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Message from the President
Sustaining Change and Preserving Relevance
Jennifer L. Embree

Sustainability of change or refreezing requires
resources dedicated to that change. Refreezing
My initial communication
seeks to stabilize a group at a new level to ensure
to nurses in Indiana was
that new behaviors are safe from relapsing. New
to provoke thought and
behavior must be congruent in some ways with
inform–as I challenged
previous behavior, personality, and environment,
each of you to assure that
or frustration and regression can occur. Are
you
were
responsibly
you a resource for nursing/ISNA to explore, to
practicing nursing. My
revolutionize your association? Change agents
current message is a
must provide visionary leadership that enables
plea for you to engage
process modifications and provides resources
in a sense of urgency
rather than mandates restructuring.
for transformation and
The ancient Greek philosopher Heraclitus
to preserve relevance of
coined the phrase “the only constant is change.”
your practice and our Jennifer L. Embree
What competencies are required to embrace
association.
change? Do we as nurses/natural leaders entrench
Turning
to
the
ourselves in agility? We must be nimble to rapidly
literature, we find that the leading challenge to
evolve the nursing profession and our practice if
execute novel endeavors (innovation) is to create
we are to survive the world transforming around
a high sense of urgency among a large number of
us. Reinvention is crucial to being proactive
people (Kotter, 2008). Successful transformation
(Hartley, 2011).
includes motivation to change, leadership
Guiding change is a core leadership proficiency.
commitment to quality and resources, actively
As new business models emerge, adaptability
engaged staff at all levels, meaningful problem is crucial. We must be proactive and solution
solving, and alignment with mission-driven
oriented. Technology has allowed new business
goals. Kotter’s four recommended tactics assist in
models to develop and we must alter ourselves and
articulating a sense of urgency for change (2008).
our work.
The first stage of change is unfreezing. At this
To become change ready, we must determine
stage the change agent must be motivated by the our vision and assess change readiness. We must
need for creative change (Kotter, 2008). Can you
ask ourselves if we have the key ingredients for
defrost yourself and let go of tradition? Are you
transformation: systems for knowledge sharing
aware of exciting external opportunities? (Can you
across the profession and association, the
bring the outside in?)
processes to identify and capture opportunities
Kotter’s second tactic is to behave with urgency
for improvement, methods to facilitate continuous
daily. Will you reprioritize your day to capture learning, dedicated expertise, and an appropriate
the magic of the moment? Can you expand your
leadership mindset. Are we change ready, agile,
boundaries and move beyond the black and white
and do we have adequate change mechanisms
and risk the uncertainty and gray?
hardwired to elevate our practice and profession
To find opportunity in crisis is Kotter’s third (Musselwhite, 2011)?
tactic to create a sense of urgency. Complacency
Change readiness is the ability to initiate and
can be fatal, and to allow the status quo to
respond to change in ways that create advantage,
continue is finding ourselves content and letting
minimize risk, and sustain performance. Agility
others lead our change (2008). We must be is the ability to do all three equally well. Agility
involved in the evolution of our profession and needs to become our philosophy (Hartley, 2011).
association. Are you allowing others to direct you?
Agility allows us to maintain a competitive edge.
Are you part of the transformation?
To become agile and sustain excellence within our
The final tactic for instilling urgency is dealing
profession and association, we must transform our
with NoNos. Kotter recommends removing or
performance and continuously and relentlessly
neutralizing urgency killers (NoNos) or people
improve ourselves and our profession.
who attempt to restrain change. Who are the
Change agility is the organizational capacity
NoNos in your life? Are they restricting you from
to effectively and efficiently engage associates in
innovative practice and activity in ISNA’ s work?
the quest for change readiness. Required skills
are change readiness, attitudes, and values
that permeate culture. Engagement skills are
Presort Standard
US Postage
adapted and resources are shifted to achieve
PAID
change. This position change requires
Permit #14
intellectual and emotional dexterity and
Princeton, MN
anticipation and response to ambiguous and
55371
current resident or
changing market demands.
Change mechanisms are those structures
and systems that must support change
agility. Clear goal alignment has to occur
across functions and those results and
rewards reinforce desired change. Focusing
on these metrics assists in enabling lasting
change.

Change awareness includes recognizing needed
change, market scan for emerging trends, and
opportunities for innovation. This awareness also
increases our knowledge about communication of
needed change.
Change reaction is putting people and processes
in place to conduct a risk analysis, respond to
unforeseen crises, and assess and manage the
effects of unanticipated change. The most agile
organizations create advantage from change
(Musselwhite, 2011).
Just as the world is transforming, so are
associations. As we must personally become more
agile, so must our associations and organizations,
through nimbler governance, challenged staff/
leaders, desirable/beneficial product offerings,
and an increase in financial and human resource
capital (Coerver & Byers, 2011). Providing a broad
range of programs, services, and products is no
longer effective to drive membership and longterm support. Return on investment is demanded
by members.
Five radical changes are recommended for
association change: overhauling governance and
Message from the President continued on page 2
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Message from the President continued from page 1
operations, empowering leadership and enhancing
expertise, rigorously defining the member market,
rationalizing programs, and building a robust
technologic framework (Coerver & Byers, 2011). Do
you have a sense of urgency? Are you change agile
and change ready? Stay tuned. More to come!
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We Want to Hear
From You
The Indiana State Nurses Association
encourages submissions of articles and
photos for publication in ISNA Bulletin. Any
topic related to nursing will be considered.
Although authors are not required to be
members of ISNA, when space is limited,
preference will be given to ISNA members.
Articles and photos should be submitted
by email to info@IndianaNurses.org. The
material will be reviewed and may be edited
for publication. Articles should be typed
in MSWord. Please include information
about the author at the end of the article
and be sure to list all references. Preferred
article length should be 750 to 1000 words.
Photos should be in .jpg format. ISNA can
assume no responsibility for lost or damaged
articles or photos. ISNA is not responsible
for unsolicited freelance manuscripts or
photographs. The ISNA Bulletin is not
a peer-reviewed journal. Submission of
manuscripts or photographs does not
guarantee publication.
The ISNA Bulletin is published quarterly
every
February,
May,
August,
and
November. Copy deadline is December 15
for publication in the February/March/April
ISNA Bulletin; March 15 for May/June/July
publication; June 15 for August/September/
October publication; and September 15 for
November/December/January
publication.
Please contact the editor for additional
contribution information.

