 Montgomery, AL 36104

Ruby S. Morrison, DSN, RN, CMAC
President, ASNA

As I contemplate this last 
of my President’s messages to 
you, I am shelling butter beans 
and thinking of all the “lessons” 
from the fields that apply to our 
wonderful nursing profession . 
Currently we are enjoying the 
fruits of the fields! Tomatoes, 
corn, peas, okra, butter beans, 
green beans, squash, cantelopes, 
watermelons, cucumbers, and 
peanuts! The products are varied 
in appearance, taste, nutrients, 
and preparation methods, but all 
are so good! Nursing has so many 
different types of work, varying preparation, clinical focus, 
work environment, and compensation, but all meet a societal 
need . Now that I have whetted your appetite, let’s go back a 
bit . The products of the fields didn’t just happen—neither did 
the nursing profession . Oh, yeah, I must confess up front—I 
am not the gardener—just one of the grateful recipients of the 
bounty . My mama, brother, husband, and daughter are the real 
gardeners of the fields . Hopefully though, I do my part in the 
field of nursing .

Preparation of the fields began in the spring with plowing 
to kill weeds and loosen the soil for planting . Careful seed 
selection and planting, diligent watching and waiting, hoeing, 
staking, spraying, until one day—yippee! Fresh vegetables! 
Now, I won’t go back to “In the beginning, God created…” 
with a nursing history lesson—but bear with me a moment as 
we look at the lessons from this crop year alone!

The ground was prepared: In Alabama, the practice of 
nursing is a legalized and regulated through the Alabama 
Nurse Practice Act which established the Alabama Board of 
Nursing . Just as ground preparation doesn’t occur once for all 
time, neither does nursing law . The Practice Act is undergoing 
Sunset Review and will be reauthorized, revised, or revoked 
in the 2009 Legislative Session . To protect the public through 
legalized and regulated nursing practice is in the best interests 
of Alabamians . 

The seeds were planted: Alabama’s nursing schools are 
carefully selecting applicants—thankfully, well-qualified 
academically—and preparing them for practice . Across the 
state schools of nursing face challenges of faculty shortages, 
recruitment difficulty because of salaries below market value 
for nurses, and instructional space limitations . Plans are 
underway to let Alabama legislators know the problems—lack 
of access to care due in part to the nursing shortage, due in part 
to increased demand and obstacles to increasing supply—via a 

Nurses at the Capitol Day February 12, 2009 . Please be there 
to let your legislators know the needs where you live and work .

The hoeing, staking, spraying, waiting, and watching: 
ASNA has been diligently doing this for Alabama nurses . 
Weeds of discontent among us can spring up overnight ., 
just like morning glories and cuckle burrs! And then, there 
are threats to our professional nursing crop . Such as, the 
certified midwives bill introduced by Rep . Laura Hall . 
This bill would allow lay persons with no formal nursing or 
medical education legal authority to deliver babies in homes . 
Alabama has educated nurse practitioners and nurse midwives 
who are not allowed to practice to the full extent of their 
formal education . Obstacles to the advancement of nursing in 
Alabama pop up from other organizations and individuals in 
the state, just like the insects that attach the blooms and fruit 
in the field! We must stay vigilant and remove the pests that 
threaten the harvest! ASNA needs all nurses to help . We need 
your membership, your presence, your leadership, and your 
followership to yield the professional nursing care the good 
folk of Alabama need and deserve!

Well, as I close this final message to you in my series of 
President’s messages, I want to thank you readers! This 
opportunity to write with freedom to be passionate about 
nursing using some scholarship, some creativity, and some 
humor has been lots of fun! Serving as your president for two 
years has been challenging and rewarding . The ASNA staff, 
board, and participating members have been great! Thank you 
for the opportunity to serve with you in the wonderful field of 
professional nursing . 

Ruby S . Morrison, President 

From the President’s

Fields

Morrison
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by Joseph F. Decker, II
Executive Director

The Year in Review
Our annual legislative effort 

in 2008 met with some success 
and several disappointments . 
On the plus side, we were able 
to retain a total of $257,000 
for nursing scholarships in the 
Education Trust Fund Budget 
despite a very tough financial 
environment in the legislature . 
This is significantly less than the 
$557,000 we garnered in 2007, 
but still well above the poorly 
funded $57,000 (or even zero 
in some instances) of previous 
years . These scholarships are 
primarily intended for RNs seeking graduate degrees–
both Masters and Doctorate level–who intend to become 
instructors in our schools of nursing . These scholarships 
will allow us to continue our efforts towards working 
the issue of faculty shortfalls in our nursing schools, and 
by extension, help attack the overarching problem of 
the nursing shortage . We owe a great deal of thanks to 
Rep. Betty Carol Graham, Education Finance and 
Appropriations Chair Rep. Richard Lindsey, and Sen. 
Hank Sanders, Finance and Taxation–Education Chair 
for their support and efforts to get this done . We were also 
successful again in opposing passage of a bill designed to 
legalize lay midwives in the state .

In other legislative news, our ASNA Nursing 
Scholarship Bill (SB490/HB737) did not pass . This is 
actually the enabling legislation for the scholarship funds 
mentioned above . Once again, internal squabbling in 
both houses prevented success . This bill merely updates 
the language in current law, making constant revisions 
unnecessary as we go forward . We’ll try again next year 
with what is really a non-controversial change . By the way, 
we were very pleased with Sen. Kim Benefield’s efforts 
on our behalf in the Senate . We remain disappointed that 
the NPAA-sponsored bill to eliminate the BME from joint 
regulatory authority over nurse practitioners (although 
retaining an advisory function), eliminate the requirement 
for a written MD-NP collaborative agreement, and expand 
NP prescriptive authority was hotly discussed, but never 
actually filed . Ongoing talks between NPAA and MASA 
have not resulted in an agreement or compromise . We 
strongly believe that overall access to quality care in 
Alabama, and current underutilization of NPs are the 
driving issues . This is a fight that will eventually be won, 
despite strong opposition by MASA and others . The good 
news is that the subject has now been publicly broached 
and is on the table . The ongoing partisan bickering in 
both houses directly contributed to the demise of several 
bills ASNA supports: SB428/HB129, Law Enforcement 
Authority for ABN Investigators; SB229/HB663, Smoking 
Ban in all Work/Public Places; and SB55/HB317, School 
Nurse Bill . We believe all of these will be refilled next 
year, and we will renew our support .

Our Alabama Nurse Foundation awarded four 
scholarships and a total of $9,500 this year, an increase 
of $1500 . Fundraising efforts continue, and the ANF 
Board led by Ralph Chester, President John Beard and 
Juanzetta Flowers, along with District 3 members led 
by President Debbie Litton, held a Pancake Breakfast 
in June at Applebee’s Restaurant in Hoover, raising over 
$1100 . Well done!

On the business front, I am pleased to report that 
your association is again on very solid ground . Our 
annual financial compilation from Wolf & Taunton, PC 

demonstrates that very clearly; the full report is available 
in the ASNA office . For the sixth year in a row, we will 
finish the year with a balanced budget, substantial cash 
operating reserve, and no requirement to access any of our 
Strategic Reserve funds at Merrill Lynch . That Strategic 
Reserve fund has declined slightly this year due to the 
turmoil in the stock market, but we remain confident it 
will recover fully and continue to grow . 

Our annual ASNA Legislative Day in Montgomery, 
held on 19 February was one of the best in recent memory . 
Over 200 nurses/nursing students attended . We had a series 
of excellent speakers, including Sen. Parker Griffith (D) 
and Rep. Greg Wren (R) from the Alabama Legislature . 
Dr. Debbie Faulk presented a very informative lecture 
on ethics and politics, and Attorney John Wible from 
ADPH discussed ethics in a medical setting–very good, 
and humorous as well . Genell Lee, the Executive Officer 
for ABN provided an update on current issues, and Helen 
Wilson presented an informative review on current nursing 
issues from the national/ANA perspective . All this, 
followed by a visit across the street to the Alabama State 
House, which was in session . The annual Elizabeth Morris 
Continuing Education Session (FACES) was held 22 April 
at the Eastmont Baptist Church in Montgomery . Once 
again we enjoyed a great day, with over 600 attendees, a 
long list of outstanding speakers and topics, and the usual 
lineup of excellent exhibitors and vendors . If you missed 
either of these events, you need to make certain they are 
on your calendar for next year . 

An additional major event occurred this year . Under 
the leadership of Dr. Ruby Morrison, ASNA President, 
the Alabama Nurses Coalition was reborn . The purpose 
of this organization is twofold: first, to establish strong 
communication links and contacts between and among all 
the nursing organizations in the state; and second, to enable 
the Coalition to work cooperatively and in a coordinated 
fashion to impact public policy and education regarding 
nursing and healthcare issues in Alabama . Fragmentation 
of the nursing community over the years into specialty 
organizations, regional groups, educational groups, etc . 
has resulted in diminished voice and reduced impact for 
nurses in the public policy arena . The Coalition offers the 
possibility of reversing that trend, and helping nurses work 
together on healthcare issues around the state . To date, 
the Coalition has met six times, with good attendance and 
interest . The future looks bright for this important effort . 

I would be remiss if I failed to mention your ASNA 
Staff and all their hard work and loyalty this past year . 
Charlene Roberson, Director of Leadership Training 
and Continuing Education; Betty Chambliss, Office 
Administrator; and April Bishop, Programs Coordinator 
have all gone above and beyond expectations on a regular 
basis to provide our association with outstanding service 
and support . Without their tireless efforts and energetic 
execution we simply would not get the work done here 
at the ASNA office . (By the way, special kudos go to 

Charlene this year . Her professional expertise and hard 
work directly resulted in re-accreditation of ASNA 
by ANCC as both a provider and an approval authority 
of continuing education programs . This represents a 
significant investment of time and effort on her part, and 
goes to the core mission of ASNA .) We all owe them a 
very big Thank You and Well Done .

We are pleased to present our second ASNA Face of 
Nursing Calendar at Convention in Tuscaloosa . This is an 
effort to spread the word about ASNA, nurses and nursing/
healthcare issues around our state . We hope you enjoy it, 
and will use it to advertise for our association throughout 
the year ahead . And finally, we look forward to gathering 
again for Convention 2009 at the Marriott Shoals Hotel 
and Conference Center in Florence, 1-3 October 2009 . See 
you there! 

The e.d.’s NOTeS

Decker
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I Believe
Gregory Howard, LPN

Character is based on three 
things, Purpose, Principles and 
Power . I further believe that all 
worthwhile endeavors began 
with a purpose, whether it is to 
be a nurse, a spouse, a parent or 
any other aspiration one might 
choose in a lifetime . I can envision 
character as the soil from which 
our principles, power, wisdom, 
courage, faith, hope, justice, love 
and humility grows . These are the 
elements of life that defines who 
we are . These are the elements by 
which we are judged on a daily basis .

From the day we are born our families and those who wish 
us well began the process of laying the foundation for our 
success . This is done in a number of ways, from the choosing 
of schools one might attend, to the choices we are permitted 
to make, to the opportunities we are afforded . All of these 
elements are a reflection of our purpose .

I believe power is the ability to influence, have domain 
over, control of, authority over someone or something . This 
control can be evaluated by the outcome of its use . And this 
can be a positive or negative experience .

I believe we are truly the masters of who we are or to 
become . We always have a choice no matter what . This choice 
may come late in our lives, but it’s never too late as long as you 
exist . A very dear friend (MK), said to me on one occasion, 
“Character is what you are in the dark and we must build on it 
piece by piece and day by day .”

I believe we all need to answer these questions for 
ourselves .

1 . Do I believe that purpose demands character?
2 . What significance does character have in my life?
3 . What principle would I sacrifice?

Gregory Howard, LPN is the President of Alabama And the 
National Federation of Licensed Practical Nurses and a member of 
the Alabama Board of Nursing. gregory.howard@med.va.gov

by Don Eddins, BS, MS, JD, Attorney At law

As attorney for the Alabama 
State Nurses Association, I’m 
often asked about the process a 
registered nurse goes through if 
a complaint is made against the 
nurse’s license .

First, I try to explain that it is 
not the end of the world or even 
the end of his/her career to have 
a complaint filed . The Alabama 
Board of Nursing deals with 
many frivolous complaints, 
particularly from disgruntled 
family members whose loved 
one perhaps did not recover as 
expected .

We must understand that ours is a litigious society and 
persons make complaints hoping to file a lawsuit to win 
money .

In addition, RN managers are required under the law 
to report violations of the Nurse Practice Act to Board of 
Nursing . The Board then is duty bound to investigate .

The fact that a nurse is reported for sub-par practice 
does not mean that the person is incompetent or should 
lose his/her license . After all, any one can make a mistake 
and largely complaints relate to mere negligence .

LPN COrNerLegAL COrNer

Howard

Too often, the negligence could have been avoided . 
Often I deal with cases in which nurses, particularly 
advanced practice nurses, did not get their credentialing 
certification in on time to the Board . In most cases, the 
credentialing has been done, but proof of it somehow just 
didn’t get to the Board of Nursing . A word to the wise on 
that matter: Do not depend upon any outside agency to 
get credentials to the Board of Nursing . Check yourself to 
ensure that the licensure agency has sent them in .

We all make mistakes so, unfortunately, a disciplinary 
action often is appropriate, but most of the time licensure 
revocation is not the fitting penalty . After all, revocation is 
the administrative equivalent to the death penalty .

There are many different penalties, including public 
reprimand, probation, suspension and revocation . Most all 
are accompanied by a fine and reporting to the national 
agencies .

Some problems are caused by nurses’ dependence upon 
drugs . Diversion is one of the most abhorrent practices that 
nurses have been cited for . It’s bad for the professional and 
bad for the patient . If you have a problem, by all means 
self-report and get help . The Board is very understanding 
on the matter of dependency .

When a complaint is lodged, the investigative process 
normally starts with the Board sending a letter to the nurse 
indicating that a complaint has been made against his/her 
license . If you are a member of ASNA, the moment you 
receive this letter, you should contact your ASNA attorney 
who will make contact with the BON staff on your behalf–
free of charge . Often matters can be worked out without 
necessity of a formal hearing .

Perhaps the best way to avoid ever receiving that 
dreaded letter from the Board is to pay careful attention to 
detail, both regarding your licensure paperwork with the 
Board of Nursing and in your job as a registered nurse .

As RNs, you know the proper procedure for 
documenting . You know to get your continuing education 
credits done . You are aware that your paperwork must 
be completed properly and sent to the Board in a timely 
manner . You know how to avoid trouble at the workplace .

So pay attention to detail and stay out of trouble .

Eddins
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Current trends are as follows:
• Increase the number of hand washing liquid cleaner 

dispenser locations that are strategically visible, 
for example, directly outside the patient room . 
(Recommendation is for one per room, or minimally, one 
per two rooms .)

• Sinks should be visible to staff upon entry into patient 
rooms .

 Note: Redundancy of sinks in hallway corridors seems to 
be a cost waste because nurses tend not to use these .

To learn more:
• Klich, J., & Bahil, B. (2007). Interior design: Not 

“just colors” anymore . Healthcare Design Magazine. 
Retrieved from http://www.healthcaredesignmagazine.
com/Dispstpg.htm?ID=4l49

• Lankford, M. G., Zembower, T. R., Trick, W. E., Hacek, 
D. M., Noskin, G. A,, & Peterson, L. R. (February 2003). 
Influence of role models and hospital design on the hand 
hygiene of health-care workers . Emergency Infectious 
Diseases [serial online] . Retrieved from http://www .cdc .
gov/ncidod/EID/vo19no2/02-0249 .htm

Ceiling and Portable Lift Equipment
Nurses are at significant risk for back and other ergonomic 

injuries . The precipitating trigger for these injuries is the lifting 
and transfer of patients . Promotion of a lift-free environment 
through the use of special devices has been shown to reduce 
back and other musculoskeletal injuries . This equipment pays 
for itself through reduction in worker compensation claims . 
However, nurses will use these tools only if they have been 
trained properly in their use, have access to an appropriate 
number of devices on each unit, are involved in the selection 
of devices, and receive support from management in the use of 
these devices .

To learn more: 
• Patient Safety Center of Inquiry, U. S. Veterans Health 

Administration and Department of Defense . (October 
2001) . Patient care ergonomics resource guide: Safe 
patient handling and movement. Tampa, FL: U . S . 
Veterans Health Administration . Telephone: 813-558-
3902; www .patientsafetycenter .com

• Safe Lifting Portal Web site (Safeliftingportal.com) This 
Web site represents a healthcare industry awareness 
campaign designed to raise caregiver consciousness 
about patient safety and injury prevention through safe 
patient handling. U . S . Department of Labor . (September 
2005) . A process for protecting workers . Retrieved from 
www .osha .gov

Ventilator and Air Quality
Hospital air and ventilation affect air concentration of 

pathogens and have major effects on infection rates . Exposure 
to these pathogens can result in illness among nurses . 
Environmental infection control strategies and engineering 
controls can effectively prevent these infections . Careful 
design and maintenance of HVAC (heating, ventilating, and air 
conditioning) systems, including use of HEPA (high-efficiency 
particulate air) filters, reduces the threats of airborne disease .