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

Materials may not be reproduced without written
permission from the Editor. Views stated may not
necessarily represent those of the Indiana State Nurses
Association, Inc.
ISNA Staff
Ernest C. Klein, Jr., CAE, Editor
ISNA Board of Directors
Officers: Jennifer Embree, President; Diana Sullivan,
Vice-President; Mary Cisco, Secretary; and Michael
Fights, Treasurer.
Directors: Christine Delnat, Angie Heckman, Vicki
Johnson, Cindy Stone, Monica Weissling.
ISNA mission statement
ISNA works through its members to promote and
influence quality nursing and health care.
ISNA accomplishes its mission through advocacy,
education, information, and leadership.
ISNA is a multi-purpose professional association
serving registered nurses since 1903.
ISNA is a constituent member of the American Nurses
Association.
bulletin copy deadline dates
All ISNA members are encouraged to submit material
for publication that is of interest to nurses. The material
will be reviewed and may be edited for publication. To
submit an article mail to ISNA Bulletin, 2915 North
High School Road, Indianapolis, IN. 46224-2969 or
E-mail to klein@indiananurses.org.
The ISNA Bulletin is published quarterly every
February, May, August and November. Copy deadline
is December 15 for publication in the February/March/
April ISNA Bulletin; March 15 for May/June/July
publication; June 15 for August/September/October,
and September 15 for November/December/January.

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

If you wish additional information or have questions,
please contact ISNA headquarters.

Discover opportunities waiting
for you at OrthoIndy.com/careers
Equal Opportunity Employer

An official publication of the Indiana State Nurses
Association Inc., 2915 North High School Road,
Indianapolis, IN 46224-2969. Tel: 317/299-4575.
Fax: 317/297-3525.E-mail: info@indiananurses.org.
Web site: www.indiananurses.org

®

Physician owned and operated

For advertising rates and information, please
contact Arthur L. Davis Publishing Agency, Inc., 517
Washington Street, PO Box 216, Cedar Falls, Iowa
50613, (800) 626-4081, sales@aldpub.com. ISNA and
the Arthur L. Davis Publishing Agency, Inc. reserve
the right to reject any advertisement. Responsibility
for errors in advertising is limited to corrections in the
next issue or refund of price of advertisement.
Acceptance of advertising does not imply endorsement
or approval by the Indiana State Nurses Association
of products advertised, the advertisers, or the claims
made. Rejection of an advertisement does not imply
a product offered for advertising is without merit,
or that the manufacturer lacks integrity, or that this
association disapproves of the product or its use. ISNA
and the Arthur L. Davis Publishing Agency, Inc. shall
not be held liable for any consequences resulting from
purchase or use of an advertiser’s product. Articles
appearing in this publication express the opinions of
the authors; they do not necessarily reflect views of
the staff, board, or membership of ISNA or those of the
national or local associations.
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✁

ISNA Welcomes Our
New and Reinstated
Members

State-only membership is now available for $180.00/year or
$15.50/month online at www.IndianaNurses.org.
Click on “Join/Renew” and follow the links.

The ISNA is a Constituent Member of the American Nurses Association

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

PLEASE PRINT OR TYPE
_____________________________________________________________________________
Last Name, First Name, Middle Initial

____________________________________
Name of Basic School of Nursing

______________________________________
Street or P.O. Box

____________________________________
Home phone number & area code

____________________________________
Graduation Month & Year

______________________________________
County of Residence

____________________________________
Work phone number & area code

____________________________________
RN License Number
State

______________________________________
City, State, Zip+4

____________________________________
Preferred email address

____________________________________
Name of membership sponsor

________ ELECTRONIC DUES PAYMENT PLAN, MONTHLY

1. SELECT PAY CATEGORY
________ Full Dues–100%
Employed full or part time.
Annual-$273
Monthly (EDPP)-$23.25
________ Reduced Dues–50%
Not employed; full-time student, or 62 years or older.
Annual-$136.50
Monthly (EDPP)-$11.88
________ Special Dues–25%
62 years or older and not employed or permanently
disabled. Annual $68.25
2. select payment type
________ FULL PAY–Check
________ FULL PAY–BANKCARD

_________________________________________________________
Signature for Electronic Dues Payment Plan

__________________________________________________
Card Number
__________________________________________________
VISA/Master card Exp. Date
__________________________________________________
Signature for Bankcard Payment

✁

Search for Balance

Find your perfect nursing career on

nursingALD.com
Registration is free, fast, confidential and easy!
You will receive an e-mail when a new job posting
matches your job search.

Family member need
employment?
Call Now! For more info
FREE INFORMATION PACKAGE
Call or email Jim Cox
Senior Consultant
800-304-3095 ext 101 or
Email: jcox@beck-field.com

The Electronic Dues Payment Plan (EDPP) provides for
convenient monthly payment of dues through automatic
monthly electronic transfer from your checking account.
To authorize this method of monthly payment of dues,
please read, sign the authorization below, and enclose a
check for the first month (full $23.25, reduced $11.88).
This authorizes ANA to withdraw 1/12 of my annual
dues and the specified service fee of $0.50 each month from
my checking account. It is to be withdrawn on/after the 15th
day of each month. The checking account designated and
maintained is as shown on the enclosed check.
The amount to be withdrawn is $__________ each month.
ANA is authorized to change the amount by giving me (the
under-signed) thirty (30) days written notice.
To cancel the authorization, I will provide ANA written
notification thirty (30) days prior to the deduction date.

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

Event/Location

Contact Information

Open Enrollment

Indiana University School of Nursing
Developing Your Skills as a Clinical Nurse Specialist Preceptor

Phone 317-274-7779.
Web: http://nursing.iupui.edu/continuing/

June 1, 2012
Indiana State Nurses Association Board of Directors/ANA Delegate Briefing
9:00 AM
2915 N. High School Road, Indianapolis
		

Phone 317-299-4575
Web: http://www.indiananurses.org/
Email: ce@indiananurses.org

August 24, 2012

Phone 317-299-4575
Web: http://www.indiananurses.org/
Email: ce@indiananurses.org

Indiana State Nurses Association Board of Directors Conference Call
2915 N. High School Road, Indianapolis
Call for more details

September 28, 2012

Indiana State Nurses Association Annual Meeting of the Members
Details to be posted at a later date.
		

Centerstone, the nations largest not-for-profit
behavioral healthcare provider, offers a full
range of mental health and substance abuse
treatment and related educational services
to children, adolescents, adults, seniors
and their families. Centerstone has been in
operation for over 50 years and currently
employs approximately 1500 employees,
directing and coordinating programs
throughout Tennessee and Indiana.

Join Our Team!
We are seeking

RNs & APNs

in
Richmond, Bloomington and Columbus
Contact Jennifer Hill, Employment Coordinator
812-314-3428, jennifer.hill@centerstone.org
Visit http://careers.centerstone.org/careers

Enjoy Dairy Again
with These Tips:
Sip it.

Phone 317-299-4575
Web: http://www.indiananurses.org/
Email: ce@indiananurses.org

CNE Approved
Providers List
The Indiana State Nurses Association is
accredited as an approver of continuing nursing
education by the American Nurses Credentialing
Center’s Commission on Accreditation.
The ISNA Committee on Approval approves
continuing nursing education providers to
award nursing contact hours to the individual
activities they develop and present. Any
individual, institution, organization, or agency in
Indiana responsible for the overall development,
implementation, evaluation, and quality assurance
of continuing nursing education is eligible to
seek approval as a provider. Information must be
submitted describing three different educational
activities planned, presented, and approved
by the Indiana State Nurses Association in the
two years preceding the application and should
be representative of the types of educational
activities usually provided. Applications are
reviewed by the Committee on Approval at
their meetings in May and November. Facilities
considering applying for provider status should
contact the ISNA office to confirm eligibility to
submit an application.
For information, contact the ISNA office, e-mail
ce@IndianaNurses.org, or visit the ISNA web site
www.IndianaNurses.org/education.
Complete information on ISNA approved
providers in your area is available at www.
indiananurses.org/providers.php

Start with a small amount of milk
daily and increase slowly over
several days or weeks to build
your tolerance.

Try it.

Opt for lactose-free milk and milk products.
They are real milk products, just without
the lactose, providing the same nutrients as
regular dairy foods, and they taste great.

Stir it.

n
o
p
u
g
n
i
h
s
i
W
a star?

Mix milk with other foods, such as soups
and cereal; blend with fruit or drink milk with
meals. Solid foods help slow digestion and
allow the body more time to digest lactose.

Certification
Corner
by Sue Johnson, PhD, RN, NE-BC
When you write a
column like this, it is
always nice to hear that
it struck a chord with
someone. Cheryl Meyer,
Director, Clinical Excellence
Advocate Home Health
Services
shared
her
certification story with me
and gave me permission to
share it with you.
“I
have
had
my
Sue Johnson
certification
as
a
Community Health Clinical
Nurse
Specialist
since
1987. I remember the exam was more challenging
than I thought and I didn’t think I would pass. I have
used both continuing education and my presentation
experience to renew my certification for the last 25
years.
I do it for me as is not required for my job. However,
I feel it should be because I draw on the advanced
experience all the time. The credentials changed this
renewal (2012-2016) cycle. It is now PHCNS-BC instead
of APRN, BC.”
Thanks, Cheryl, for your perspective of 25 years
as a certified nurse!
Now, it’s time for you to start your certification
journey! Do it for YOU and your patients!
What’s your certification story?
Please contact me at SueJohn126@comcast.net to
share your experiences!

“When it matters most...count on us”

RNs/LPNs needed for Home Care
South Bend • Fort Wayne • Indianapolis

Phone 1-877-CAREGIVER

Slice it.

* Flexible Schedule * Competitive Pay *
* Professional Support *
Call today or apply online at www.interimhealthcare.com
eoe

Top sandwiches or crackers with natural
cheeses such as Cheddar, Colby, Monterey
Jack, mozzarella and Swiss. These cheeses
are low in lactose.

Spoon it.

Nursing Adjunct Faculty

Enjoy easy-to-digest yogurt. The live and
active cultures in yogurt help to digest
lactose.

Visit www.NationalDairyCouncil.org/
LactoseIntolerance
for more information, tips and recipes.
©2010 National Dairy Council®

Find a nursing career where you
can become a star!

nursingALD.com
Registration is free, fast, confidential and easy! You will receive an
e-mail when a new job posting matches your job search.

Ivy Tech Community College-Lafayette is currently
accepting applications for part-time Nursing adjunct
faculty positions. All applicants must have an MSN
degree in order to be considered. Medical-surgical
experience preferred.
For more information and to apply for this position,
please go to http://jobs.ivytech.edu.
EO/AA Employer
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Independent Study
“I’ve Fallen and I Can’t Get Up”

Compassion Fatigue in Nurses and Non-Professional Caregivers
Copyright © 2011 Ohio Nurses Association
The phone rang at 6:30 that morning. It was the
nurse calling to say she would not be able to be at
my house by seven because she didn’t have any
gas in her car. In fact she wouldn’t be there at all.
Now what was I to do? My eight year-old daughter
who is severely disabled has significant care needs
that only a licensed nurse can meet. I couldn’t take
another day off from work and expect to continue
to have that job. All I could do was sit in the
middle of my floor and cry uncontrollably. Eight
years of multiple life threatening emergencies, as
well as day-to-day care giving expectations, had
taken their toll on my coping skills. I was tired. I
was done, but I couldn’t take the day off.
This scenario and others like it are played out
daily sometimes with devastating consequences.
The idea that nurses and other professional
caregivers are susceptible to what has come to
be known as “compassion fatigue” has received
wide-spread acceptance; however, the long-term
effect of compassion fatigue on non-professional
caregivers has received far less focus. As more and
more emphasis is placed on home or communitybased care venues as the preferred location for
meeting health care needs, the stress experienced
by the non-professional caregivers will take on
even greater significance. The purpose of this
study is to define compassion fatigue, distinguish
it from burnout, and identify strategies for
ameliorating its symptoms. Secondarily, the study
will explore the role of nurses dealing with nonprofessional individuals who care for loved ones
over a prolonged period of time and who are
experiencing compassion fatigue. Finally, the
study will look at the implications of compassion
fatigue relative to the health care delivery system
as a whole.
Compassion Fatigue v. Burnout
Caring is a cornerstone of nursing. Eric Gentry,
a leading traumatologist, has suggested that
“people who are attracted to care giving often
enter the field already compassion fatigued. They
come from a tradition where they are taught to
care for the needs of others before caring for