Designing Better Work Spaces cont. from page 1

Designing Better Work Spaces cont. on page 6

To learn more:
• American Society of Heating, Refrigerating, and Air-

Conditioning Engineers (ASHRAE) . (2003) . Background 
on health care ventilation design standards. Atlanta, 
GA: ASHRAE . Retrieved from http:l/www .ashrae .org/
publications/detail/l46l6

Noise
High noise levels interfere with work and add to stress 

and annoyance among nursing staff . Evidence suggests 
that reduced noise levels result in more effective recall and 
communication of information and reduction in perceived 
work demand and pressure .

To learn more:
• Anjali, J., & Ulrich, R. (January 2007). Sound control for 

improved outcomes in healthcare settings. Concord, CA: 
The Center for Health Design . 

• Cmiel, C. A., Karr, D. M., Gasser, D. M., Oliphant, L. 
M., & Neveau, A. J. (2004). Noise control: A nursing 
team’s approach to sleep promotion . American Journal 
of Nursing, 104(2), 40 -48 .

• U. S. Department of Health & Human Services. (October 
2005) . The hospital built environment: What role might 
funders of health services research play? Rockville, MD: 
Agency for Healthcare Research and Quality . AHRQ 
Publication No . 05-0106-EE Retrieved from www.ahrq.
govlqual/hospbuilt/hospenv2.htm

Lighting
Performance of visual tasks increases with age, and the 

need for light is increased . Adequate and appropriate exposure 
to light is critical for nurses . A combination of daylight and 
electrical light can meet these needs . Natural light should be 
incorporated into lighting design .

To learn more:
• Anjali, 0. J. (August 2006). The impact of light on 

outcomes in healthcare settings. Concord, CA: The 
Center for Health Design . Retrieved from http://www .
healthdesign .org/researchlreports/light .php

• Mariana, G., & Figueiro, M. (2001). Lighting the 
way: A key to independence. Troy, NY: Lighting 
Research Center . Retrieved from www .lrc .rpi .edu/
programsllightHealth/AARP/pdf/AARPboo .kp3d f

Walking Distance
Unit layout influences the amount of walking done by 

nurses . Nurses can walk many miles in a single day, obtaining 
supplies, medications, and equipment while walking between 
patient rooms, the unit core, and the nurses’ station and trying 
to locate other staff members .
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Designing Better Work Spaces cont. from page 5

Current trends are as follows:
• Supply cart alcoves in corridors, and linen cabinets/

dispensers as part of hospital rooms, with a door to the 
corridor so support staff can stock linens from outside 
the room

• Computers inside patient rooms for documentation and 
scanning of medications at bedside

• Computer stations outside every two patient rooms with 
decentralized workstation .

To learn more:
• Ulrich, R., Quan, X., Zimring, C., Joseph, A,, & 

Choudhary, R . (2004). The role of the physical 
environment in the hospital of the 21st century: A 
once-in-a-lifetime opportunity. 

• Concord, CA: The Center for Health Design. Retrieved 
from www.healthdesign.org/research/reports/
physical~environ.php 

Nurses’ Stations and Workspaces
Flexible workspaces should be designed for optimal 

interaction, communication, and collaboration; neutral spaces 
minimize professional and status hierarchies .

Current trends are as follows:
• Design of a small, centralized area coupled with 

decentralized work spaces 
• Large patient rooms to accommodate core teaming at 

bedside 

• Consultation rooms that are flexible and that can be used 
as grieving rooms as well

• Conference rooms that can accommodate staff meetings 
and in-services, writing walls to allow for education, and 
oxygen and air outlets for use in training for oxygen and 
ventilator care 

• Rest rooms on the units to reduce walking distance.

To learn more:
• Eichner, J. (2003). Ergonomic principles in the design of 

healthcare environments. Zeeland, MI: Herman Miller 
for Healthcare . Retrieved from www.l~ermanmiller.
com/hm/content /research_summaries/pdfs/
wp~ergodesignO503.pdf

• McCuskey, M., Shepley, M., & Davies, K. (2005). 
Configuration and its relationship to noise and nurse 
walking behavior: An AIDS/HIV unit case study . 
Retrieved from http://www.aia.org/aah-a-jm1-0401-
article4

Way Finding
Patients and visitors have trouble navigating through 

hospitals because of the unfamiliarity of the environment 
and because of stress . Way finding can be costly and may be 
disruptive to staff, who must consistently provide directions 
to families and visitors . Design of signage with logical room 
numbers and understandable nomenclature is critical .

To learn more: 
• Salmi, P. (2006). Building for everyone: Wayfinding for 

varied capabilities. Washington, DC: American Society 
of Interior Designers . Retrieved from www.asid.org/
ioteriors06/docs/ASID%202006%2Os~ma~Handout.
pdf

WEB SITE LINKS
American Architectural Foundation (www .

archfoundation .org) educates individuals and communities 
about the power of architecture to transform lives and improve 
the places where we live, learn, work, and play .

The Center for Health Design (www .hea1thdesign .org) 
is a nonprofit research and advocacy organization of forward 
thinking healthcare, elder care, design, and construction 
professionals and product manufacturers who are leading the 
quest to improve the quality of healthcare facilities and to 
create new environments for healthy aging .

Green Guide for Health Care (www .gghc .org) provides 
the healthcare sector with a voluntary, self-certifying metric 
toolkit of best practices that designers, owners, and operators 
can use to guide and evaluate their progress toward high-
performance healing environments .

Health Care Without Harm (www .noharm .org) is a 
global coalition of 443 organizations in 52 countries working 
to protect health by reducing pollution in the healthcare 
industry .

Hospitals for a Healthy Environment (www .h2e-online .
org) is creating a national movement for environmental 
sustainability in health care .

Planetree (models of care) (www .planetree .org) is a 
nonprofit membership organization that is working with 
hospitals and health centers to develop and implement patient-
centered care in healing environments .

The Nightingale Institute for Health and the 
Environment (www .nihe .org) assists healthcare professionals 
in recognizing the inextricable link between human and 
environmental health and the role of healthcare professionals 
in creating the changes in practice needed to improve the 
health of humans and the environment .

Sustainable Hospitals Project (www .sustainablehospitals .
org) provides technical support to the healthcare industry 
for selection of products and work practices that reduce 
occupational and environmental hazards, maintain quality 
patient care, and contain costs .

The U.S. Green Building Council (USGBC) (www .usgbc .
org) is the nation’s foremost coalition of leaders from every 
sector of the building industry who are working to promote 
buildings that are environmentally responsible, profitable, and 
healthy places to live and work .

Whole Building Design Guide (www .wbdg .org) provides 
government and industry practitioners with one-stop access 
to up-to-date information on a wide range of building-related 
guidance, criteria, and technology from a “whole buildings” 
perspective .

PROFESSIONAL ASSOCIATIONS AND SOCIETIES
Academy of Neuroscience for Architecture (www .

anfarch .org) supports studies, workshops, and university-
based educational programs designed to explore research that 
“bridges” neuroscience with architecture .

American Institute of Architects (AIA) (www .aia .org) 
represents the professional interests of America’s architects . 
Members adhere to a code of ethics and professional conduct 
that assures the client, the public, and colleagues of an AIA 
member architect’s dedication to the highest standards in 
professional practice .

American Institute of Architects/Academy on 
Architecture for Health (http://www .aia .org) comprises 
architects from private and public sectors who have a particular 
interest and/or expertise in the design of health facilities .

The American Society for Healthcare Engineering 
(www .ashe .org) is dedicated to optimizing the healthcare 
physical environment .

American Society of Interior Designers (www .asid .org) 
offers information on interior design, continuing education, 
and design career information and design programs .

The Illuminating Engineering Society of North America 
(www .iesna .org) seeks to improve the lighted environment 
by bringing together those with lighting knowledge and by 
translating that knowledge into actions that benefit the public .

International Interior Design Association (www .iida .
org) is a professional networking and educational association 
committed to enhancing quality of life through excellence 
in interior design and advancing interior design through 
knowledge .

The Lighting Research Center (LRC) (www .lrc .rpi .edu) 
is part of Rensselaer Polytechnic Institute, a leading university-
based research center devoted to lighting and to advancing the 
effective use of lighting, thereby creating a positive legacy for 
society and the environment .

Contributors
Joyce Benjamin, MSN, RN
JB & Associates
Goodyear, Arizona

Vernell P . DeWitty, PhD, MBA, RN
Center for American Nurses
Silver Springs, Maryland

Diane E . Scott, MSN, RN
Center for American Nurses
Richmond, Virginia

Disclaimer
This document is not intended to replace specific advice and 

expertise from design and construction professionals .
Readers are encouraged to visit the following website and 

complete a short survey: http://www.surveymonkey.com/s.aspx?s
m=vl3FBMagGT6yz9sSePWPmA_3d_3d

Reprinted with permission from the Center for American Nurses

Designing Better Work Spaces cont. on page 7
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Physical Environment Assessment Tool

 Key Indicators Status Percived Priority for Notes
   Change/Improvement

 Not at All OK Very Well Low High Examples/Clarification 
         Responses
Patient Rooms
Designed for single rooms 1 2 3 4 5 1 2 3
Consider sources of infection and  1 2 3 4 5 1 2 3
injury to staff during design 
Hand Washing      1 2 3
Designed with sinks visible in  1 2 3 4 5 1 2 3
entrance of room 
Designed with hand washing   1 2 3 4 5
dispensers outside each room or per 
2 rooms
Ceiling and Portable       1 2 3
Mechanical Lifts
Consider installing ceiling lifts in  1 2 3 4 5 1 2 3
patient rooms to reduce back injuries,
along with creating a lift-free
environment 
Ventilation/Air Quality
Careful design and maintenance of 1 2 3 4 5 1 2 3
the HVAC system, including 
incorporation of HEPA filters to 
reduce the threat of airborne disease
Proper precautions during design and 1 2 3 4 5 1 2 3
construction activities to prevent 
spread of airborne infection 
Organization is aware of ER ONE  1 2 3 4 5 1 2 3
national initiative 
Noise
Institute measures to reduce noise 1 2 3 4 5 1 2 3
stress 
Lighting
Design provides windows for access 1 2 3 4 5 1 2 3
to natural lighting in patient rooms,
along with control of glare and
temperature 
Assess adequacy of lighting levels  1 2 3 4 5 1 2 3
in staff work areas 
Provide high lighting levels for  1 2 3 4 5 1 2 3
completion of visual tasks 
Provide windows in staff break rooms, 1 2 3 4 5 1 2 3
so staff has access to natural light 
Walking Distance
Your layout and design:
Allows for family participation (Space 1 2 3 4 5 1 2 3
in room, family lounges, etc .) Designed 
for minimal separation of patients
from their families . 
Design with rooms large enough to 1 2 3 4 5 1 2 3
enhance interdisciplinary participation 
Design for linens and supplies and 1 2 3 4 5 1 2 3
equipment close to patient room
Consider locating frequently used  1 2 3 4 5 1 2 3
supplies in patient room 
Computers
Your unit has:
Computerized documentation/EMR 1 2 3 4 5 1 2 3
Bedside medication scanning 1 2 3 4 5 1 2 3
Sufficient number of computers 1 2 3 4 5 1 2 3
Computer workstations decentralized 1 2 3 4 5 1 2 3
outside of room (1 per 2 rooms) 
Computer ergonomics assessment 1 2 3 4 5 1 2 3
has been done 
Nurses are involved with IT  1 2 3 4 5 1 2 3
department to assist with selection
of computer system used, 
implementation, and training 
Social Spaces and Teamwork
Designed for using technology to  1 2 3 4 5 1 2 3
enhance the experience of care, 
communication, and collaboration 
Designed to provide spontaneous and 1 2 3 4 5 1 2 3
planned interactions within the
healthcare team 
Design with rooms large enough to 1 2 3 4 5 1 2 3
enhance interdisciplinary participation 
Staff rest-rooms are located on  1 2 3 4 5 1 2 3
the unit 
Staff lounges provide a relaxing  1 2 3 4 5 1 2 3
atmosphere 
Equipment
Nurses are involved in equipment 1 2 3 4 5 1 2 3
selection 
Use of medical planners for major 1 2 3 4 5 1 2 3
construction projects 
Way Finding   
My hospital makes it easy for patients 1 2 3 4 5 1 2 3
and families to navigate
Staff provides way finding directions  1 2 3 4 5 1 2 3
to family and visitors daily
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The 2008 ANA national Convention and House of 
Delegates was held June 24-27 in Washington, DC at the 
Washington Hilton Hotel . The gathering was preceded 
by a Center for American Nurses (CAN) sponsored 
educational forum (LEAD Summit 2008) June 23-24, 
which was outstanding . Ruby Morrison (and her daughter 
Melissa, an RN in North Carolina), Helen Wilson and 
Charlene Roberson attended . ASNA was ably represented 
at Convention by our President, Dr. Ruby Morrison and 
delegates Reneè  Coker, Paula Gasser, Ruth Harrell, 
Dr. Arlene Morris, Charlene Roberson, Jill Stokely and 
Helen Wilson . ASNA President-elect Dr. Debbie Faulk 
and Executive Director Joe Decker also attended . In all, 
over 600 delegates were registered, and many additional 
attendees and observers were present . In addition to the 
business of the House of Delegates, Sen . Hillary Clinton 
(D-NY) addressed the crowd on Thursday the 26th, and 
Sen . Barack Obama (D-IL) did the same via telephone on 
Friday the 27th .

Without question the major issue at both the Constituent 
Member Assembly (CMA) meeting immediately prior 
to the House of Delegates, and at the ANA House of 
Delegates itself, was the United American Nurses labor 
union (UAN)/disaffiliated union states (NY, OH, WA, OR, 
IN, NJ, MO, MT) dispute over the leadership and direction 
of UAN . Ongoing arguments over the past two years-plus 
resulted in eight union states withdrawing from UAN . 
In addition, uncertainty over the future led to an ANA 
decision to not renew the organizational affiliate status of 
both the UAN and the CAN on July 1st . In order for the 
states disaffiliated from UAN to remain members of ANA, 
bylaws changes were required . That change was approved 
by a 79 .9% vote of the delegates (66 .6% required) . 
Immediately following that vote, the Michigan delegation 
walked out, joined by the Washington DC delegation . In a 
related proposed bylaw change, the effort to declare ANA 
a non-labor organization was deferred to the 2010 House at 
the request of the (disaffiliated) union states, so that they 
could examine the financial and legal repercussions . This 
is essentially the same action that ASNA took two years 
ago re: the US Dept . of Labor . A proposal to establish an 
associate a membership category for LPNs failed in a close 
vote, as did an effort to move ANA to the President-elect 
model and restructure the Board . The current state-only 
membership option will continue with its current language, 
and CMAs were given increased flexibility with their 
bylaws language going forward to be in compliance with 
ANA bylaws . A change to allow multi-state organizations 
also passed, as did a change to allow electronic balloting 
as long as the secret ballot concept is preserved for the 
integrity of the election process . Please see the ANA 
website for additional information: www .nursingworld .org . 

Joseph F . Decker, II
Executive Director, ASNA

ANA CONveNTION/hOUSe OF deLegATeS 2008
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by Angela Posey-Arnold, BSN, RN

As Director of Nursing of a Long Term Care facility 
(103 beds) I had the privilege to care for many residents 
diagnosed with Alzheimer’s disease or dementia . Caring 
for these patients has many rewards and challenges . Giving 
them an Antipsychotic drug to keep them quiet is not the 
answer . Physically restraining them is not the answer .

Behavior management is essential to successfully 
care for patients with dementia . Each patient is incredibly 
unique and their care has to be adapted to their unique 
individual needs . In interviewing nurses about the current 
problems with behavior issues in long term care they most 
assuredly answer the same way, “we don’t have the staff 
to manage these behavior problems and get our work done 
too .” Short staffing is an issue that is affecting most long-
term care facilities . Nurse Managers have a difficult job in 
time management and behavior management . Creativity 
and patience are key factors in successful behavior 
management . Let’s look at the following case study of Mr . 
Benson:

As the Director of Nursing I had nurses come to me 
with black eyes, bruises and scratches complaining that 
Mr . Benson was “combative .” I knew him very well and 
every time I saw him he was quietly counting his money 
or sweetly whistling while wandering the hallways . 
However, he had a classic case of Alzheimer disease . This 
disease is relentless and unmerciful in the way it manifest 
itself . The care of these patients, such as Mr . Benson, is 
challenging because each patient is different and their 
symptoms are different . No one can predict the stages nor 
the progression . Treatment has to be individualized . There 
is no standard nursing care plan for Alzheimer’s . Behavior 
management has to be individualized and it can be done 
with the staff you have available .