themselves.” With that idea in mind, it should not
be surprising that something called “compassion
fatigue” might be especially prevalent among
nurses and others in the helping professions.
The compassion that goes hand-in-hand with
caring is defined as “feelings of deep sympathy
and sorrow for another who is stricken by
suffering or misfortune, accompanied by a
strong desire to alleviate the pain or remove its
cause.” (Webster, 1989 p. 229). Compassion is the
therapeutic alliance between the patient and the
nurse to achieve the desired outcome. (Figley,
2006). Despite the importance of compassion
to effective nursing practice, it can become
a deterrent to good care when it overwhelms
the nurse’s ability to function effectively in a
professional caregiver capacity.
The term “compassion fatigue” was first used
in 1992 by Joinson to describe a syndrome that
occurred when nurses were caring for a patient
facing life-altering or life-threatening changes
as a result of an illness or accident. (Murphy,
2010) It was used to describe the level of burnout
experienced by nurses and physicians worn
down by caring for patients in post-traumatic
stress disorder (PTSD) clinics and emergency
departments.
As more attention was focused on the concepts
embodied in that early description, experts
began to distinguish burnout from compassion
fatigue and vicarious trauma or secondary
trauma stress. The latter now refers to traumatic
stress reactions that occur following critical
or emergent experiences in which the initial
traumatizing event suffered by one person
becomes a traumatizing event for another. In other
words, the nurse caregiver internalizes the PTSD
experienced by a patient. This vicarious trauma is
the emotional response to a single acute traumatic
event. (Florio, 2010) The symptoms of vicarious or
secondary trauma are usually rapid in onset and
associated with a particular event. They include
being afraid, having difficulty sleeping, having
images of the upsetting event pop up in one’s
mind, or avoiding things that remind one of the
events.
Conversely, burnout and compassion fatigue are
progressive and develop over a more prolonged

period of time. Burnout is defined as the “state of
physical, emotional and mental exhaustion caused
by long-term involvement in emotional demanding
situations.” (Florio p 4). Burnout is more than a
sense of frustration or tiredness, and is associated
with a situation rather than a person. If you can
trace the stress in question to work conditions,
time pressures, or personalities, it is most likely
burnout.
Several stages comprising the path to burnout
have been identified and include enthusiasm,
stagnation, frustration, and apathy. Enthusiasm
occurs early in an individual’s career. He/she
is highly motivated and compelled to do the
best job possible. These caregivers may take
on extra projects to establish their place in the
work community. At the stagnation stage the
individual may feel in a rut. Work lacks variety
and challenge. Enthusiasm has waned and more
importance is placed on career development and
financial considerations. The frustration stage is
the point at which feelings of hopelessness and
powerlessness begin to surface. Unhappiness and
discontent are prevalent. Finally in the apathetic
stage the individual operates on autopilot. This
can be a dangerous stage because the caregiver
may not be functioning at his/her highest level.
If burnout is not identified at the earlier stages,
it can become progressively worse and more
difficult to reverse. Nurses experiencing burnout
are at greater risk for compassion fatigue.
“Compassion stress is a response to the
people who are suffering rather than to the work
situation.” (Florio p 7) Compassion fatigue is not
a character flaw. Rather, it is defined as the state
of exhaustion and dysfunction (biologically,
psychologically, and socially) resulting from
prolonged exposure to compassion stress. “We
become exhausted by the exposure to experience
after experience of emotionally draining patients
who look to us for help.” (Florio p. 8) Compassion
fatigue is a form of burnout that has progressed to
a higher level. It is severe malaise resulting from
caring for patients who are in pain or suffering.
(Aycock, 2009) Compassion fatigue is considered
to be more complex than burnout. It stems from
Independent Study continued on page 6

GET YOUR NURSING
TRAINING AT A
COLLEGE THAT
FOCUSES ON CARING.

Holistic Caring. Excellence.
Advocacy. Respect. Teamwork.
These are the core values we live by at
St.Vincent Heart Center—and just some
of the reasons we attract great critical
care nurses. Are you ready to join a
team that shares your values?

Don’t Miss a Beat!
Visit our dedicated website for
more information and to take the
next step towards your new career!

www.thebestheartcareer.com/getstarted
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Independent Study continued from page 5

Burnout

Compassion Fatigue

working with patients who have debilitating or
serious illness or trauma.
Compassion fatigue is the emotional, physical,
social, and spiritual exhaustion that overtakes
a person and causes a pervasive decline in his/
her desire, ability, and energy to feel and care
for others. Such fatigue causes the sufferer to
lose the ability to experience satisfaction or joy
professionally or personally. Compassion fatigue is
not pathological in the sense of mental illness, but
is considered a natural behavior and emotional
response that results from helping or desiring
to help another person suffering from trauma or
pain.
(McHolm, 2006 retrieved 5/15/2011 from
w w w.nu r si ngcenter.com /pr odev/ce _ a r t icle _
asp?tid=676963)
“Compassion fatigue is a one-way street.
Individuals give out a great deal of energy and
compassion to others over a period of time yet are
not able to get enough back to reassure themselves
that the world is a hopeful place.” (Retrieved
f rom w w w.pspinfor mat ion.com/ca regiving/
thecaregiver/compassion.shtml on May 17, 2011)
Those experiencing compassion fatigue give from
a state of depletion. They never fill themselves

Anyone who works
in difficult work
environments is at risk

Health care professionals
who regularly observe or
listen to experiences of
fear and pain and
suffering are at risk

Adapt to exhaustion
by becoming less
empathetic and
more withdrawn
Reduced personal
achievement

Continue to give but
cannot maintain a
healthy balance
between empathy
and objectivity

Response to work
situation

Response to people.
Personally identify with
patient and personally
absorb patient’s trauma
or pain

Results from being
busy

Results from giving high
levels of energy and
compassion over a
prolonged period of time.

Evolves gradually when
differences between the
expectations of the
individual and the
organization are in
conflict

because they have never accepted that sustainable
self-care is an essential ingredient in the care
giving equation.
Compassion fatigue is a stress response.
Consistent with stress theory, the longer a stress
occurs or the greater the number of stressors at
any one time, the more severe the impact of the
stress on the individual.
Identifying Compassion Fatigue
According to Michael Kearney, MD, lead author
of a report on compassion fatigue published in
the Journal of the American Medical Association,
approximately 6-8% of nurses and physicians
suffer compassion fatigue. The number of nonprofessional caregivers who experience the
condition is not known, however. The lack of hard
data should not be interpreted as an indication
that the problem is confined to professionals.
Rather, it suggests that more attention should
be given to the spouses, parents, siblings and
others who are being relied upon more and
more often to take on long-term care giving roles
and responsibilities in our evolving health care
system.
Some postulate that compassion fatigue is more
common today among professional caregivers
because of increased patient loads, a shortage
of nurses and other health care personnel, and
financial constraints/budgetary realities that force
difficult economic choices to be made. Nurses
who bring high expectations to a job are at risk for
compassion fatigue as are younger employees who
are new to their careers. (Bush, 2009). Regardless
of the cause, the end result is costly both from a
personal perspective as well as from a financial
one.
The personal manifestations of compassion
fatigue stem from the dynamics underlying the
circumstances that lead to the condition. At
its core, compassion fatigue is similar to other
addictions. Negative emotions, stress, and an
overwhelmed feeling arise and the individual
does not know how to respond. The feelings are
tamped down, but the pain never actually goes
away. Negative reactions emerge so temporary
solutions are tried over and over and over. Such
self-abuse is the addiction. An element of denial
exists similar to all addictive behaviors.
Not
only
can
individuals
experience
compassion fatigue, but entire organizations
may also evidence the condition. Organizational
signs of compassion fatigue are high absenteeism;
constant changes in co-worker relationships;
inability for teams to work well together; desire
among staff to break company rules; outbreaks
of aggressive behavior among staff; inability of
staff to complete assigned tasks; inability of staff
to respect and meet deadlines; lack of flexibility
among staff; negativism toward management;
strong reluctance to change; inability of staff
to believe improvement is possible; and a lack
of vision for the future. Chronic absenteeism,
growing Worker’s Compensation costs, high
turnover rates, and friction in the workplace are
some of the effects of compassion fatigue that
can and do impact an organization’s bottom line.
(Compassion Fatigue Awareness Project)
The signs of compassion fatigue appear over
time, not overnight. It is not a matter of one day
an individual is fine and the next they are not.
Symptoms include irritability, disturbed sleep,
outbursts of anger, intrusive thoughts, and a desire
to avoid anything having to do with the patient’s
struggle. An individual experiencing compassion
fatigue may be tired before the workday begins.
There is a lack of enjoyment in leisure activities.
Compulsive acts, excessive blaming, and excessive
complaints about one’s job and co-workers could
indicate compassion fatigue.
Other classical signs are a decreased
sense of personal satisfaction in professional
accomplishments; a sense of underlying and
generalized anger; free floating anxiety and
restlessness; depression, low self-esteem; loss
of enjoyment at work and at home; sense of
hopelessness and loss of control over one’s
destiny; denial of negative feelings; physical
complaints of migraine headaches, GI distress,
and exhaustion; abuse of food and/or drugs or
alcohol; disruption in sleep cycle and mood
swings. Caregivers experiencing compassion
fatigue may find themselves working longer
to compensate for the negative feelings. The
Independent Study continued on page 7
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Independent Study continued from page 6
end result is a caregiver who is unable to meet
personal or workplace expectations. There is
a decline in job performance and efficiency.
Errors may increase. Compassion fatigue, if not
addressed, can destroy an individual’s personal
life.
Because compassion fatigue is progressive, it is
possible and desirable to identify relatively early
when a nurse is at risk for the condition, and take
the steps needed to lessen the consequences. To
do so, however, requires awareness of the factors
at play that are leading to an increased risk for
compassion fatigue. The Compassion Fatigue
Awareness Project (www.compassionfatigue.org)
provides on its website a self assessment tool,
the Professional Quality of Life Scale (PROQOL),
that could be utilized as a screening device to
determine whether compassion fatigue may be
causing the symptoms and behaviors that are
being exhibited either by a professional caregiver
or by a non-professional one. By responding
to the early signs one could prevent the loss of
valuable human resources and the attendant costs
associated with filling nursing staff vacancies.
For the non-professional caregiver it could mean
the difference between continuing to provide
care at home and being forced to resort to a more
formalized institutional setting—typically a costly
and less desirable alternative.
Symptoms of Compassion Fatigue
(Aycock, 2009 p 185)
Physical

Psychological

Behavioral

Headache or
muscle aches
Hypertension
Fatigue
Weight gain
Stiff neck
Disrupted sleep
Increased
incidence of
cardiovascular
disease
Diabetes
GI conditions
Immune
dysfunction
Frequent
lingering
illness

Anger
Boredom
Depression
Anxiety
Hopelessness
Poor
communication
Feelings of
isolation &
alienation
Irritability
Apathy
Avoidance
of intense
patient
situations

Substance
abuse
Tardiness
Absenteeism
Medication
errors
Sarcasm
Cynicism

Dealing with Compassion Fatigue
Generally,
caregivers
are
by
nature
compassionate individuals; therefore, the thought
of being unable to meet care giving expectations
adds to their sense of hopelessness. Accepting that
these feelings are not a character flaw is essential
if one is to halt the compassion fatigue juggernaut
and begin the healing process. Not surprisingly,
self-awareness is the first step in combating the
debilitation associated with compassion fatigue.
Along with self-awareness comes the need to
engage in self-care—something that may be
foreign to the typical overwhelmed caregiver
experiencing compassion fatigue. Self-reflection,
finding balance in daily activities, and setting
boundaries (saying “no”) are all components of

caring for oneself. It is also important to spend
some time alone. Other coping strategies include:
• Changing one’s personal engagement level
with a patient or situation if possible;
• Changing the nature of the work
involvement by transferring or going to parttime work or changing shifts;
• Taking extra days off;
• Seeking help from colleagues for informal
debriefing;
• Recharging at a retreat or creating a “stressfree zone”;
• Developing a career plan and sticking to it;
and
• Nurturing positive relationships at work
and at home.
12 Self-Care Tips (Mathieu 2007, retrieved
5/17/2011 from www.compassionfatigue.org/pages/
top12selfcaretips.pdf)
1. Take stock. What’s on your plate? List
demands on your time and energy—family,
work, volunteer—then determine what
stands out. What would you like to change?
Can you talk about it with someone?
2. Start a self-care idea collection. Brainstorm
with friends, make a list, then pick three
ideas that seem to resonate with you.
Commit to implementing them within the
next month.
3. Find time for yourself every day. Rebalance
your workload. Do you work through lunch
and spend days off running errands? Try
taking ten minute breaks to listen to music
or simply do nothing.
4. Delegate. Learn to ask for help at home and
at work.
5. Have a transition from work to home. Find
a transition ritual such as changing clothes
immediately upon arriving home or going
for a short walk.
6. Learn to say “no” (or “yes”) more often.
Think of one thing you could say “no” to
more often or say “yes” to self-care tactics.
7. Assess your trauma input. Recognize
the amount of trauma information
unconsciously absorbed each day through
TV news, etc. There is a lot of extra trauma
input outside of working with patients, so
create a trauma filter to protect yourself
from extraneous material.
8. Learn more about compassion fatigue.
9. Consider joining a supervision/peer support
group.
10. Attend workshops/professional training
regularly.
11. Consider part time work (at this type of job).
12. Exercise.
Compassion fatigue can (and should) be
addressed at the organizational level as well.
Doing so requires a systemic rather than
systematic change. Instead of taking generalized
steps to deal with compassion fatigue, the
organization should talk with people individually
and ask, “How can the organization help you to
overcome compassion fatigue? How can we help