Back to Mr . Benson—his speech was garbled and made 
no sense but he talked a lot . He could not really carry on 
a meaningful conversation but he thought that he was 
making sense . He would just jabber so sweetly as long as 
someone would listen, compassionately . The attention was 
what mattered, if only for a few seconds . He would let me 
hug him and would hold my hand as we walked together . 
As I made my rounds each morning he would usually catch 
up with me and walk along with me . I didn’t have the time 
to stop and spend even 5 minutes with him, but I could 
listen and smile at him while we walked . I think this is 
called multitasking . When the nurses started complaining 
about him being combative I just could not understand it . 
He was so sweet and docile with me . I knew there had to 
be a cause for the behavior problems they were reporting .

Behavior Management Intervention number one: assess 
the problem.

I observed his care for a few days and I quickly 
determined why he was being “combative” with his 
morning and evening personal care .

I came in early, early one morning and I snuck (yes, 
I snuck) in through the adjoining bathroom to secretly 
observe these alleged combative incidents . It only took a 
second for me to realize why he had blacked a few eyes . 
The LPN and the CNA were in the room . They were 
coming at him in all directions, talking loudly and getting 
aggravated at him for not cooperating . “Mr . Benson, raise 
your arms and put on your shirt, we have to get ready for 
breakfast now, come on, and quit fighting .” Mr . Benson 
was a little late for breakfast that day because we had a 
pop in-service on Alzheimer’s and the correct approach .

Behavior Management Intervention number two: 
education of staff

The nurses learned that you can not bark a million 
orders at a person with Alzheimer’s, or anyone else for that 
matter . Nurses cannot be so active and in a hurry around 
them unless they really want a black eye . The nurses 
learned they must make slow deliberate movements and 
explain things in short sentences with only one command 
at a time .

The nurses discovered it doesn’t take any more time 
to smile when you speak to them . A hurried manner will 
set off negative behaviors every time . The most important 
intervention in behavior management wasn’t in managing 
the patient it was in managing the nurses . You may not 
have enough of them but you have to manage the ones you 
do have .

It is amazing to me that an Alzheimer’s patient can’t 
perform the most basic of task but they can distinguish a 
fake smile from a genuine one . They can distinguish fake 
love from genuine love . Remember compassion doesn’t 
take up any time and it gets the job done .

Giving him a bath was a different story . It did not matter 
how sweet and kind he was approached at bath time, he was 
“gonna” fight it and it was my job to find out why and fix it .

Behavior Management intervention number three: 
assess bath time behaviors.

At the time we had an antiquated whirlpool tub that 
raised the patient up in a chair and then lowered them 
into a full tub of swirling water . He was absolutely 
terrified of that whirlpool . So we tried showers instead 
and started with his feet working up to his head . He was 
still combative and became so distressed during bath time . 
Something had to be done, but he also had to be clean .

Behavior Management intervention number four: 
Brainstorm and involve the Care Planning Team.

One of his grandsons came in for care planning and 
he told us that Mr . Benson had never taken baths or 
showers . He had always used a basin . So we changed the 
care plan and started using a basin in his room . It worked . 
He would even take most of the bath himself that way if 
we set it up for him . This incident showed the miracle of 
communication .

Behavior Management Intervention number five: New 
problem, assess again.

He presented yet another care plan dilemma leading 
us to eventually having to lock the guest bathroom in 
the lobby . He would go in there and dip a cup of water, 
or whatever was in there, out of the toilet and drink it . If 
we tried redirecting him he would get very angry with 
us . This wasn’t good for him or for us . We locked the 
bathroom and with careful observation and documentation 
we determined the time of day that he usually attempted 
this . At the determined time the medication nurse would 
offer him some water and offer toileting .

It is not that we were not offering him hydration or not 
taking him to the toilet as we should, it was just that he 
was doing this dipping business at times that we did not 
expect . Our assessment revealed that he always went in for 
a dipper full right after lunch . We knew he had eaten well 
and drank his fluids on his tray at lunch so nobody really 
thought that he might still be thirsty at that time . I don’t 
think he was thirsty .

We talked to his family and discovered that it was a 
habit, and old farmer’s habit of many years . He had always 
kept a barrel of rainwater and a dipper close by when he 
was working on the farm . That is how he got refreshment 
during his long farming days . So we started having the 
medication nurse offer him a cup of nice “spring water” 
after lunch . He was satisfied and happy with that and the 
guest got their bathroom back .

Behavior Management intervention number six: Keep 
him busy.

I loved Mr . Benson . I know I am not supposed to have 
favorites but I have to confess, he was one of mine . He 
would come in my office and jibber jabber to me while I 
worked on the mounds of paperwork . I acted like I knew 
what he was saying, just agreeing and smiling and laughing 
with him . He loved to count money so I got him some play 
money and he would be fascinated for hours with it .

He could not pronounce a sentence anymore but when 
the Christian Church came and sang hymns—he was the 
first one in the activity room . He could sing every word to 
every hymn they sang . It was amazing to watch . It was so 
obvious where his love was .

The story about Mr . Benson is to prove that 
individualized care planning, behavior management and 
compassion come hand in hand . Without real compassion 
and caring for him we could have never individualized his 
care plan to such an extent . By investing a small amount 
of time we saved ourselves a tremendous amount of time . 
If we had not cared deeply for him and his well being 
we would have missed the opportunities to provide care 
that enriched his quality of life . The nurses would have 
continued to have black eyes .

© Angela Posey-Arnold BSN, RN is a retired DON in a Long 
Term Care facility. angela@angelaposeyarnold.com

An experience in Behavior Management–A director 
of Nursing’s’ Perspective



•  PAGE 10  •  THE ALABAMA NURSE SEPTEMBER, OCTOBER, NOVEMBER 2008

Antifreeze Poisoning
How toxic are ethylene glycol and methanol?

Both of these antifreeze agents are extremely toxic . 
Ingestions should almost always be considered a medical 
emergency . Serious toxicity has occurred with the ingestion 
of as little as 0 .1 mL/Kg of 100% methanol . The minimum 
lethal dose is estimated to be about 1 mL/kg of methanol 
and approximately 1 .5 mL/kg of ethylene glycol .

An interesting fact is that ethylene glycol and methanol 
are not very toxic before being metabolized . Both are 
converted by alcohol dehydrogenase and aldehyde 
dehydrogenase to toxic metabolites: glycolic acid and 
oxalate from ethylene glycol, and formic acid from 
methanol .

Can toxicity occur from other types of exposures?
Yes, toxicity can occur from inhalation and dermal 

exposures to methanol or ethylene glycol; however, severe 
toxicity is much more likely with ingestions .

What are the clinical effects seen when someone drinks 
antifreeze?

Most patients initially have mild symptoms and appear 
inebriated, sometimes leading to a misdiagnosis of ethanol 
intoxication . More severe effects occur over the next 
48/72 hours as the chemicals are metabolized to toxic 
metabolites .

Nausea, vomiting, tachycardia, hypertension followed 
by hypotension, tachytnea, lethargy, coma and renal 
failure are seen with ethylene glycol poisonings . 
Methanol produces similar central nervous system and 
gastrointestinal symptoms but renal function remains 
intact . Methanol poisoning is characterized by visual 
defects, often described as looking through a snowstorm, 
and blindness due to toxic effects of the methanol 
metabolite on the retina and optic nerve . A hallmark 
of both poisonings is a severe anion gap metabolic 
acidosis Since serum concentrations of ethylene glycol 
and methanol are usually done off-site and thus delayed, 
poisonings should be suspected and assumed in the 
presence of an unexplained anion gap metabolic acidosis .

How are ethylene glycol and methanol poisonings 
treated?

Ethylene glycol and methanol are rapidly absorbed; 
therefore gastrointestinal decontamination is usually not 
helpful . However, gastric lavage may be considered if the 
ingestion occurred within an hour of presentation to the 
emergency department . Activated charcoal does not bind 
either chemical and should only be given if coingestants 
are suspected . Early and aggressive treatment with 
sodium bicarbonate is essential to correct the metabolic 
acidosis . Ethanol and fomepizole are antidotes that 
inhibit the conversion of ethylene glycol and methanol 
to toxic metabolites . Fomepizole (Antizol® should be 
administered intravenously immediately upon suspicion of 
antifreeze poisoning and continued until ethylene glycol 
or methanol blood levels are undetectable or if the patient 
is asymptomatic with normal pH and blood levels are 
below 20 mg/dL . Ethanol is difficult to dose, associated 
with adverse effects and is only utilized if fomepizole is 
not available . Theoretically, the administration of folate 
will increase the clearance of formic acid after methanol 
ingestion, and pyridoxine and thiamine will enhance 
the metabolism of ethylene glycol’s metabolites to non-
toxic compounds . Although the administration of vitamin 
cofactors has not been proven to be effective, they are 
recommended due to their safety . Hemodialysis should be 
considered if the patient develops renal failure, significant 
metabolic acidosis or an ethylene glycol or methanol level 
of at least 50 mg/dL .

What are diethylene glycol and propylene glycol?
Diethylene glycol is found in industry as antifreeze, 

brake fluids and various solvents, as well as in cosmetics 
and some canned cooking/heating fuels . It has properties 
and toxicity similar to ethylene glycol . Poisonings are 
not very common since it is not often found in everyday 
household products . Seventy years ago, more than 100 
people in the United States died after taking sulfanilamide 
mixed with diethylene glycol . This event led to the adoption 
of strict drug manufacturing regulations . Mass poisonings 
with diethylene glycol have occurred more recently in other 
countries . In Panama, at least 100 people died in 2006 as a 
result of taking cough syrup contaminated with diethylene 
glycol that had been substituted for glycerin . A Similar mass 
poisoning occurred in China that same year .

Propylene glycol is often called the “non-toxic 
antifreeze .” Serious poisonings are likely to occur unless 
very large quantities are ingested . Propylene glycol is 
also approved to be used in food, personal care products 
and pharmaceuticals . Lactic acidosis, ECG changes and 
hypotension have occurred as a result of receiving large 
quantities of parenteral drugs (primarily lorazepam) that 
contain propylene glycol . 

For assistance in diagnosing and treating suspected 
antifreeze poisonings, call the experts at the Poison Center 
at 800-222-1222 .

Reprinted with permission from Maryland Nurses Association.

Source reduction Alternatives 
Around the home

Many consumers look for ways to reduce the 
amount and toxicity of waste around the house . This can 
be done, in some cases, by using alternative methods or 
products without hazardous constituents to accomplish a 
certain task . Here are just a few ideas to get you started . 

Although the suggested mixtures have less hazardous 
ingredients than many commercial cleaners and pesticides, 
they should be used and stored with similar caution . Please 
follow these guidelines for any household cleaner or 
pesticide . 

Household Cleaners and Alternatives

 Household Alternative
 Cleaner

Drain cleaner Use a plunger or plumber’s snake .

Oven cleaner Clean spills as soon as the oven 
cools using steel wool and baking 
soda; for tough stains, add salt 
(do not use this method in self-
cleaning or continuous-cleaning 
ovens) .

Glass cleaner Mix 1 tablespoon of vinegar or 
lemon juice in 1 quart of water . 
Spray on and use newspaper to 
wipe dry .

Toilet bowl cleaner Use a toilet brush and baking soda 
or vinegar . (This will clean but not 
disinfect .)

Furniture polish Mix 1 teaspoon of lemon juice in 
1 pint of mineral or vegetable oil, 
and wipe furniture .

Rug deodorizer Deodorize dry carpets by 
sprinkling liberally with baking 
soda . Wait at least 15 minutes and 
vacuum . Repeat if necessary .

Silver polish Boil 2 to 3 inches of water in a 
shallow pan with 1 teaspoon of 
salt, 1 teaspoon of baking soda, 
and a sheet of aluminum foil . 
Totally submerge silver and boil 
for 2 to 3 more minutes . Wipe 
away tarnish . Repeat if necessary . 
(Do not use this method on antique 
silver knives . The blade will 
separate from the handle .) Another 
alternative is to use nonabrasive 
toothpaste .

Plant sprays Wipe leaves with mild soap and 
water; rinse .

Mothballs Use cedar chips, lavender 
flowers, rosemary, mint, or white 
peppercorns .

Flea and tick Put brewer’s yeast or garlic in your 
products  pet’s food; sprinkle fennel, rue, 

rosemary, or eucalyptus seeds or 
leaves around animal sleeping 
areas .

 DO NOT mix anything with a commercial cleaning 
agent . 

 If you do store a homemade mixture, make sure it is 
properly labeled and do not store it in a container that 
could be mistaken for food or beverage . 

 When preparing alternatives, mix only what is needed 
for the job at hand and mix them in clean, reusable 
containers . This avoids waste and the need to store 
any cleaning mixture .

Last updated on Thursday, January 24th, 2008 .
http://www .epa .gov/epaoswer/non-hw/reduce/catbook/alt .htm

eNvIrONMeNTAL ISSUeS
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banned its use . The Humane Society has also condemned 
its use .

In the U .S ., there are no restrictions on the use of rBGH . 
Nurses have the ability to help stop the use of rBGH 
through the purchasing power of the hospitals (and nursing 
homes and schools) where we work . We are calling upon 
the nursing profession to help eliminate the use of rBGH 
by asking these institutions to purchase rBGH-free dairy 
products . 

To this end, we have created a template for a letter that 
you can use to send to the Director of Food Services and 
the administrators in the hospitals where you work and 
throughout your state . You can find this letter in our online 
Nurses’ rBGH Toolkit, along with a fact sheet, summary 
of the scientific literature, and a video that you can use to 
educate yourself, other nurses, patients and the decision-
makers who establish the food purchasing policies at your 
institutions . To visit the online Nurses’ rBGH Toolkit, go 
to: www .noharm .org/us/nurses/rbgh . We encourage you 
to download this information and share it with others . 
We also encourage you to print out and send a postcard to 
Dannon and to Yoplait which asks them to provide yogurt 
that is rBGH-free . Finally, included in the toolkit is a dairy 
purchasing guide for hospitals and a state-by-state listing 
of the brands of dairy that are rBGH-free . Nurses can use 
this listing when choosing dairy products for personal 
consumption, and to advise patients and food services .

Health Care Without Harm, an international coalition 
working to create the healthiest, safest, and most 
sustainable hospitals, has taken a formal position on 
rBGH and calls for eliminating its use . (See: http://www .
noharm.org/details.cfm?ID=1104&type=document) . There 
is also an excellent eight-page referenced booklet, Know 
Your Milk, developed by Oregon Physicians for Social 
Responsibility . (See: http://www .psr .org/site/DocServer/
Brochure2007_Final .pdf?docID=4521) . 

Recombinant Bovine Growth Hormone (rBGH) is a 
genetically-engineered growth hormone that is injected 
into cows on 10–15% of the U .S . dairy farms to increase 
their milk production . Unfortunately, the use of rBGH also 
increases disease rates in cows and creates the potential 
for human health risks . Nurses have an opportunity to help 
eliminate this practice by encouraging their hospitals (and 
nursing homes and schools) to purchase dairy products 
from dairies that do not use rBGH .

Also known as rBST (recombinant Bovine 
Somatotropin), rBGH has been shown to increase the 
incidence of 16 different veterinary conditions in cows . 
These include mastitis, chronic diarrhea, reproductive 
problems, and low birth weight calves .

The American Nurses Association adopted a resolution 
in June of this year calling for healthier food in health care, 
including the elimination of rBGH in dairy production . The 
ANA has also adopted the Precautionary Principle to guide 
our practice and advocacy and calls for us to act on early 
and credible scientific warnings rather than delay action 
until more scientific evidence is developed . In addition 
to the adverse health impacts on dairy cows, there are a 
number of indicators that rBGH may pose human health 
risks . For example, dairy cows treated with rBGH produce 
milk with greater levels of insulin-like growth factor (IGF-
1) . Studies indicate that elevated levels of IGF-1 promote 
an increased risk of cancer in humans . 

An additional concern is that cows who receive rBGH 
are more likely to suffer from mastitis and therefore require 
antibiotic treatment . The use of antibiotics in agriculture 
creates the conditions for antibiotic resistant organisms 
to develop in the affected animals, and in our air, soil 
and water, thus contributing to the significant and costly 
problem of antibiotic resistance that we face in health care 
today . This additional use of antibiotics in dairy production 
could simply be avoided by eliminating the use of rBGH . 

Worldwide, the vast majority of dairy farms are 
producing milk without the use of rBGH . The European 
Union, Canada, Japan and other countries have, in fact, 

What is rBST and Why the Concern? We are confident that our voices, as nurses, will be an 
important addition to the choir of concerned consumers 
who are demanding that our food be safe and healthy .  

If you have any questions or if you would like to get 
more involved, please contact Louise Mitchell (410) 706-
1924 or lmitc001@son .umaryland .edu, a member of 
Health Care Without Harm’s national Food Work Group, 
a liaison to the Nurses Work Group, and the Sustainable 
Foods Coordinator for Maryland Hospitals for a Healthy 
Environment .

What Nurses Can Do
About rBGH in Dairy Production

Use the online Nurses’ rBGH Toolkit at: www.noharm.
org/us/nurses/rBGH

1 . Educate yourself and other nurses 
2 . Ask your hospital to purchase rBGH-free dairy 

products
3 . Educate your patients
4 . Educate the public and other hospital staff
5 . Purchase organic or rBGH-free dairy products
6 . Send Dannon and Yoplait a postcard asking them to 

provide rBGH-free yogurt
7 . Start a green team or food committee at your 

hospital or health care facility

References:
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Every year the Centers for Disease Control samples the 
U .S . population to see how we’re doing . The people who are 
selected represent a mix of Americans, varied by race, age, 
socio-economic status, and geography . Those who are selected 
are given a physical exam and asked a lot of questions about 
their lifestyles, their homes, their work, and their health 
behaviors . In the last several years, the CDC has added a new 
dimension to this effort, known as the National Health and 
Nutrition Exam Study . They started to send people’s blood, 
urine and breast milk samples to the lab to be tested for 
chemicals that should never be in the human body–chemicals 
that are emitted from smoke stacks, chemicals that are in 
our drinking water and chemicals that are in our everyday 
products, all of which are finding their way into our bodies .

The results of this study tell a story . They tell us that the 
DDT, a pesticide associated with breast and other cancers 
that was banned in this country in 1972, is still found in most 
American’s bodies . This is the tale of persistence . Many of the 
man-made chemicals that have been invented since the middle 
of the 20th century do not break down, but rather stay in tact 
and stay around–in our air, water, soil, food and in our bodies . 
Of the more than 80,000 chemicals that have been introduced 
into industry and commerce, virtually none of them were 
required to be tested for their potential human health effects .

Another story line is that chemicals can accumulate in 
our body over time, especially chemicals that are not easily 
excreted by the body . These chemicals can be stored in a 
variety of places in the human body–in our fatty tissues (many 
pesticides), in the hard part of our bones and teeth (lead), in 
our endometrial tissue (dioxins), and in our breasts (DDT) . 
Sometimes these chemicals mobilize within our body . For 
example, during pregnancy and breast feeding, chemicals can 
be transferred to the fetus and infant, respectively .

The plot thickens when we begin to understand that many 
of these chemicals are associated with health risks . Some of 
these chemicals are associated with a range of health risks, not 
just one . There is at least one study about the potential toxic 
effects for over 80,000 chemicals that are in our environment 
and for many of these chemicals there are studies indicating 
a number of risks . These chemicals are not just being emitted 
by factories, but rather are chemicals that are commonly found 

in our personal care products, cleaning products, in toys, and 
even our pet supplies .

So what’s the conclusion of this unfolding story? The 
conclusion includes a population that is now suffering 
from a variety of ailments at greater rates than in previous 
generations–higher rates of asthma, autism, certain childhood 
cancers, infertility, and obesity . The good news about breast 
cancer is that the most recent rates appear to be slowing and 
some of this change appears to be concurrent with women’s 
choice to stop using hormone replacement therapies . The bad 
news is that there is still way too much breast cancer .

As a nurse, I look at my aging profession which is 
predominantly women and think about our collective risk for 
breast cancer–12% of us are likely to be diagnosed with breast 
cancer . In addition to the personal crisis that breast cancer can 
befall an individual nurse, the collective loss of nurses due to 
illness will worsen the already critical shortage of nurses .   

And what’s the moral of this story? Our environmental 
and chemical policies have failed to protect us and we need 
to change this . We need policies that reduce and eliminate 
potentially toxic chemicals, including carcinogens, from 
our daily lives . And we need to make the healthiest choices 
possible when we are making decisions about what we eat, 
drink, and slather on our bodies . While the Race for the Cure 
is an amazing success story regarding its ability to raise funds 
for research, we also need a Race for Prevention to fund a 
campaign to get the carcinogens and other toxic chemicals out 
of our every day products, our of the air and water .

On the policy side, a new chemical reform act has been 
introduced in Congress that will help to decrease and/or 
eliminate some of the toxic chemicals that are being used 
in commerce . While the title of the bill is the Kids Safe 
Chemical Act, the truth is that we will all be better protected 
by its passage . This act calls for chemical manufacturers to 
test their products before they will be allowed to bring them 
to market–a policy that is now in place in Europe . For more 
information about this bill and what you can do, go to http://
www.ewg.org/kidsafe .

Another way in which we can all make small but significant 
changes is by becoming informed consumers . There are a 
great many sources of information about being “green” which 
is often synonymous with least toxic . Here are a few that can 
help guide you to choosing less and non-toxic options:

• Cosmetics–http://www .cosmeticsdatabase .com 
• Green—cleaning–http://www .grist .org/advice/

possessions/2003/03/18/possessions-cleaning/ 
 And http://www .treehugger .com/files/2007/01/how_to_

green_your_cleaning .php
• Pesticides–www .beyondpesticides .org
• Home and family—http://healthychild .org/main/

categories/products/
• Green Seal–http://www .greenseal .org/
• Green buildings–http://globalgreen .org/greenbuilding/  
And for general information on environmental health, 

check out ToxTown, presented by the National Library of 
Medicine: http://toxtown .nlm .nih .gov/

Barbara Sattler, RN, DrPH, FAAN, Professor and Director of 
the Environmental Health Education Center at the University of 
Maryland School of Nursing, the home of the first Masters Degree 
and Post-Masters Certificate in Environmental Health Nursing. 
(www.enviRN.umaryland.edu) and Co-Chair of the Nurses’ 
Workgroup for Health Care Without Harm.

Reprinted with permission of the Environmental Health 
Education Center of the University of Maryland School of Nursing.
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Alabama State Nurses Association Individual Affiliate–Non RN Member Only
360 North Hull Street
Montgomery, AL 36104 ___ New Application ___ Renewal
Telephone: 334-262-8321
FAX: 334-262-8578
Email: memberasna@bellsouth.net

Name: _________________________________________

Address: _______________________________________

______________________________________________
 City State Zip

SSN (Last 4 Only): ___________

County: ________________________________________

Credentials: _____________________________________

ABN License # ___________________________________

Home Phone: ____________________________________

Work Phone: ____________________________________
 (Ext)
E-mail Address __________________________________

Cell Phone: _____________________________________

Employment Status: ___F/T    ___P/T
                                ___Unemployed    ___Retired    
Employer: ______________________________________

Employer Address: ________________________________

______________________________________________
 City State Zip

Recruited By: ____________________________________

Authorization: In order to provide Semi Annual payments to Alabama State Nurses Association (ASNA)
1. This is to authorize ASNA to withdraw 1/2 of my annual dues and any additional services fees from my checking/credit account 

biannually on or after the 15th day of the 7th month, which is designated and maintained as shown by the enclosed payment for the first 
six (6) month’s payment.

2. ASNA is authorized to change the amount by giving the undersigned thirty (30) days written notice.
3. The undersigned may cancel this authorization at renewal time upon receipt by ASNA of written notification of termination twenty (20) 

days prior to deduction date as designated above. ASNA will charge a $25.00 fee for any returned drafts/checks.

Authorized Signature: ___________________________________________________________________  Date: __________________

Payments to ASNA are not deductible as charitable contributions for Federal Income Tax Purposes. However, they may be deductible under 
other provisions of the Internal Revenue Code; check with your accountant. 

Policies:
1. Affiliate privileges are initiated upon verification of membership qualification and receipt of first payment.
2. The expiration date of the affiliate year shall be the last day of the month in which you joined.
3. You may be cancelled if you fail to pay your dues within thirty days after the expiration date or payment due date.
4. Late payments may result in a lapse and a change in your expiration date.
5. Payment method/affiliate status may be changed at expiration (renewal) date only.
6. Submission of an affiliate application constitutes intent to retain affiliation for a period of 12 months. Payments are not refundable.
7. PAYMENTS MUST ACCOMPANY APPLICATION. Please note that all Installment plans include a $2.50 bi-annual service fee.  
 Do not add this $5.00 to your payment; it is already built in. Make all checks or money orders payable to: 
 ASNA/ANA and mail to 360 North Hull Street, Montgomery, Alabama 36104.
8. For further affiliate information, please contact ASNA at 1-800-270-2762 or, in the Montgomery area, (334) 262-8321.

Dues Options

Visa/Master/Debit Card Payment Option 

Visa/Master/Debit Card #: _____________________________

Exp. Date: ___________________

Signature of Cardholder: ______________________________

Individual Affiliate Dues (LPN, PA, Etc.):

___$95.00 Annual Payment  ___$50.00 Semi Annual Payment

Dues Amount:   ____________

Tax Deductible Donation to ANF:  ____________

Total Enclosed:  ____________

Organizational and Corporate Affiliations are available. Please 
contact the ASNA Office at 334-262-8321 for more information.

ASNA Use Only

DIST: ____________________COUN:________________

RCVD: ____________________ EXP:________________

$ ENC: __________________ CH #:________________

MeMBerShIP NeWS
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Application for Membership in ASNA/ANA 

Please check One New Application ___    Renewal ___ ANA ID# ___________________ Today’s Date ______________

Name–First/Middle/Last:: _________________________________________________________________________

Credentials: __________________________________ RN License #: ______________________________________

Address: ______________________________________________________________________________________

________________________________________________________________ County _______________________
 City State Zip

Home Phone: ____________________________________  Home Fax: ______________________________________

Work Phone: _______________________  (Ext) ________  Work Fax: ______________________________________

Cell Phone: __________________________________ E-mail Address  _____________________________________

Employer: _____________________________________________________________________________________

Employer Address: _______________________________________________________________________________
 City State Zip

Recruited By:  UAN Member:    ___Yes     ___No        Preferred Contact:    ___Home    ___Work

CIRCLE YOUR MEMBERSHIP CATEGORY
M–Full Membership–Employed full or part-time

R–Reduced Membership–Not employed~full-time student or new graduate within six months after graduation from basic 
nursing education program FIRST MEMBERSHIP YEAR ONLY

S–Special Membership–62 years of age or over and not employed, or totally disabled

D–Direct /Non ANA Member

PAYMENT PLAN (CHECK 0NE BOX)

 ELECTRONIC DUES DEDUCTION FROM CHECKING ACCOUNT
 M–$24.58 Month R–$12.54 Month S–$6.52 Month D–$15.08 Month

Monthly Bank Draft/Credit Card Authorization (Please initial choice):

Read and sign the authorization below. Enclose a check made payable to ASNA/ANA for the first month’s dues (see rates 
listed above). This amount will be deducted from your checking/.credit card account each month.

________ This is to authorize ANA to withdraw 1/12 of my annual dues and any additional services fees from my checking 
account each month on or after the 15th day of each month, which is designated and maintained as shown by the 
enclosed check for the first month’s payment.

________ This is to authorize ANA to withdraw 1/12 of my annual dues and any additional services fees from my credit card 
account each month on or after the 1st day of each month, which is designated and maintained as shown by the 
enclosed payment for the first month’s payment.

1. ANA is authorized to change the amount by giving the undersigned thirty (30) days written notice.
2. The undersigned may cancel this authorization at renewal time upon receipt by ANA of written notification of 

termination twenty (20) days prior to deduction date as designated above. Please note that all Bank Draft plans 
include a $6.00 annual service fee. Do not add this $6.00 to your payment; it is already built in. ANA will charge a $5.00 
fee for any returned drafts.

Authorized Signature: __________________________________________________ Date: ______________________

 FULL ANNUAL PAYMENT
 M–$289 R–$144.50 S–$72.25 D–$175

PAYMENT METHOD

   CHECK ENCLOSED    VISA    MASTERCARD

Card Number: ___________________________________________________ Exp. Date: _____________________

Authorized Signature: __________________________________________________ Date: ______________________

Payments to ASNA/ANA are not deductible as charitable contributions for Federal Income Tax Purposes. However, they may be deductible 
under other provisions of the Internal Revenue Code; check with your accountant.

For Office Use Only:
Date Rec’d ____________    Dist # _______    County # ____________________    $Enclosed __________    Method ____________

Please return this completed application with your payment to Customer and Member Billing, American Nurses Association, P.O. Box 
17026, Baltimore, MD–21297-0405 or Fax to 334-262-8578

MeMBerShIP NeWS

New/re-New/rejoin
District 1:
Beverly Strickland, RN
Robert Love, Jr ., BSN, RN
Faye Anderson, DNS, RN, CNAA
Martha B . Smith, RN
Maria Steele, RN
April Burkett Jackson, RN
Sonya Tolbert, LPN
Patricia Gardner, RN
Constance S . Hendricks, PhD, RN
Bello Onaghise, RN
Katie Pardon, RN
Christine Anne, RN, CRNP

District 2:
Erica Wilson Walker, RN
Elena Wilson, RN
Pamela Kay Moody, RN
Jane E Kelly, RN
Debra LaGrone, RN
Melissa Tatum, RN
Frances Estes, RN
Mary Johnston, RN
Carol Mapp, RN
Stephen Rhorer, RN

District 3:
Velinda Block, RN
Rebecca Bryan, RN
Rebecca Ann Daugherty, RN
Agnes Charlynne Florea Mercado, RN
Dr . Jacqueline Ann Moss, RN
Angela M . Hyche Seals, RN
Heather J . Sobko, RN
Donna R . Packa, RN, DSN
Jerry McDuffie, RN
Angela Carmichael, RN
Ashley Fuller, RN
Mary Harkins, RN
Cheryl Anderson Lane, ANP-C, FNP-BC
Cynthia Turpak Slater, LPN
Mary Lane, CRNP
Heather Barry, BSN, RN
Criscelia Agee, RN
Lisa Ansley, RN
Jana Morgan, RN
Amy Price, RN

District 4:
Leigh Ann Minchew, RNC, MSN, CRNP 
Rachel Klumpp, RN
Sheila Renee Cox, RN
Vernon LaMont Miller, RN
Csierra Bonita Payne, RN
Cindy McIntyre Horton, RN
Lynne S . Jackson, RN
Andrea S . Pitts, RN
Linda Fontenot, RN C MSN

District 5:
Ramona B . Lazenby, EdD, CRNP, RN  
Anita McFaddin, RN, MSN
Beatrice Odero, RN
Charlotte Marie Hoerlein, RN
Kathy Lorraine Austin, LPN
Debra Elaine Phillips, RN
Edward H . Pair, RN, BSN
Diane Bilotta, RN
Sonja Lee Capps, RN
Peggy Cooper, RN, C
Suzanne Driggers, RN
Karen Wakefield, RN
Allison Chandler, RN, BSN
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Making a difference
When my students ask me if they can really make a 

difference in the lives of others I always say, “of course 
you can .” You may not be able to change major health 
policy but you can most definitely make a change in one 
individual’s life . When they ask me these questions it 
gives me pause and time to think back on my 29 years of 
nursing . 

Back in the 1980’s I was a new nurse working in a large 
multi-specialty pediatric clinic in a major county hospital . 
Each day of the week was set aside for a particular 
specialty clinic . Tuesday being pediatric oncology clinic 
was a day of sadness . We had so many kids all in different 
stages of treatment . The kids were multi-cultural from 
diverse backgrounds . English was often their second 
language . Many had to rise before 6 AM to catch the city 
bus to the hospital for a day of treatment . 

When they arrived at the clinic, Kathy the volunteer had 
warm chocolate chip cookies for them and cold milk . They 
had books and toys for them to play with while they waited 
patiently for their turn to have blood drawn, see the doctor, 
and then have their scheduled treatment . The Asian lab 
technician was always so kind and gentle . He would warm 
their little fingers before he stuck them . He would talk to 
them and try to calm their fears . We all felt like we were 
part of a loving healthcare team . 

There were two kids that I often think about, Krystal 
and Kenny . They were brother and sister so close in age 
they could have been twins . Kenny was seven, strong 
and protective of Krystal . She was the sick one . The one 
with the terrible diagnosis of neuroblastoma . She was in 
treatment but the prognosis was grim . She came to the 

clinic once a week with her elderly grandmother and her 
brother . They road the bus and always arrived on time . 
Dressed so neatly and just so sweet . They would come up 
to me and give me a big hug and kiss and I would always 
hold their hands and take them to the cafeteria for a special 
treat . 