you to do your job better?” Then the organization
and individual should work together to craft a
personalized plan because the circumstances and
environment are different for everyone. There is
no “one size fits all” solution.
The Compassion Fatigue Awareness Project
was established by Patricia Smith in response
to the realization that, while compassion fatigue
was relatively common, widespread recognition
of its prevalence or its devastating consequences
was rare. Appropriate support systems and
effective networks were in short supply. In an
attempt to serve as a resource for the entire gamut
of compassion fatigue sufferers, the web-based
Project developed a series of materials it calls
the “Eight Laws.” They highlight the various
approaches needed to effectively deal with
compassion fatigue on various fronts.
The Eight Laws Governing Healthy Caregiving
(Compassion Fatigue Awareness Project ©)
1. Sustain your compassion.
2. Retain healthy skepticism.
3. Learn to let go.
4. Remain optimistic.
5. Be the solution.
6. Embrace discernment.
7. Practice sustainable self care.
8. Acknowledge your successes.
The Eight Laws Governing Healthy Change
(Compassion Fatigue Awareness Project ©)
1. Take frequent breaks from what you are
doing.
2. Learn the word “no.” Use it whenever
necessary.
3. Share the load with others.
4. There is humor in every situation. Find it
and laugh.
5. Recognize when you need help. Ask for it.
6. Give yourself credit when credit is due.
7. Give others credit when credit is due.
8. Breathe deeply as often as possible.
The Eight Laws Governing Self Care
(Compassion Fatigue Awareness Project ©)
1. By validating ourselves, we promote
acceptance.
2. By validating others, we elevate ourselves.
3. By meeting our own mental, physical, and
emotional needs, we give care from a place
of abundance, not scarcity.
4. By practicing self-goodwill, we manifest it
throughout our lives.
5. By honoring past traumas and hurts, we
allow ourselves freedom from the pain that
controls us.
6. By “doing the work” we reclaim the
personal power that is rightfully ours.
7. By naming and taking ownership of the
core issues that limit our growth, we create
authenticity.
8. By managing our self-care, we welcome
happiness into our lives.

Independent Study continued on page 8

Rehabilitation Hospital of Indiana opened in 1992 and
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Independent Study continued from page 7
The Eight Laws Governing a Healthy Workplace
(Compassion Fatigue Awareness Project ©)
1. Employer provides a respite for staff
following any traumatic event.
2. Employer provides continuing education for
staff.
3. Employer provides acceptable benefit to aid
staff in practicing beneficial self care.
4. Employer provides management and staff
with tools to accomplish their tasks.
5. Employers direct management to monitor
workloads.
6. Employers provide positive team-building
activities
to
promote
strong
social
relationships between colleagues.
7. Employers encourage “open door” policies
to promote good communication between
workers.
8. Employers have grief processes in place
when traumatic events occur onsite.
Individuals serving in a care giving capacity are
frequently at risk for compassion fatigue. It cannot
be cured but the symptoms and manifestations
can be managed. Many of the management
strategies are targeted toward the professional
caregiver.
The
non-professional
caregivers
typically have fewer options available to them.
They cannot “change the nature of their work
involvement” or go from full time to part time
status. For that reason, it is important for nurses
and others involved in caring for individuals
with chronic conditions to be cognizant of the
needs of the caregivers as well as the immediate
medical needs of their patients. If non-professional
caregivers are experiencing compassion fatigue,
the patients’ care needs may not be met leading to
complications and possible unanticipated hospital
stays.
The Role of the Nurse in Addressing Compassion
Fatigue in Non-Professional Caregivers
By definition, nursing practice encompasses
more than direct hands-on care of the individual
patient. Nurses also provide care to communities
and groups. Indeed the law regulating nursing
practice (Chapter 4723 of the Ohio Revised Code)
defines the practice of nursing as a registered
nurse as “providing to individuals and groups
nursing care requiring specialized knowledge,
judgment, and skill derived from the principles
of biological, physical, behavioral, social, and
nursing sciences.” (Section 4723.01 (B) ORC
emphasis added) Similarly, the law defines the
practice of licensed practical nurses to include,
“providing to individuals and groups nursing
care requiring the application of basic knowledge

of the biological, physical, behavioral, social,
and nursing sciences....” (Section 4723.01 (F) ORC
emphasis added)
In other words, the entire family unit may
be the recipient of a nurse’s care and expertise.
The concept of “holism” is reflected in these
definitions. Holistic nursing means caring for the
physical, emotional, social, family, and the overall
environment in order to achieve the optimal
health outcomes for all.
Applying the principles embodied in holistic
care when a family member or loved one is
serving as the primary caregiver means the
nurse, who may only be intermittently involved
with the patient, must be alert to the likelihood
of compassion fatigue within the family unit.
Indeed, non-professional caregivers are the largest
group at risk for compassion fatigue and also the
most difficult to identify and treat because of their
personal, emotional connection to the patient.
While the term “compassion fatigue” is
becoming more commonplace among professional
caregivers, it is less frequently recognized per se
in the non-professional realm. These caregivers
manifest the same signs and symptoms, but no one
has put the “compassion fatigue” label on what
they are experiencing. Providing the “diagnosis”
is reassuring and helps the caregiver realize that
his/her symptoms are not unusual nor are they
a character flaw. Putting a name on the feelings
helps start the processes needed to manage the
emotional and physical reactions the caregiver is
experiencing.
A nurse should consider asking the family
member caregiver to complete a self-assessment
tool (such as the Professional Quality of Life Scale
[PROQOL]) and provide a list of resources and
other information the caregiver could use should
compassion fatigue be an issue. Ideally, this
should be a routine component of the plan of care
a nurse develops whenever care needs will be met
for a prolonged period of time by family members
or loved ones.
In addition to proactively anticipating
compassion fatigue, a nurse should also guard
against unwittingly adding to the stress that
contributes to compassion fatigue. When a nurse is
caring for a patient in a home health environment,
he/she should be aware of the ramifications that
accompany failure to keep a commitment or visit
as scheduled. Family members may have been
counting on that time as an opportunity to get
away, even briefly, to engage in self-care. The loss
of the promised respite can be as devastating as
the actual additional care demands that the family
member must shoulder in the absence of the nurse.
Nurses should be sensitive to the important role
they fill in meeting these needs. When that insight
is lost or ignored, the implications for the family
member can be excruciating and ultimately affect
the health of the patient.