Some time during the course of treatment we found out 
that it was Krystal’s birthday and she was going to turn six 
years old . That week we all planned a surprise party for 
her . Maria the EKG tech baked the most beautiful Barbie 
doll cake I have ever seen . Barbie had on a full pink skirt 
and her body was covered with pink icing . We set up an 
exam room that was not being used and we covered the 
examining table with a pink paper tablecloth . 

Then we placed the cake in the middle of the table and 
shined the large exam light on the cake . We all purchased 
small gifts and placed them around the cake . We dimmed 
the lights and the scene was very dramatic . We called 
Krystal, Kenny and Grandma back to the room . It is 
hard for me to express what their faces looked like at that 
moment . Krystal was stunned . Her little skinny legs were 
shaking, and she was crying tears of joy . Grandma Sarah 
was so overwhelmed with emotion that she too was crying . 
Kenny was so excited at the cake he just couldn’t wait to 
eat a piece . 

We all had tears in our eyes . The oncologists were 
choked up and everyone just started clapping and laughing . 
How I felt that day is just something that is hard to 
describe . 

Everyone ate cake and drank soda and just had a 
lighthearted time . As they were leaving Grandma Sarah 
came to me and said these words that I will never forget, 
“Krystal has never had a birthday party before in her life 

Unions Contacting Alabama State 
Nurses—Some Information that 

Might be of Interest

ASNA has received copies of several different materials 
primarily from the California Nurses Association and the 
SEIU (Service Employees International Union) . There are 
several items that might be of interest to RNs in Alabama .

1 . The California Nurses Association is NOT a member 
of the ANA . The CNA severed its membership in the 
ANA many years ago . DO NOT BE FOOLED into 
thinking that this group is a full-scope professional 
association…the only activities of the CNA are 
attempts to grow its own membership, and intrude 
into the workings of other professional associations .

2 . The SEIU is a union that represents many types of 
workers, not just nurses .

3 . All unions in the U .S . are looking for more and more 
members in order to continue the work that they do .

4 . Registered Nurses are a very good target for union 
activity, since they are mostly women, and, it is said, 
more easily swayed by union promises… DO NOT 
get angry at the author about this statement… it is a 
part of the strategy of the union movement!

5 . The CNA is asking for recipients of their materials 
to return a tear-off card that would ask the “National 
Nurses Organizing Committee to represent me in 
collective bargaining with my employer…” This is a 
ploy to get names and addresses of person who can 
then be counted as “members” of CNA .

6 . It is interesting to note in reading a number of articles 
in newspapers from across the country that the CNA 
and the SEIU are ardently working against each other 
in attempts to try to organize workers . The Wall 
Street Journal recently called the activities of the two 
unions a “slugfest .”

ASNA is aware that this activity of the CNA is 
taking place all across our nation . It is very important 
to remember that unions do have rights to try to attract 
new members . It is also very important to remember that 
nursing is a profession with a long history of being in 
the forefront of advocating for nurses and patients . All of 
the issues that are being touted by CNA as being “their” 
issues are issues that have long been an integral part of the 
agenda for the profession as exemplified by the work of the 
constituent members of the American Nurses Association . 
ASNA is the Alabama member of the American Nurses 
Association . ASNA welcomes all RNs to join with us to 
advance the practice of nursing and as it promotes and 
advocates for safe patient care and an accessible and 
affordable healthcare system .

Reprinted from the South Carolina Nurse with permission 
from Judith Curfman Thompson, IOM, Executive Director and 
Lobbyist

edITOrIAL PAge
and I just don’t know how to ever thank you .” I said, “You 
don’t ever have to thank me, we all did it out of love for 
Krystal and all of you .”

It wasn’t long after that day that I was sitting in an 
inner city church at the funeral for our little Krystal . So 
when my students ask me about making a difference in 
someone’s life I tell them, “Yes, what you do may change a 
person’s life forever and you never really know what it will 
be until it happens .”

Mary Battaglia RN, MSN, FNP
Assistant Professor Troy University
School of Nursing Montgomery Campus
mbattaglia@troy.edu
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Free, online instructions for creating a pill card–an 
illustrated medication schedule–using only a personal or lap 
top computer and printer are now available from the Agency 
for Healthcare Research and Quality

One in four Americans do not take prescription medicines 
as prescribed . Adherence to medication instructions is 
particularly important when people have chronic illnesses 
such as diabetes or heart failure . Many people who fail to 
adhere to medication instructions do so because they do 
not understand how to take their medicines . Medication 
non-adherence costs an estimated $100 billion annually in 
hospital admissions, doctor visits, lab tests, and nursing home 
admissions .

Research has shown that using a pill card with pictures 
and simple phrases to show each medicine, its purpose, how 
much to take, and when to take it reduces misunderstandings . 
A pill card can serve as a visual aid for confirming that 
patients understand how to take the medicines properly and 
as a reminder to take medicines . AHRQ’s How to Create a 
Pill Card provides step-by-step instructions for making a 
pill card . A person needs a computer with word processing 
software, a printer, and information on all of their medicines .

How to Create a Pill Card is intended for anyone who 
takes medicines regularly or who cares for someone who 
does . More information can be found at www .ahrq .gov/qual/
pillcard/pillcard .htm .

Antidepressant use during pregnancy is linked to 
increases in preterm birth and potentially serious infant 
perinatal problems

From 10 to 20 percent of pregnant women suffer from 
depression . Since depression’s impact on both mother and 
developing fetus can be profound, treating moderate to 
severe depression with antidepressants during pregnancy 
is generally recommended . However, a new study warns 
about increases in preterm deliveries and newborn disorders 
in infants whose mother took antidepressants . Whether 

these risks were due to the antidepressants, the underlying 
depression, or other factors such as smoking could not be 
determined in this study .

In this study, infants exposed to the newer selective 
serotonin reuptake inhibitors (SSRIs) or the older tricyclic 
antidepressants (TCAs) during pregnancy had a significant 
increase in preterm delivery .

Also, full-term infants exposed to SSRIs during the third 
trimester had a higher risk or respiratory distress syndrome, 
endocrine and metabolic disturbances, low blood-sugar 
levels, temperature regulation disorders, and convulsions . 
Infants exposed to TCAs during the third trimester had a 
higher risk of respiratory distress syndrome, endocrine and 
metabolic disturbances and temperature regulation disorders .

Neither SSRIs nor TCAs were associated with an 
increased risk for congenital anomalies . Six percent of infants 
exposed in utero to SSRIs and 8 percent exposed to TCAs 
had feeding problems; approximately 0 .7 percent of infants 
exposed in utero to either SSRIs or TCAs had convulsions .

Investigators at the HMO Research Network’s Center 
for Education and Research in Therapeutics identified 
2,201 women who were prescribed an antidepressant 
during pregnancy and who delivered an infant within 1 or 
5 managed care organizations . They analyzed the HMO 
databases to examine the association between use of TCAs 
and SSRIs by trimester with rates of congenital anomalies 
or perinatal complications compared with infants of 
mothers who were not prescribed antidepressants during 
pregnancy . The study was supported in part by the Agency 
for Healthcare Research and Quality (HS10391) .

More details are in “Risks of congenital malformations 
and perinatal events among infants exposed to antidepressant 
medications during pregnancy,” by Robert L . Davis, M .D ., 
M .P .H ., David Rubanowice, B .S ., Heather McPhillips, M .D ., 
M .P .H ., and others, in Pharmacoepidemiology and Drug 
Safety 16, pp . 1086-1094, 2007 .

Reprinted from May 2008 issue of Research Activities

Smoking in the home leads to more emergency visits 
and hospitalizations for lung problems among young 
children

Smoking inside the home may more than double the 
risk of a young child having an emergency department 
(ED) visit and more than triple their risk of hospitalization 
for respiratory conditions, finds a new study . Agency for 
Healthcare Research and Quality investigators Lan Liang, 
Ph .D ., and Stephen C . Hill, Ph .D ., examined health care use, 
expenditures, and bed days among 2,759 children up to age 4 
from the1999 and 2001 Medical Expenditure Panel Surveys . 
They then linked these data to reports of smoking inside the 
home from the National Health Interview Survey .

Indoor smoking increased by 5 percent the probability 
of ED visits for respiratory conditions and the probability 
of hospitalization for these conditions by 3 percent . Indoor 
smoking was also associated with an 8 percent increase in 
the probability that a child would be laid up in bed because of 
respiratory illness . Similarly, among children visiting the ED 
for respiratory problems, roughly 18 percent may have had 
at least one visit related to smoking inside the home . Also, 
among children with at least one hospital stay for respiratory 
problems, roughly 36 percent may have had at least one stay 
related to smoking inside the home .

Indoor smoking was also costly . It was associated with 
$117 in additional health care expenditures for each child 
exposed to indoor smoking . Extrapolation this figure to the 
U .S . population, smoking inside the home adds roughly 
$415 million to annual health care expenditures for young 
children . There were no significant effects of living with 
adult smokers who smoked outside the home .

More details are in “Smoking in the home and children’s 
health,” by Drs . Hill and Liang, in the February 2008 
Tobacco Control 17, pp . 32-37 . Reprints (AHRQ Publication 
No . 08-R050) are available from AHRQ .*

NOTE: Only items marked with a single (*) asterisk are 
available from the AHRQ Clearinghouse . See the back cover 
of Research Activities for ordering information . Consult a 
reference librarian for information on obtaining copies of 
articles not marked with an asterisk .

Reprinted from June, 2008 issue of Research Activities

reSeArCh COrNer
New Pill Card helps Patients Take Medications on Time
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In order to better inform our members, ASNA has given you this information on 
Presidential Nominee John McCain (R). This information was taken directly from his Web 
site at www.johnmccain.com. ASNA has not endorsed a candidate for President of the United 
States, but we do encourage you to exercise your Constitutional right to vote for the candidate 
of your choice on November 4.

John McCain: Straight Talk on 
Health System Reform

A “Call to Action” 
John McCain believes we can and must provide access to health care for every 

American . He has proposed a comprehensive vision for achieving that . For too long, our 
nation’s leaders have talked about reforming health care . Now is the time to act .

Americans Are Worried About Health Care 
Costs. The problems with health care are well 
known: it is too expensive and 47 million people 
living in the United States lack health insurance . 

John McCain’s Vision for Health Care 
Reform

 
John McCain Believes The Key To Health 

Care Reform Is To Restore Control To The 
Patients Themselves. We want a system of health care in which everyone can afford and 
acquire the treatment and preventative care they need . Health care should be available 
to all and not limited by where you work or how much you make . Families should be in 
charge of their health care dollars and have more control over care .

Making Health Insurance Innovative, Portable and Affordable

John McCain Will Reform Health Care Making It Easier For Individuals And 
Families To Obtain Insurance. An important part of his plan is to use competition to improve 
the quality of health insurance with greater variety to match people’s needs, lower prices, and 
portability . Families should be able to purchase health insurance nationwide, across state lines .

ELECTION 2008
In order to better inform our members, ASNA has given you this information on 

Presidential Nominee Barack Obama (D). This information was taken directly from his 
Web site at www.barackobama.com . ASNA has not endorsed a candidate for President 
of the United States, but we do encourage you to exercise your Constitutional right to 
vote for the candidate of your choice on November 4.

Barack Obama’s Plan for a Healthy America
“We now face an opportunity—and an obligation —to 

turn the page on the failed politics of yesterday’s health care 
debates… My plan begins by covering every American . If you 
already have health insurance, the only thing that will change 
for you under this plan is the amount of money you will 
spend on premiums . That will be less . If you are one of the 
45 million Americans who don’t have health insurance, you 
will have it after this plan becomes law . No one will be turned 
away because of a preexisting condition or illness .”

— Barack Obama, Speech in Iowa City, IA, May 29, 2007

The Problem

Millions of Americans are uninsured or underinsured because of rising medical 
costs: 47 million Americans—including nearly 9 million children—lack health insurance 
with no signs of this trend slowing down . 

Health care costs are skyrocketing: Health insurance premiums have risen 4 times 
faster than wages over the past 6 years . 

Too little is spent on prevention and public health: The nation faces epidemics of 
obesity and chronic diseases as well as new threats of pandemic flu and bioterrorism . Yet 
despite all of this less than 4 cents of every health care dollar is spent on prevention and 
public health . 

Barack Obama’s Plan

Quality, Affordable and Portable Coverage for All
• Obama’s Plan to Cover Uninsured Americans: Obama will make available a 

John McCain cont. on page 19 Barack Obama cont. on page 19
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John McCain Will Reform The Tax Code To Offer More Choices Beyond Employer-
Based Health Insurance Coverage. While still having the option of employer-based coverage, 
every family will also have the option of receiving a direct refundable tax credit—effectively 
cash—of $2,500 for individuals and $5,000 for families to offset the cost of insurance . Families 
will be able to choose the insurance provider that suits them best and the money would be sent 
directly to the insurance provider . Those obtaining innovative insurance that costs less than the 
credit can deposit the remainder in expanded Health Savings Accounts .

John McCain Proposes Making Insurance More Portable. Americans need insurance 
that follows them from job to job . They want insurance that is still there if they retire early and 
does not change if they take a few years off to raise the kids .

John McCain Will Encourage And Expand The Benefits Of Health Savings Accounts 
(HSAs) For Families . When families are informed about medical choices, they are more 
capable of making their own decisions and often decide against unnecessary options . Health 
Savings Accounts take an important step in the direction of putting families in charge of what 
they pay for .

A Specific Plan of Action: Ensuring Care for Higher Risk Patients

John McCain’s Plan Cares For The Traditionally Uninsurable. John McCain 
understands that those without prior group coverage and those with pre-existing conditions 
have the most difficulty on the individual market, and we need to make sure they get the high-
quality coverage they need .

John McCain Will Work With States To Establish A Guaranteed Access Plan. 
As President, John McCain will work with governors to develop a best practice model 
that states can follow - a Guaranteed Access Plan or GAP—that would reflect the best 
experience of the states to ensure these patients have access to health coverage . One 
approach would establish a nonprofit corporation that would contract with insurers to 
cover patients who have been denied insurance and could join with other state plans to 
enlarge pools and lower overhead costs . There would be reasonable limits on premiums, 
and assistance would be available for Americans below a certain income level .

John McCain Will Promote Proper Incentives. John McCain will work with 
Congress, the governors, and industry to make sure this approach is funded adequately 
and has the right incentives to reduce costs such as disease management, individual case 
management, and health and wellness programs .

A Specific Plan of Action: Lowering Health Care Costs

John McCain Proposes A Number Of Initiatives That Can Lower Health Care Costs. 
If we act today, we can lower health care costs for families through common-sense initiatives . 
Within a decade, health spending will comprise twenty percent of our economy . This is taking 
an increasing toll on America’s families and small businesses . Even Senators Clinton and 
Obama recognize the pressure skyrocketing health costs place on small business when they 
exempt small businesses from their employer mandate plans .

CHEAPER DRUGS: Lowering Drug Prices. John McCain will look to bring 
greater competition to our drug markets through safe re-importation of drugs and faster 
introduction of generic drugs .

CHRONIC DISEASE: Providing Quality, Cheaper Care For Chronic Disease. 
Chronic conditions account for three-quarters of the nation’s annual health care bill . 
By emphasizing prevention, early intervention, healthy habits, new treatment models, 
new public health infrastructure and the use of information technology, we can reduce 
health care costs . We should dedicate more federal research to caring and curing chronic 
disease .

COORDINATED CARE: Promoting Coordinated Care. Coordinated care—with 
providers collaborating to produce the best health care—offers better outcomes at lower 
cost . We should pay a single bill for high-quality disease care which will make every 
single provider accountable and responsive to the patients’ needs . 

GREATER ACCESS AND CONVENIENCE: Expanding Access To Health Care. 
Families place a high value on quickly getting simple care . Government should promote 
greater access through walk-in clinics in retail outlets .

INFORMATION TECHNOLOGY: Greater Use Of Information Technology To 
Reduce Costs. We should promote the rapid deployment of 21st century information 
systems and technology that allows doctors to practice across state lines .

MEDICAID AND MEDICARE: Reforming The Payment System To Cut Costs. 
We must reform the payment systems in Medicaid and Medicare to compensate providers 
for diagnosis, prevention and care coordination . Medicaid and Medicare should not pay 
for preventable medical errors or mismanagement .

SMOKING: Promoting The Availability Of Smoking Cessation Programs. Most 
smokers would love to quit but find it hard to do so . Working with business and insurance 
companies to promote availability, we can improve lives and reduce chronic disease 
through smoking cessation programs .

STATE FLEXIBILITY: Encouraging States To Lower Costs. States should have 
the flexibility to experiment with alternative forms of access, coordinated payments 
per episode covered under Medicaid, use of private insurance in Medicaid, alternative 
insurance policies and different licensing schemes for providers .

TORT REFORM: Passing Medical Liability Reform. We must pass medical 
liability reform that eliminates lawsuits directed at doctors who follow clinical guidelines 
and adhere to safety protocols . Every patient should have access to legal remedies in 
cases of bad medical practice but that should not be an invitation to endless, frivolous 
lawsuits .

TRANSPARENCY: Bringing Transparency To Health Care Costs. We must 
make public more information on treatment options and doctor records, and require 
transparency regarding medical outcomes, quality of care, costs and prices . We must also 
facilitate the development of national standards for measuring and recording treatments 
and outcomes .

Confronting the Long-Term Challenge 

John McCain Will Develop A Strategy For Meeting The Challenge Of A 
Population Needing Greater Long-Term Care . There have been a variety of state-
based experiments such as Cash and Counseling or The Program of All-Inclusive Care 
for the Elderly (PACE) that are pioneering approaches for delivering care to people in 

new national health plan to all Americans, including the self-employed and small 
businesses, to buy affordable health coverage that is similar to the plan available to 
members of Congress . The Obama plan will have the following features: 
– Guaranteed eligibility . No American will be turned away from any insurance 

plan because of illness or pre-existing conditions . 
– Comprehensive benefits . The benefit package will be similar to that offered 

through Federal Employees Health Benefits Program (FEHBP), the plan 
members of Congress have . The plan will cover all essential medical services, 
including preventive, maternity and mental health care . 

– Affordable premiums, co-pays and deductibles . 
– Subsidies . Individuals and families who do not qualify for Medicaid or SCHIP 

but still need financial assistance will receive an income-related federal subsidy 
to buy into the new public plan or purchase a private health care plan . 

– Simplified paperwork and reined in health costs .
– Easy enrollment . The new public plan will be simple to enroll in and provide 

ready access to coverage . 
– Portability and choice . Participants in the new public plan and the National 

Health Insurance Exchange (see below) will be able to move from job to job 
without changing or jeopardizing their health care coverage . 

– Quality and efficiency . Participating insurance companies in the new public 
program will be required to report data to ensure that standards for quality, 
health information technology and administration are being met . 

• National Health Insurance Exchange: The Obama plan will create a National Health 
Insurance Exchange to help individuals who wish to purchase a private insurance plan . 
The Exchange will act as a watchdog group and help reform the private insurance market 
by creating rules and standards for participating insurance plans to ensure fairness and 
to make individual coverage more affordable and accessible . Insurers would have to 
issue every applicant a policy, and charge fair and stable premiums that will not depend 
upon health status . The Exchange will require that all the plans offered are at least as 
generous as the new public plan and have the same standards for quality and efficiency . 
The Exchange would evaluate plans and make the differences among the plans, including 
cost of services, public . 

• Employer Contribution: Employers that do not offer or make a meaningful 
contribution to the cost of quality health coverage for their employees will be 
required to contribute a percentage of payroll toward the costs of the national plan . 
Small employers that meet certain revenue thresholds will be exempt . 

• Mandatory Coverage of Children: Obama will require that all children have 
health care coverage . Obama will expand the number of options for young adults 
to get coverage, including allowing young people up to age 25 to continue coverage 
through their parents’ plans . 

• Expansion Of Medicaid and SCHIP: Obama will expand eligibility for the 
Medicaid and SCHIP programs and ensure that these programs continue to serve 
their critical safety net function . 

• Flexibility for State Plans: Due to federal inaction, some states have taken the lead in 
health care reform . The Obama plan builds on these efforts and does not replace what 
states are doing . States can continue to experiment, provided they meet the minimum 
standards of the national plan . 

Lower Costs by Modernizing 
The U.S. Health Care System

• Reducing Costs of Catastrophic Illnesses for Employers and Their Employees: 
Catastrophic health expenditures account for a high percentage of medical expenses 
for private insurers . The Obama plan would reimburse employer health plans for a 
portion of the catastrophic costs they incur above a threshold if they guarantee such 
savings are used to reduce the cost of workers’ premiums . 

• Helping Patients: 
– Support disease management programs . Seventy five percent of total health 

care dollars are spent on patients with one or more chronic conditions, such 
as diabetes, heart disease and high blood pressure . Obama will require that 
providers that participate in the new public plan, Medicare or the Federal 
Employee Health Benefits Program (FEHBP) utilize proven disease management 
programs . This will improve quality of care, give doctors better information and 
lower costs . 

– Coordinate and integrate care . Over 133 million Americans have at least one 
chronic disease and these chronic conditions cost a staggering $1 .7 trillion 
yearly . Obama will support implementation of programs and encourage team 
care that will improve coordination and integration of care of those with chronic 
conditions . 

– Require full transparency about quality and costs . Obama will require hospitals 
and providers to collect and publicly report measures of health care costs and 
quality, including data on preventable medical errors, nurse staffing ratios, 
hospital-acquired infections, and disparities in care . Health plans will also 
be required to disclose the percentage of premiums that go to patient care as 
opposed to administrative costs . 

• Ensuring Providers Deliver Quality Care: 
– Promote patient safety . Obama will require providers to report preventable 

medical errors and support hospital and physician practice improvement to 
prevent future occurrences . 

– Align incentives for excellence . Both public and private insurers tend to pay 
providers based on the volume of services provided, rather than the quality or 
effectiveness of care . Providers who see patients enrolled in the new public 
plan, the National Health Insurance Exchange, Medicare and FEHBP will be 
rewarded for achieving performance thresholds on outcome measures . 

– Comparative effectiveness research . Obama will establish an independent institute to 
guide reviews and research on comparative effectiveness, so that Americans and their 
doctors will have the accurate and objective information they need to make the best 
decisions for their health and well-being . 

– Tackle disparities in health care . Obama will tackle the root causes of health 
disparities by addressing differences in access to health coverage and promoting 
prevention and public health, both of which play a major role in addressing 

Barack Obama cont. on page 20John McCain cont. on page 20

John McCain cont. from page 18 Barack Obama cont. from page 18
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a home setting . Seniors are given a monthly stipend which they can use to hire workers 
and purchase care-related services and goods . They can get help managing their care 
by designating representatives, such as relatives or friends, to help make decisions . It 
also offers counseling and bookkeeping services to assist consumers in handling their 
programmatic responsibilities .

Setting the Record Straight: Covering Those With Pre-Existing Conditions
MYTH: Some Claim That Under John McCain’s Plan, Those With Pre-Existing 

Conditions Would Be Denied Insurance .
FACT: John McCain Supported The Health Insurance Portability And Accountability 

Act In 1996 That Took The Important Step Of Providing Some Protection Against 
Exclusion Of Pre-Existing Conditions . 

FACT: Nothing In John McCain’s Plan Changes The Fact That If You Are Employed 
And Insured You Will Build Protection Against The Cost Of Any Pre-Existing 
Condition .

FACT: As President, John McCain Would Work With Governors To Find The Solutions 
Necessary To Ensure Those With Pre-Existing Conditions Are Able To Easily Access 
Care .

The following is an excerpt from a speech given by Sen . McCain at the University of South 
Florida—Lee Moffitt Cancer Center & Research Institute, in Tampa. The entire speech may 
be viewed at: http://www.johnmccain.com/Informing/News/Speeches/2c3cfa3a-748e-
4121-84db-28995 cf367 da.htm

“In any serious discussion of health care in our nation, this should always be our 
starting point—because the goal, after all, is to make the best care available to everyone. 
We want a system of health care in which everyone can afford and acquire the treatment 
and preventative care they need, and the peace of mind that comes with knowing they are 
covered. Health care in America should be affordable by all, not just the wealthy. It should be 
available to all, and not limited by where you work or how much you make. It should be fair 
to all; providing help where the need is greatest, and protecting Americans from corporate 
abuses. And for all the strengths of our health-care system, we know that right now it falls 
short of this ideal.

There are those who are convinced that the solution is to move closer to a nationalized 
health care system.

They urge universal coverage, with all the tax increases, new mandates, and government 
regulation that come along with that idea. But in the end this will accomplish one thing only. 
We will replace the inefficiency, irrationality, and uncontrolled costs of the current system 
with the inefficiency, irrationality, and uncontrolled costs of a government monopoly. We’ll 
have all the problems, and more, of private health care—rigid rules, long waits and lack of 
choices, and risk degrading its great strengths and advantages including the innovation and 
life-saving technology that make American medicine the most advanced in the world.

The key to real reform is to restore control over our health-care system to the patients 
themselves. Right now, even those with access to health care often have no assurance that it 
is appropriate care. Too much of the system is built on getting paid just for providing services, 
regardless of whether those services are necessary or produce quality care and outcomes. 
American families should only pay for getting the right care: care that is intended to improve 
and safeguard their health. 

Americans need new choices beyond those offered in employment-based coverage. 
Americans want a system built so that wherever you go and wherever you work, your health 
plan is goes with you. And there is a very straightforward way to achieve this.

Under current law, the federal government gives a tax benefit when employers provide 
health-insurance coverage to American workers and their families. This benefit doesn’t cover 
the total cost of the health plan, and in reality each worker and family absorbs the rest of the 
cost in lower wages and diminished benefits. But it provides essential support for insurance 
coverage. Many workers are perfectly content with this arrangement, and under my reform 
plan they would be able to keep that coverage. Their employer-provided health plans would 
be largely untouched and unchanged. 

But for every American who wanted it, another option would be available: Every year, they 
would receive a tax credit directly, with the same cash value of the credits for employees in big 
companies, in a small business, or self-employed. You simply choose the insurance provider 
that suits you best. By mail or online, you would then inform the government of your selection. 
And the money to help pay for your health care would be sent straight to that insurance 
provider. The health plan you chose would be as good as any that an employer could choose 
for you. It would be yours and your family’s health-care plan, and yours to keep. 

The value of that credit—2,500 dollars for individuals, 5,000 dollars for families—would 
also be enhanced by the greater competition this reform would help create among insurance 
companies. Millions of Americans would be making their own health-care choices again. 
Insurance companies could no longer take your business for granted, offering narrow plans 
with escalating costs. It would help change the whole dynamic of the current system, putting 
individuals and families back in charge, and forcing companies to respond with better service 
at lower cost.

As President, I will meet with the governors to solicit their ideas about a best practice 
model that states can follow—a Guaranteed Access Plan or GAP that would reflect the best 
experience of the states. I will work with Congress, the governors, and industry to make 
sure that it is funded adequately and has the right incentives to reduce costs such as disease 
management, individual case management, and health and wellness programs. These 
programs reach out to people who are at risk for different diseases and chronic conditions 
and provide them with nurse care managers to make sure they receive the proper care and 
avoid unnecessary treatments and emergency room visits. The details of a Guaranteed Access 
Plan will be worked out with the collaboration and consent of the states. But, conceptually, 
federal assistance could be provided to a nonprofit GAP that operated under the direction of 
a board that included all stakeholders groups—legislators, insurers, business and medical 
community representatives, and, most importantly, patients. The board would contract 
with insurers to cover patients who have been denied insurance and could join with other 
state plans to enlarge pools and lower overhead costs. There would be reasonable limits on 
premiums, and assistance would be available for Americans below a certain income level.

Government can provide leadership to solve problems, of course. So often it comes down 
to personal responsibility—the duty of every adult in America to look after themselves and 
to safeguard the gift of life. But wise government policy can make preventative care the 
standard. It can put the best practices of preventative care in action all across our health-
care system. Over time that one standard alone, consistently applied in every doctor’s office, 
hospital, and insurance company in America, will save more lives than we could ever count. 
And every year, it will save many billions of dollars in the health-care economy, making 
medical care better and medical coverage more affordable for every citizen in this country.”

disparities . He will also challenge the medical system to eliminate inequities 
in health care through quality measurement and reporting, implementation of 
effective interventions such as patient navigation programs, and diversification 
of the health workforce . 

– Insurance reform . Obama will strengthen antitrust laws to prevent insurers from 
overcharging physicians for their malpractice insurance and will promote new 
models for addressing errors that improve patient safety, strengthen the doctor-patient 
relationship and reduce the need for malpractice suits . 

• Lowering Costs Through Investment in Electronic Health Information 
Technology Systems: Most medical records are still stored on paper, which makes 
it hard to coordinate care, measure quality or reduce medical errors and which costs 
twice as much as electronic claims . Obama will invest $10 billion a year over the 
next five years to move the U .S . health care system to broad adoption of standards-
based electronic health information systems, including electronic health records, and 
will phase in requirements for full implementation of health IT . Obama will ensure 
that patients’ privacy is protected . 

• Lowering Costs by Increasing Competition in the Insurance and Drug 
Markets: The insurance business today is dominated by a small group of large 
companies that has been gobbling up their rivals . There have been over 400 health 
care mergers in the last 10 years, and just two companies dominate a full third of the 
national market . These changes were supposed to make the industry more efficient, 
but instead premiums have skyrocketed by over 87 percent . 
– Barack Obama will prevent companies from abusing their monopoly power 

through unjustified price increases . His plan will force insurers to pay out a 
reasonable share of their premiums for patient care instead of keeping exorbitant 
amounts for profits and administration . His new National Health Exchange will 
help increase competition by insurers . 

– Lower prescription drug costs . The second-fastest growing type of health 
expenses is prescription drugs . Pharmaceutical companies are selling the exact 
same drugs in Europe and Canada but charging Americans more than double the 
price . Obama will allow Americans to buy their medicines from other developed 
countries if the drugs are safe and prices are lower outside the U .S . Obama 
will also repeal the ban that prevents the government from negotiating with 
drug companies, which could result in savings as high as $30 billion . Finally, 
Obama will work to increase the use of generic drugs in Medicare, Medicaid, 
and FEHBP and prohibit big name drug companies from keeping generics out of 
markets . 

Fight for New Initiatives

• Advance the Biomedical Research Field: As a result of biomedical research 
the prevention, early detection and treatment of diseases such as cancer and 
heart disease is better today than any other time in history . Barack Obama has 
consistently supported funding for the national institutes of health and the national 
science foundation . Obama strongly supports investments in biomedical research, as 
well as medical education and training in health-related fields, because it provides 
the foundation for new therapies and diagnostics . Obama has been a champion 
of research in cancer, mental health, health disparities, global health, women and 
children’s health, and veterans’ health . As president, Obama will strengthen funding 
for biomedical research, and better improve the efficiency of that research by 
improving coordination both within government and across government/private/
non-profit partnerships . An Obama administration will ensure that we translate 
scientific progress into improved approaches to disease prevention, early detection 
and therapy that is available for all Americans . 

• Fight AIDS Worldwide. There are 40 million people across the planet infected 
with HIV/AIDS . As president, Obama will continue to be a global leader in the 
fight against AIDS . Obama believes in working across party lines to combat this 
epidemic and recently joined Senator Sam Brownback (R-KS) at a large California 
evangelical church to promote greater investment in the global AIDS battle . 

• Support Americans with Disabilities: As a former civil rights lawyer, Barack 
Obama knows firsthand the importance of strong protections for minority 
communities in our society . Obama is committed to strengthening and better 
enforcing the Americans with Disabilities Act (ADA) so that future generations of 
Americans with disabilities have equal rights and opportunities . Obama believes we 
must restore the original legislative intent of the ADA in the wake of court decisions 
that have restricted the interpretation of this landmark legislation . 

Barack Obama is also committed to ensuring that disabled Americans receive 
Medicaid and Medicare benefits in a low-cost, effective and timely manner . Recognizing 
that many individuals with disabilities rely on Medicare, Obama worked with Senator 
Ken Salazar (D-CO) to urge the department of health and human services to provide 
clear and reliable information on the Medicare prescription drug benefit and to ensure 
that the Medicare recipients were protected from fraudulent claims by marketers and 
drug plan agents . 

• Improve Mental Health Care. Mental illness affects approximately one in five 
American families . The National Alliance on Mental Illness estimates that untreated 
mental illnesses cost the U .S . more than $100 billion per year . As president, Obama 
will support mental health parity so that coverage for serious mental illnesses are 
provided on the same terms and conditions as other illnesses and diseases . 

Barack Obama’s Record

• Health Insurance: In 2003, Barack Obama sponsored and passed legislation that 
expanded health care coverage to 70,000 kids and 84,000 adults . In the U .S . Senate, 
Obama cosponsored the Healthy Kids Act of 2007 and the State Children’s Health 
Insurance Program (SCHIP) Reauthorization Act of 2007 to ensure that more 
American children have affordable health care coverage . 

• Women’s Health: Obama worked to pass a number of laws in Illinois and 
Washington to improve the health of women . His accomplishments include creating 
a task force on cervical cancer, providing greater access to breast and cervical 
cancer screenings, and helping improve prenatal and premature birth services . 