Joe’s story
“I’ve been caring for my husband Joe for several
years. He suffers from Parkinson’s and recently
had a stroke. He is unsteady on his feet and has
trouble eating. He is incontinent. I can’t leave him
alone for fear he might hurt himself. We can’t go
anywhere because I have trouble getting him
into and out of the car by myself. Neighbors have
been helpful and so have my children, but they
all have lives of their own. I don’t mind caring for
my husband. It is what I want to do, but I miss not
being able to go to church or play cards with my
friends occasionally.”
When asked, this non-professional caregiver
had never heard of the phrase “compassion
fatigue” nor had she considered that her own
physical health might be compromised by her care
giving duties. Not surprisingly, she eventually had
a myocardial infarction that severely limited her
ability to be the caregiver she had been for so long.
Ultimately, a nursing home placement became the
only option for Joe.
What might have been done?
Nurses caring for Joe could anticipate
the implications of the 24/7 care giving
responsibilities the wife had assumed. Strategies
for engaging in regular self-care activities could be
presented to her early in the process and routinely
stressed during subsequent encounters. Referrals
to community support systems such as adult day
care and similar respite opportunities, meals on
wheels, and transportation options should be
initiated. In other words, a care plan for the family
unit should be developed and modified as needed
and communicated to all involved in Joe’s care not
just once but throughout the time Joe’s care needs
are being met at home.
Patty’s insights
“I’ve been the primary caregiver for my daughter
for over eight years and only recently learned
about compassion fatigue from a parent support
group. None of the nurses, social workers or
physicians who have been involved with us has
ever mentioned it, even though they know I am a
single parent. It was reassuring to me to learn that
what I am experiencing is actually a formalized
concept, and that I am not alone in these feelings.
It made sense to me when I finally put a name to it,
but I would not have been able to do that by myself.
I am too close to the situation.
Although I appreciate how important self-care
is in dealing with my compassion fatigue, I think
sometimes the nurses who are in our home don’t
fully understand or appreciate how important they
are in helping me meet my own self-care goals.
We’ve never talked about it, and I would feel funny
bringing it up myself. When the nurses are meeting
Independent Study continued on page 9
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Independent Study continued from page 8
my daughter’s health care needs, it allows me to
just be her mom. When my daughter thrives so do
I.”
What might be done?
This mom, while recognizing she is
experiencing what she calls “chronic grief,”
continues to minimize her own self-care needs.
Her statement “When my daughter thrives so
do I” is evidence she continues to place a low
priority on her own very legitimate and separate
care needs. A nurse could help legitimize these
needs and also help identify ways she could
begin to meet them. While the circumstances of
the family make this mother a likely candidate
for compassion fatigue, she has not been afforded
an opportunity to raise her concerns with the
professionals who are frequently involved with
her daughter’s care. The mother was reluctant
to bring the issues up on her own initiative;
therefore, without nurses being willing to do so,
the family unit’s health is not optimized.
Compassion Fatigue and the Health Care System
in General
Compassion fatigue left unrecognized and
untreated can have significant ramifications
not only for the individuals involved, but also
for the health care system as a whole. Nurses
who are unable to effectively manage their
compassion fatigue are more likely to leave the
nursing profession thereby contributing to the
already critical nursing shortage. Replacing these
individuals is costly from an organizational
perspective given the expenses associated with
recruiting and orienting new nurses. Further,
compassion fatigue may manifest itself through
frequent absenteeism or other disruptive behaviors
that add tangible and intangible costs to the
employer and the health care system as a whole.
Retention issues impact not only nurse
availability at the bedside, but also the availability
of educators and mentors for novice nursing
staff, particularly in the development of critical
thinking and problem solving. Even with
tenured staff lack of skill development to manage
compassion fatigue may impact retention and staff
engagement in the work setting. (Aycock, 2009, p.
185)
Ultimately, a workforce that is not able to safely
and effectively meet productivity expectations
adds costs to an already financially overburdened
system.
The need to control the ever-increasing cost
of health care has led to greater reliance on
non-institutional settings and non-professional
caregivers. That means more family members will
take on the responsibility for meeting the health
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care needs of their loved ones in informal settings
without the resources needed to safeguard their
own personal physical and emotional health.
People are living longer with chronic conditions
that require skilled nursing care for prolonged
periods of time.
The ever-growing aging population will put
further strain on the health care delivery system
that is already unable to cost effectively meet
care needs or expectations. Compassion fatigue
is one complication of long-term care giving
that, if better understood, identified early and
appropriately managed, could be minimized to
everyone’s advantage. Doing so could enable nonprofessional caregivers to avoid the emotional
trauma and other debilitating behaviors that limit
their care giving effectiveness. It would also allow
patients to be more appropriately cared for in noninstitutional settings. If our system of health care
is to look to home and community-based care as
the lynchpin of cost containment, the need to
proactively address the side effects associated
with that approach, such as compassion fatigue,
cannot be ignored. Not only is it the right thing
to do from a personal or societal perspective, it is
also the economically prudent thing to do as well.
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INDEPENDENT STUDY

“I’ve Fallen and I Can’t Get Up” Compassion Fatigue in Nurses and Non-Professional Caregivers
This independent study has been developed to
help nurses better recognize compassion fatigue
in nurses and non-professional caregivers and
how to manage it.
1.08 contact hours will be awarded.
The Ohio Nurses Association (OBN-001-91) is
accredited as a provider of continuing nursing
education by the American Nurses Credentialing
Center’s Commission on Accreditation.
Expires 12/2013
DIRECTIONS
1. Please read carefully the attached article
entitled, “I’ve Fallen and I Can’t Get Up”
Compassion Fatigue in Nurses and NonProfessional Caregivers.”
2. Then complete the post-test.
3. The next step is to complete the evaluation
form and the registration form.
4. When you have completed all of the
information, return the following to the
Indiana State Nurses Association, 2915 N.
High School Road, Indianapolis, IN 46224
or emailed to ce@IndianaNurses.org

A. The post-test;
B. The completed registration form;
C. The evaluation form; and
D. The fee: ISNA Member or LPN ($15)–
NON ISNA Member ($25). Payment can be
made online at www.IndianaNurses.org.
“Make a Payment.”
The post-test will be reviewed. If a score of
70 percent or better is achieved, a certificate
will be sent to you. If a score of 70 percent is not
achieved, a certificate will not be issued. A letter
of notification of the final score and a second
post-test will be sent to you. We recommend
that this independent study be reviewed prior
to taking the second post-test. If a score of 80
percent is achieved on the second post-test, a
certificate will be issued.
If you have any questions, please feel free to
call Zandra Ohri, MA, MS, RN, Director, Nursing
Education, Ohio Nurses Association at 614 4481027 (zohri@ohnurses.org) or Sandy Swearingen
at 614-448-1030 (sswearingen@ohnurses.org.)