Sen . Obama’s speech on heath care, given last year at the University of Iowa, may be 
viewed at: http://www.barackobama.com/2007/05/29/cutting_costs_and_covering_
ame.php

John McCain cont. from page 19 Barack Obama cont. from page 19
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Call for Abstracts 
Alabama State Nurses Association

Elizabeth Morris Annual Clinical Sessions–FACES ‘09

Oral and Poster Presentations 
Tuesday, April 21, 2009
Montgomery, Alabama 

Requested Topics
• Any Clinical Focused Topic
• Innovative Teaching Techniques
• Research

Abstract Submission
• Length not to exceed one single-spaced, typed page 

on 8-½ x 11–inch paper with one-inch margins 
• Include a theoretical overview and no more than 

3 objectives (objectives may be on second page if 
needed) .

• Include biographical information–including conflict 
of interest declaration for all authors Indicate which 
authors will be present .  

Presentation Requirements
• Oral presentations are for one (1) hour
• Poster presentations are accepted for tabletop or easel 

only .
• Abstracts that are e-mailed or faxed do not need to be 

mailed .
• Abstracts should have a face sheet indicating title, 

names and contact of all authors .
• The theoretical overview, title and objectives should 

be on a blind copy .

Send Abstracts to:
Charlene M . Roberson, MEd, RN, BC
Alabama State Nurses Association
360 North Hull Street
Montgomery, Alabama 36104-3658
Telephone 334-262-8321 or 800-270-2762
Fax 334-262-8578
E-mail charlenerasna@bellsouth .net

Deadline for Submission:  January 07, 2009

Proposed Car Tags for 

Alabama Nurses:
The Alabama State Nurses Association has contacted 

the Alabama Department of Revenue, Motor Vehicle 
Division regarding a car tag for nurses . Two choices are 
available; a decal to be placed on a special tag, or a specially 
designed tag . The difference is of course numbers . If at least 
250 people will sign a “Commitment to Purchase” at their 
local revenue office, we get the decal . It takes at least 1000 
to get the whole tag . A design similar to the photo at left 
will be submitted . Please do not sign a “Commitment to 
Purchase Agreement” until you are notified that the tag 
has been created.

ASNA will need to know what kind of interest we have 
in this tag prior to submitting the application . Once the 
tag becomes available, if you have signed a “Commitment 
to Purchase” agreement with your local revenue office, 
you will be notified by that office . Please fill out the 
short form below and return it to ASNA at 360 N . Hull 
St ., Montgomery, AL 36104 or email at memberasna@
bellsouth .net .

--------------------------------------------------------------

Name: _______________________________________

Phone: _______________________________________

Email: _______________________________________

Address: _____________________________________

This form indicates interest to ASNA only, it is not a 
“Commitment to Purchase”

   Alabama
 1A NURSE
Alabama

NURSES CARE

ALacare’s John g. Beard, MBA/
Jd appointed to Alabama Quality 
Assurance Foundation Board Of 

directors

Birmingham, AL—John G . Beard, MBA/JD, Chairman 
and President of Alacare Home Health & Hospice, has 
been appointed to the Board of Directors of the Alabama 
Quality Assurance Foundation (AQAF) .  

As an AQAF board member, Mr . Beard will work with 
the Foundation to improve the quality of health care for the 
state’s 780,000 Medicare beneficiaries . He will continue to 
work directly with state and federal government officials, 
as well as private organizations, to coordinate contracts 
that ensure the constantly improving caliber of health care 
throughout Alabama .

National Memory 
Screening day 2008

Montgomery, Autauga, Elmore County Nurses Society 
(MAE) and Mental Health of America in Montgomery 
(MHAM) will be joining forces to participate in the 
Annual National Memory Screening Day sponsored by the 
Alzheimer’s Foundation of America (AFA) . This is one of 
MAE’s public service projects for the year . 

AFA is a national nonprofit organization promoting 
early detection and intervention for those concerned 
about memory loss as well as to educate the public about 
successful aging . National Memory Screening Day is held 
annually during National Alzheimer’s Disease Awareness 
Month every November . In 2007 over 40,000 people 
with memory loss concerns were screened nationwide at 
approximately 2000 sites. This year MAE & MHAM will 
offer free confidential memory loss screening from 10 AM 
to 7:30 PM on Tuesday, 18 November 2008 at the E . L . 
Lowder Library Branch, 2590 Bell Road, Montgomery .

The memory screenings are used only as an indicator 
for a need for further medical examinations and not for 
diagnosis of any illness . In addition to the confidential free 
memory screening there will be information on resources 
and educational materials available . This event is free and 
available to anyone with concerns about memory loss . For 
additional information contact ASNA at 334-262-8321 or 
charlenerasna@bellsouth .net .
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Can Dying Well Be A Reality?
November 7 & 8, 2008
Loeb Reception Center ~ 301 Columbus St. ~ Montgomery, AL
Located in Old Alabama Town

Friday Content:
• Brief History End-of-Life Care in the United States

• Hospice: Purpose, Patients, and Best Practices

• Current Symptom Management

• Family Perspective of Hospice Care

• How to Know What the Patient Wants at Life’s End

Saturday Content:
• Importance of Social Worker in Hospice Care

• Where Does the Chaplain Fit In Hospice Care

• Cultural Disparities in Use of Hospice

• Advance Directives, Living Wills and You

• Funeral Planning, Helping Families Before, During, 
and After the Death of a Loved One

• 5 Most Important Issues from the Patient’s 
Perspective of End-of-Life 

• Supporting the Caregiver: Vital to Hospice Care

Dates:
Friday, 7 November 2008  12 Noon–4:30 PM
Saturday, 8 November, 2008 8:30 AM–4:15 PM

Contact Hours:
ANCC Friday 4 .0 Saturday 6 .0
ABN Friday 4 .8 Saturday 7 .2

Postmarked after 30 Oct. 2008 and at door add $15

Continuing Education: 
The Alabama State Nurses Association is an approved 
provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission of 
Accreditation
Alabama Board of Nursing (valid through March 30, 
2009).

Refunds: 
If cancellation is received in writing prior to Oct . 30, 2008 
a refund (minus a $20 .00 processing fee) will be given . 
After Oct . 30, 2008, no refund will be given . We reserve 
the right to cancel the program if necessary . A full refund 
will be made in this event .

Returned Check Fee: 
$30 returned check fee for any returned checks/dishonored 
payments .

Can Dying Well Be A Reality?

November 7 & 8, 2008–Loeb Reception Center–Montgomery, Alabama  

Name: ___________________________________________________

Address: _________________________________________________

_________________________________________________________

Day Phone: (           )  _______________________________________

Email: ___________________________________________________

Payment Method:

Card #:___________________________________________________ ___ Check–Make Payable to ASNA

 ___ AE ___ Visa    ___ MC    ___ Discover

Signature: ________________________________________________ Expiration Date: ________________

Register online at www.alabamanurses.org

Mail registration form to: ASNA, 360 N. Hull St., Montgomery, AL 36104

Friday Only Member  $35
Saturday Only Member  $55
Both Days Member  $70
Friday Only Non Member $50
Saturday Only Non Member  $75
Both Days Non Member  $99

After Oct. 30, 2008 & at door add $15

Ce COrNer
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Environmental Health and Safety:
            Think Globally but Act Locally
February 6 & 7, 2009
Alabama Music Hall of Fame ~ 617 Hwy 72 West ~ Tuscumbia, Alabama

Content will include:

• Environmental Issues With a Focus on Northern 
Alabama

• Quality Indoor Air

• Smoke Free Environments

• Pediatric Environmental Assessment Tools

• Fragrance Free Environments

• Health Care Without Harm/ Right to Know

• Toxic Chemicals in Your Food, Home, & Work 
Environments, Even in Your Personal Care Products

• Clean Water/Rivers–Black Warrior Riverkeepers 
Project

• Nanotechnology and the Environment

Dates:
Friday, 6 February 2009  12 Noon–4:30 PM
Saturday, 7 February, 2009 8:30 AM–4:15 PM

Contact Hours:
ANCC Friday 4 .0 Saturday 6 .0
ABN Friday 4 .8 Saturday 7 .2

Continuing Education: 
The Alabama State Nurses Association is an approved 
provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission of 
Accreditation
Alabama Board of Nursing (valid through March 30, 
2009).

Refunds: 
If cancellation is received in writing prior to Jan . 28, 2009 
a refund (minus a $20 .00 processing fee) will be given . 
After Jan . 28, 2009, no refund will be given . We reserve 
the right to cancel the program if necessary . A full refund 
will be made in this event .

Returned Check Fee: 
$30 returned check fee for any returned checks/dishonored 
payments .

Environmental Health and Safety: Think Globally but Act Locally

February 6 & 7, 2009–Alabama Music Hall of Fame  

Name: ___________________________________________________

Address: _________________________________________________

_________________________________________________________

Day Phone: (           )  _______________________________________

Email: ___________________________________________________

Payment Method:

Card #:___________________________________________________ ___ Check–Make Payable to ASNA

 ___ AE ___ Visa    ___ MC    ___ Discover

Signature: ________________________________________________ Expiration Date: ________________

Register online at www.alabamanurses.org

Mail registration form to: ASNA, 360 N. Hull St., Montgomery, AL 36104

Friday Only Member  $35
Saturday Only Member  $55
Both Days Member  $70
Friday Only Non Member $50
Saturday Only Non Member  $75
Both Days Non Member  $99

After Jan. 28, 2009 & at door add $15

Ce COrNer

Workshops
Alabama State Nurses Association is an accredited 

provider of continuing nursing education by the 
American Nurses Credentialing Center’s Commission on 
Accreditation 

Alabama Board of Nursing (valid until March 30, 
2009) . 

Self Directed Learning:
1 . “Law and Ethics for Nurses”–This activity is 

intended to improve the best practices in nursing . 
It is based on morals, values, and integrity as the 
foundation of nursing care .  

The course consists of textbook and open book 
evaluation questions . It may only be obtained by contacting 
the ASNA office .
10 .0 contact hours valid through March 12, 2010
Cost: $75 member $100 non-member
14 .0 contact hours valid through March 12, 2010
Cost: $105 member $140 non-member
Shipping & Handling $6

2 . “Fibromyalgia”–This course is an overview 
of Fibromyalgia with an emphasis on personal 
management .

The course consists of a monograph and open book 
evaluation questions, which may be requested from the 
ASNA office .
2 .0 contact hours valid through September 24, 2008
Cost: $12 .50 member $20 non-member
Shipping & Handling $1.50

3 . “Dementia: Thief of Hearts”
The course consists of a monograph and open book 

evaluation questions, which may be requested from the 
ASNA office .
2 .5 contact hours valid through September 1, 2008
Cost: $18 member $25 non-member
Shipping & Handling $1.50

4 . “Knowing When & How to Take the Keys Away”
The course consists of a monograph and open book 

evaluation questions, which may be requested from the 
ASNA office .
1 .5 contact hours valid through February 8, 2009
Cost: $0 member $25 non-member
Shipping & Handling $1.50

5 . “Elders and Malnutrition”
The course consists of a monograph and open book 

evaluation questions, which may be requested from the 
ASNA office .
1 .2 contact hours valid through May 1, 2009
Cost: $9 member $12 non-member
Shipping & Handling $1.50

6 . “Empathy & Compassion”
The course consists of a monograph and open book 

evaluation questions, which may be requested from the 
ASNA office .

This course is designed for the actively employed nurse .
4 .0 contact hours valid through March 9, 2010
Cost: $30 member $40 non-member
Shipping & Handling $5.00

7 . “Living With Someone Who Has Alzheimer’s”
The course consists of a monograph and open book 

evaluation questions, which may be requested from the 
ASNA office .
10 contact hours valid through March 17, 2010
Cost: $75 member $100 non-member
Shipping & Handling $6.00

Contact ASNA at:
360 N . Hull Street ~ Montgomery, Al 36104
Phone: 334-262-8321
800-270-2762
Fax: 334-262-8578
charlenerasna@bellsouth .net
memberasna@bellsouth .net



•  PAGE 24  •  THE ALABAMA NURSE SEPTEMBER, OCTOBER, NOVEMBER 2008

Authored by: Dr . Joyce McCullers Varner RN, MSN, 
GNP-BC, GCNS, Clinical Assistant Professor, Gerontological/
Geropsych Nurse Practitioner Track, College of Nursing, 
University of South Alabama, Mobile, Alabama–jvarner@
usouthal .edu

Goal: Explore current clinical information on prevention of 
patient falls .

Objectives: At the conclusion of this activity the learner 
should be able to:

1 . Discuss 3 multifactoral risk factors for falls in elders .
2 . List 2 potential consequence for elders after a fall .
3 . Describe 2 ways to fall “correctly” to lessen the injury of 

a fall .
Directions: Read the article carefully . Return the 

evaluation form and answer sheet printed at the end of the 
article and complete all sections . Mail to the address provided 
with the appropriate fee . A Continuing Education Certificate 
of Completion will be sent to you upon successful completion 
of both the post-test and the evaluation form . You must score at 
least 80% to pass . Should you fail the test you will be notified 
and offered the opportunity to retake the test . All retakes will 
require an additional $5 .00 fee . 

Contact Hours: This 2 .5 contact hours (60 minutes equal 
1.0 contact hour) 

Accreditation: The Alabama State Nurses Association 
which is an accredited provider of continuing nursing 
education by the American Nurses Credentialing Center’s 
Commission on Accreditation 

Alabama Board of Nursing (valid through March 30, 
2009). Approval of this activity expires 13 August 2010

We all know that falls are bad for anyone but for elders a 
simple fall can signal the end of life, as they know it . One fall 
may prove to be a mortal injury; changing the way that elder 
ambulates, or signaling the end of independence and living at 
home . Falls are a major cause of disability and death in elders 
and more than one third of people over the age of 65 fall at 
least once a year . Injuries sustained in a fall may range from 
trivial bruising to life threatening trauma . Head injuries top 
the list with hip fractures second . One fall may also lead to 
traumatic brain injury in an elderly person . We know that those 
75 and older have the highest rates of traumatic brain injury, 
recover more slowly, and die more often from these injuries . 
At times a simple fall may cause a serious complication like 
a blood clot on the brain . The elder may become fearful and 
confused or develop a severe headache, and these signs and 
symptoms may often be misdiagnosed .  

Even falls not leading to serious injury can have a 
devastating effect on elders . After a fall, the elder may restrict 
their activity because they fear a more severe injury from the 
next fall . This reduction in exercise and activity leads to further 
weakness that in turn increases the risk of another fall . And so 
this begins a vicious cycle leading to decreased independence 
and deconditioning and may lead to an increased chance 
of early death . Elders are hospitalized five times more often 
for fall related injuries than they are from injuries from 
other causes . However, the cost of a fall can also be shown 
as direct costs . Direct costs are what patients and insurance 
companies pay for treating fall related injuries . These costs 
include fees for hospital and skilled nursing care, doctors and 
other professional services, rehabilitation, community based 
services, medical equipment, prescription and non-prescription 
drugs, changes made to the home environment, and insurance 
processing . These direct costs do not account for the long-
term effects of these injuries such as disability, dependence on 
others, lost time from work and household duties, and reduced 
quality of life . According to the Centers for Disease Control 
(CDC, 2000) the direct cost of all fall injuries for all people 
65 and older exceeds $20 billion dollars: $2 .0 billion for fatal 
falls, and $19 billion for nonfatal falls . With the coming of age 
of the baby boomers we can only imagine what the total costs 
are now and will be in the future . It is estimated to exceed $55 
billion dollars by 2020 and the boomers will only be halfway 
through the system at that time . In 2000, traumatic brain 
injuries and injuries to the hips, legs, and feet were the most 
common and costly fatal fall injuries, and accounted for over 
78% of fatalities and 79% of overall costs .  

Having examined the frequency of falls and the indirect 
and direct cost of falls, we can see that fall prevention should 
be of paramount importance to us as nurses, family members, 
elders, and future elders . Research indicates that multifactoral 
intervention programs can reduce the number of falls and our 
aims should be to identify factors that contribute to falls, be 
able to quickly assess the injury and take appropriate action 
for medical management, and determine a way to lessen the 
likelihood of another fall .

There are as many fall prevention strategies as there are 
types of falls . Strength and balance training, learning how to 
fall “correctly” as in how to reduce damage with a fall, home 
risk assessment, withdrawal of psychotropic medication, 
cardiac pacing for those with carotid sinus hypersensitivity, 
Tai Chi, altering eyeglass selection and usage, managing 
factors that contribute to falls such as osteoporosis, multiple 

medications, use of the BEERS list (http://www .dcri .duke .
edu/ccge/curtis/beers .html) for identification of inappropriate 
medication to use with elders, identifying risk factors and 
modifying those when possible can all help in reducing injury 
and death in the elders we care for . We know we can make a 
difference, and as usual, it begins with good patient education . 
Below is a list of ways to reduce falls in our patients as well 
as educational information on how to teach elders to fall 
“correctly” to sustain as little injury as possible .

1 . Advise your patient to begin a regular exercise program . 
Exercise is one of the easiest ways to reduce fall risks . 
It makes the person stronger and helps them feel better 
as well as increasing balance and coordination . Regular 
exercise keeps the joints, tendons, and ligaments flexible . 
Mild weight bearing exercise such as climbing stairs or 
walking may slow bone loss from osteoporosis . Tai Chi 
has been proven to lessen fall risks by as much as 47% 
in those over age 65 . Most senior centers, hospitals, and 
Area Program on Aging centers offer classes that are 
free or at a reduced rate . Always assess the patient first 
before suggesting exercise classes in order to steer them 
toward a safe type of exercise .

2 . Perform or ask your patient to perform a home safety 
inspection . Encourage them to remove things that can 
be tripped over such as area rugs, piles of papers, books, 
clothes, and shoes . Tell them to keep items they use 
often in cabinets they can reach easily without using 
a step stool or ladder . If they must use a stool or ladder 
encourage them to never attempt this unless someone is 
there to steady them . They may also put grab bars next to 
their toilet and in the tub or shower and use non-slip mats 
on tub and shower floors . A sturdy shower chair installed 
in the tub or shower is nice also . Elders should always use 
a hand held shower nozzle when bathing or showering to 
increase safety .  

3 . Discuss the use of lamp shades or frosted bulbs to reduce 
glare and have handrails and lights put in on all staircases 
inside and outside of the home . Keep night lights on after 
dark so that the way to the bathroom or kitchen is lit . 

4 . Educate the patient regarding wearing shoes with good 
support and thin, non-slip soles . Heavy soles on shoes 
make it easy to trip on rugs or carpet . Lace-up shoes are 
preferable to slip-ons and the use of a shoehorn with a 
long handle can prevent dizziness when putting the shoes 
on each morning .  

5 . Perform a medication review looking at each prescription 
and non-prescription medication that your patient takes 
along with vitamins and herbal medications . Use the 
BEERS criteria to determine which if any medications 
are unsafe for use in elders . Some medication or 
combinations of medications can make the patient 
drowsy or light-headed, affect coordination, or balance 
which can lead to a fall .

6 . Advise elders to make sure that they have an eye and 
hearing exam at least yearly to control or detect problems 
such as glaucoma, macular degeneration, or cataracts 
that limit their vision . Poor vision is a great risk factor 
for falling . Even a small change in sight and hearing can 
make an elder less stable .

7 . Instruct the elder to limit the amount of alcohol they 
consume . Even a small amount can affect balance and 
reflexes in an older person .

8 . Advise the elder to always rise from a sitting position 
slowly after eating, lying down, or resting . Getting up 
quickly can cause a drop in blood pressure and lead to 
faintness and a fall . 

9 . Also advise the elder to avoid keeping their home too hot 
or cold . This can lead to dizziness . In summer keep cool, 
drink lots of liquid, and limit exercise if the home is not 
air-conditioned . In winter keep the nighttime temperature 
at 65 degrees or warmer .

10 . Instruct the elder on using a cane, walking stick, or 
walker if needed to help them feel steadier . This is 
important when they are in unfamiliar surroundings or 
in places where the walkway may be uneven . Assistive 
devices will help with stability .

11 . Advise them to purchase a ‘reach stick’ that has a grabber 
on the end to get objects down from high or low places . 
These are available in most stores at a nominal price .

12 . A home monitoring system is a wonderful safety feature 
if the elder can afford the price . Usually the elder wears 
a button on a chain around their neck and simply pushes 
the button to alert the security company that you need 
help . Emergency staff is sent to the home when the 
alarm is sounded .

13 . Advise the elder to make sure that a phone is installed 
near the bed or if the elder uses a portable phone, then 
keep it at the bedside within easy reach in the event 
that help is needed .  

Falls and elders: A devastating Combination

Falls and Elders cont. on page 25
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14 . Discuss the proper placement of furniture in the home . 
The elder will want to keep end tables or coffee tables 
out of the walkway through the rooms and the sofa and 
chairs should be at a height that is easy to sit in and 
rise from .  

15 . Teach the elder how to fall correctly to avoid or 
minimize injury: To avoid landing face first when 
falling forward, tuck your chin, turn your head, and 
avoid attempting to break your fall with your hands . 
This can lead to bilateral wrist fractures . If you start 
to fall, twist or roll your body to the side, as it is safer 
to land on your posterior and side than on your back . 
To go for an even landing, keep wrists, elbows, and 
knees bent and draw them in close to your body . Try 
to spread out the forces of impact by landing with as 
much of your core body as possible . Remember to 
advise the elder that they do not want to fall on their 
face because this is the primary location of the body 
that they do not want to damage . It is always better 
to bruise anything but our head . Always try to fall 
accordion style, meaning to bend your ankles, then 
knees, then hips as you “fold in on yourself .” This 
decreases the height of your fall and decreases the 
likelihood of injury . Articles on how to break a fall 
to ensure a safe landing may be accessed at: http://
www .wikihow .com/Break-Your-Fall and http://www .
runnersworld .com/article/printer/1,7124,s6-241-285--1
0950-0,00 .html .

16 . Teach the elder to avoid the use of side rails in bed . 
There has been much ado regarding the dangers of side 
rail use recently . Many deaths occur in long-term care 
settings due to elders getting caught between the space 
between the upper and lower rail or poke their heads or 
neck through the side rail then press the button to raise 
or lower the bed .  

17 . Avoid the use of thick mattresses or mats next to the 
bed at night . Many elders have been severely injured 
when they attempted to get up and lost their balance on 
a soft surface and fell face down on the floor around 
the mat or mattress .  

For elders who are at low risk for falls we should 
determine their individual risk on the first visit, then at 
least every six months to a year . A fall potential assessment 
includes a review of the circumstances surrounding any fall 
and a brief assessment of gait and balance using a tool such 
as the Times “Up and Go” Test . This test may be accessed 
at http://www .fallprevention .ri .gov/Module3/sld006 .htm . 
Individuals who score 10 seconds or less are considered 
freely mobile with a low risk of falls . Persons with an 
average score of 11-19 seconds are independently mobile and 
considered to have a low to moderate risk of falls . For this 
group, further risk factor screening may include identifying 
other risk factors using the Fall Risk Factors Checklist, 
which is accessible at http://www .fallpreventiontaskforce .
org/pdf/PersonalRiskFactorsChecklist .pdf . This may be used 
to identify individual fall risks for elders . If the elder reports 
falls in the past year we need to conduct a comprehensive 
fall evaluation . The purpose of this assessment is to describe 
the circumstances surrounding recent falls, identify fall 
risk factors, delineate modifiable and non-modifiable risk 
factors, assess functional status, and target fall prevention 
strategies . A registered nurse, nurse practitioner, or physician 
can conduct this comprehensive assessment . The following 
components are included in the comprehensive assessment:

Expanded Explanation of Fall Risk Comprehensive 
Assessment:

1 . Fall history, fall circumstances, and fall risk 
assessment factors–Information about fall history and 
fall circumstances and fall risk factors help determine 
the elder’s potential for falling and identify which 
risk factors may be changed or modified such as 
medications, uncorrected sensory deficits, or poorly 
fitted shoes . You will ask about the number of falls 
in the past year, identify the circumstances, note 
history of tripping, anxiety, or fear of falling, and note 

the number of fall risk factors as well as identifying 
modifiable from non-modifiable factors .

2 . Health history and functional assessment–Information 
from the health history and functional assessment 
can help you identify appropriate fall prevention 
interventions . Chronic health problems such as sleep 
problems or sensory deficits, advanced age, gender, 
and functional dependence all are keys to choosing the 
appropriate falls prevention program .

3 . Medications and alcohol consumption review is an 
important feature of any fall prevention program . You 
will review current medications, both prescription and 
non-prescription, dietary or herbal supplements, and 
recreational drug use . At this time you will note any 
signs of medication side effects such as drowsiness, 
dizziness, daytime sedation, impaired balance, 
impaired reaction time, hypotension or changes in 
bowel and/or bladder function . Any central nervous 
system/psychotropic drug such as sedatives, hypnotics, 
antidepressants, antipsychotics, neuroleptic agents, 
and benzodiazepines, cardiovascular drugs such as 
diuretics, antiarrhythmics, or cardiac glycosides, 
or antidiabetic drugs can increase the risk of falls 
in elders . A review of the BEERS criteria for unsafe 
drugs to use with elders can be located at: http://www .
dcri .duke .edu/ccge/curtis/beers .html .  

4 . Vital signs and pain assessment may reveal an acute 
illness, injury, or inflammatory process, any of 
which may make an elder more vulnerable to falling . 
Changes in temperature or a change in respiratory rate 
may indicate an infection or inflammation, while an 
abnormal heart rate and rhythm may suggest cardiac 
dysfunction . Assessment of blood pressure may reveal 
orthostatic hypotension, which is another serious risk 
factor for falls .

5 . Vision screening may unmask problems such as 
cataracts, glaucoma, diabetic neuropathy, hypertension, 
or macular degeneration .

6 . Gait and balance screening and assessment can identify 
elders who would benefit from a comprehensive 
assessment .

7 . Musculoskeletal and foot assessment may reveal 
trouble walking, which in turn may lead to falls . 
You will look for signs of osteoarthritis, especially 
of the knees and hips, foot problems such as corns, 
calluses, bunions, and signs of skeletal deformities and 
fractures . You will also want to note lower extremity 
strength, sensation, range of motion, and balance .

8 . Continence assessment can reveal an increased risk as 
elders with incontinence may fall rushing to get to the 
toilet .  

9 . Cardiovascular assessment may reveal a history of 
syncope, cardiac dysfunction, arrhythmias, valvular 
disease, myocardial infarction, or heart block . It is 
important to evaluate cardiovascular drugs including 

diuretics, antiarrhythmics, digoxin, etc to determine 
risk factors that may not be modifiable .  

10 . Neurological assessment will be used to evaluate gait, 
balance, level of consciousness, or cognitive status, 
which may all be associated with high fall risk . You 
will want to note a history of stroke, transient ischemic 
attacks (TIAs), epilepsy/seizure disorder, Parkinson’s 
disease, muscular dystrophy, multiple sclerosis, or 
normal pressure hydrocephalus . You will also note a 
history of cervical or lumbar spondylosis, cerebellar 
disease, brain lesions, peripheral neuropathy, dementia, 
or impaired mental status . The elder may also have 
a history of a vestibular dysfunction that leads to 
vertigo/dizziness . This is a good time to assess for 
proprioception/cerebellar function with the Romberg 
test by asking the elder to stand with eyes closed and 
feet together without swaying for 5 seconds . The Mini-
Mental State Exam (MMSE) can also be used to assess 
cognitive function . The exam is located at http://www .
chcr .brown .edu/MMSE .PDF .  

11 . Depression screening is used to assess for depression 
and the increase in fall risks associated with the use of 
antidepressant medications . The Geriatric Depression 
Scale tool may be located at http://www .hartfordign .
org/publications/trythis/issue04 .pdf . 

12 . Walking aids, assistive technologies, and protective 
device assessment will be a very helpful component 
of the fall prevention program in any setting . You will 
need to note the use of walking aids, wheelchairs, 
motorized scooters, hip protectors, and helmets . Also 
look for proper fitting of the devices and wear and 
tear associated with frequent use . The elder may need 
instruction on proper usage of any of these devices, 
as improper use will increase fall risk . Use this link: 
http://orthoinfo .aaos .org/topic .cfm?topic=A00181 and 
http://www .drugs .com/cg/how-to-choose-and-use-a-
cane .html . A site with great illustrations can be found 
at http://patienteducation .upmc .com/PDF/canewalking .
pdf  

13 . Environmental assessments can yield a plethora of 
clues as to fall risk . Physical hazards in the home 
increase the risk of a fall or injury and modifiable 
risk factors such as rugs, and lack of handrails around 
toilets, baths, and showers can contribute to falls . The 
use of physical restraints such as side rails and mats 
or mattresses beside the bed are things that have more 
potential for harm than good .

It is up to us as nurses to protect those vulnerable elders 
under our care . We can make a difference in matters of 
safety and avoid many falls by using these tips to create a 
falls prevention program in the home or in our workplace . 
A little investment in safety will make the difference in how 
long our elders may remain at home and live an independent 
life!

Falls and Elders cont. from page 24

1 . Fall history, fall circumstances, and fall risk 
factors assessment

2 . Health history and functional assessment
3 . Medication and alcohol consumption review
4 . Vital signs and pain assessment
5 . Vision screening
6 . Gait and balance screening and assessment
7 . Musculoskeletal and foot assessment
8 . Continence assessment
9 . Cardiovascular assessment
10 . Neurological assessment
11 . Depression screening
12 . Walking aids, assistive technologies, and protective 

devices assessment
13 . Environmental assessment
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Falls and elders A devastating Combination
2 .5 contact hours Activity #: 4-0 .882

Name: ____________________________________________  Fee and Payment Method

Address: __________________________________________ _____ ASNA Member FREE

__________________________________________________ _____ Non Member ($25 .00)

Phone: ____________________________________________ _____ Check–Make Payable to ASNA

__________________________________________________  _______________ ABN License Number
 City State Zip
    _____ Visa  _____ M/C  
Email Address:  ___________________________________________

_____________________________________ / ____________  _________________________________________
Credit Card Number Exp . Date Signature

1 . A B C D 6 . A B C D
2 . A B C D 7 . A B C D
3 . A B C D 8 . A B C D
4 . A B C D 9 . A B C D
5 . A B C D 10 . A B C D

ACTIVITY EVALUATION 
GOAL: Explore current clinical information on prevention of patient falls

Circle your response using this scale:       3–Yes 2–Somewhat 1–No

Rate the relationship of the objectives to the goal of the activity   3 2 1

Rate your achievement of the objectives for the activity   3 2 1

Objectives:
1 . Discuss 3 multifactoral risk factors for falls in elders .   3 2 1

2 . List 2 potential consequence for elders after a fall .   3 2 1

3 . Describe 2 ways to fall “correctly” to lessen the injury of a fall .   3 2 1

How effective was this activity as a teaching/learning resource?   3 2 1

Was activity free of commercial bias?   3 2 1

On a scale of 1–5 knowledge of topic before home-study 5 4 3 2 1

On a scale of 1–5 knowledge of topic after home-study 5 4 3 2 1

How much time did it take you to complete the program?  __________ hours  ________ minutes .

ADDITIONAL COMMENTS:

Complete form and return with appropriate fee to: ASNA, 360 N . Hull St ., Montgomery, AL 36104

Post test
1 . More than ____of people over the age of 65 fall each 

year .
a . One half
b . One third
c . One fourth
d . One fifth

2 . At times a simple fall may cause a serious 
complication like a ____________ on the brain .  
a . Blood clot
b . Protein tangle
c . Bruise
d . Lump

3 . After a fall, the elder may restrict their activity 
because:
a . They fear a more severe injury from the next fall
b . They may be too sore to walk
c . They decide to give up and let family take them 

everywhere they go
d . They are tired of driving

4 . By 2020, the CDC estimates that the cost of falls in 
elders will exceed .
a . $32 billion dollars
b . $55 billion dollars 
c . $62 billion dollars
d . $80 billion dollars

5 . The list we use that contains medications that are 
dangerous to use in elders is known as the:
a . Vodka criteria
b . The Jack Daniel’s criteria
c . The BEERS criteria
d . The Swiffer criteria

6 . ______ has been proven to lessen fall risks by as 
much as 47% in those over age 65 .
a . Kick boxing
b . Tai Chi
c . Square dancing
d . Waltzing  

7 . An assessment of gait and balance tool is done by the 
use of the:
a . Times “Up and Go” Test
b . The one armed movement test
c . The Perelli test
d . The Geriatric Depression Scale

8 . A test for cognitive function could be the:
a . Mini Mental State Exam
b . The Geriatric Depression Scale
c . The Tinetti Test
d . The Times Up and Go Test

9 . Side rails on beds and mats beside beds are thought 
to:
a . Do more good than harm
b . Do more harm than good
c . Contribute to the overall well-being of patients
d . Be considered completely safe to use

10 . When teaching an elder how to fall correctly you 
should tell them to try to spread out the forces of 
impact by landing with as much of your core body as 
possible . Remember to advise the elder that they do 
not want to fall on their:
a . Arm
b . Hand
c . Leg
d . Face