OBJECTIVE
Upon completion of this independent study,
the learner will be able to:
1. Describe the difference between burnout
and compassion fatigue.
2. Identify how the effects of compassion
fatigue can have implications for the health
care delivery system as a whole.
3. Identify strategies for dealing with
compassion fatigue for both the nurse and
non-professional caregiver.
This independent study was developed by:
Janice Lanier, JD, RN. The author and planning
committee members have declared no conflict of
interest.
There is no commercial support or sponsorship
for this independent study.
Disclaimer: Information in this study is
intended for educational purposes only. It is not
intended to provide legal and/or medical advice.

Nurse Practitioner
Daviess Community Hospital is seeking an experienced
Nurse Practitioner to join our team at our “State of the Art”
DCH Quick Care Clinic, located in Washington, Indiana. The
Clinic is an established rural “walk in” clinic. Our Nurse
Practitioners work independently to diagnose and treat
common family illnesses and injuries. We provide competitive
salary and benefits, a network of support and a friendly work
environment. Position is full time 3 or 4 days per week. Clinic
hours are M-F 9:30am to 7:00pm and Sunday 12:00pm to
6:00pm. Apply on line at dchosp.org or send resume to
P.O. Box 760, Washington, IN 47501.

Online graduate education that begins with you!

The Clinical Nurse Specialist concentration (42 credit hours/545 clinical hours) prepares
the advanced practice nurse to function as an expert clinician, leader, researcher, educator,
and consultant for the patient/family, nursing personnel, and health care organizations.
The Family Psychiatric Mental Health Practice specialty (42 credit hours/645
clinical hours) prepares the advanced practice nurse to provide diagnosis and
medication management for individuals with psychiatric/mental health problems;
family consultation, health promotion, and disease prevention education.
The Management and Leadership specialty (42 credit hours) prepares the advanced
practice nurse to assume a management/leadership role in today’s health care
environment. Topics of study include finance, business management, information
management, and marketing resources management evaluation.
The Nursing Education specialty (42 credit hours) prepares the advanced practice nurse
to excel in teaching in schools of nursing, health care institutions, and community settings.
Topics of study include curriculum development and implementation, teaching strategies
for the classroom and clinic, and measurement of student and program outcomes.

Also Accepting Post Master’s Applicants for Fall 2012

See our website for more information:
http://health.usi.edu/acadprog/nursing/msn/
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“I’ve Fallen and I Can’t Get Up”

Compassion Fatigue in Nurses and Non-Professional Caregivers

Post Test and Evaluation Form

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

12. Dealing with compassion fatigue at the
organizational level entails systematically
developing a series of strategies that can be used
in every unit of the facility.
a. True b. False

Name:____________________________________________

13. The practice of registered nursing is defined as:
a. Providing skilled care in a clinical setting
		 to individuals experiencing an alteration
		 in their health status requiring the
		 rendering of treatments and administration
		 of medications at the direction of a
		physician.
b. Providing medical care to individuals or
		 groups that entails the use of special skills
		 learned in nursing education programs.
c. Providing to individuals and groups nursing
		 care requiring specialized knowledge,
		 judgment, and skill.

Final Score: ______________________________________
Please circle or otherwise indicate the correct
answer.

1.

Compassion fatigue is best defined as:
a. A condition experienced only by nurses
		 and other professional caregivers.
b. A character flaw that arises when a
		 caregiver does not have the resources
		 needed to provide care to patients.
c. A syndrome that includes physical,
		 emotional, and psychological exhaustion
		 that affects an individual’s desire and
		 ability to care for others.
2.

3.

4.

Burnout is a sense of frustration or tiredness
associated with a situation rather than an
individual.
a. True b. False
Compassion fatigue is likely to recur, but it can
be effectively managed.
a. True b. False
Compassion is a critical component of good
nursing care and can seldom be a deterrent to
good care.
a. True b. False

5.

Compassion fatigue has four stages: enthusiasm,
empathy, overload, and withdrawal.
a. True b. False

6.

Nurses experiencing burnout are at greater risk
for compassion fatigue.
a. True b. False

7.

A nurse is providing skilled care to a patient in
the patient’s home, and visits him every other
morning. The patient’s wife has been caring for
her husband for over a year, and she is reluctant
to leave the home even when the nurse is there.
Which statement best describes the nurse’s
responsibilities in this scenario:
a. The nurse is hired to care for the
		 gentleman so the wife’s needs are outside
		 her areas of responsibility.
b. The wife is an amazing caregiver and as
		 such the nurse can rely on her to meet the
		 patient’s care needs.
c. Because the wife is at risk for compassion
		 fatigue, the nurse should discuss the
		 syndrome with her and suggest some
		 strategies for managing it.
8.

A nurse who is experiencing unresolved
compassion fatigue is at greater risk for errors in
the workplace.
a. True b. False

9.

The costs of compassion fatigue include:
a. Replacement costs to fill nursing staff
		vacancies
b. Worker’s compensation claims
c. Organizational disruption
d. All of the above
10. The first step in dealing with compassion
fatigue is self-awareness.
a. True b. False
11. Engaging in self-care means setting boundaries
and saying “no.”
a. True b. False

14. A nurse can contribute to a family member
caregiver’s compassion fatigue by failing to keep
commitments to visit the patient at a set time.
a. True b. False
15. Caring for a patient experiencing post traumatic
stress disorder (PTSD) could result in the nurse
developing vicarious trauma.
a. True b. False
16. The Compassion Fatigue Awareness Project is
a web-based resource that provides support for
nurses and others experiencing compassion
fatigue.
a. True b. False
17. Which of these statements is accurate?
a. Family member caregivers are seldom at risk
		 for compassion fatigue because of their
		 emotional connection to the patient.
b. Family member caregivers will readily accept
		 that compassion fatigue is an issue affecting
		 them both physically and emotionally.
c. Family member caregivers may experience
		 compassion fatigue but are unlikely to be
		 aware that it has a label and can be managed.
d. None of the above.
18. A nurse experiencing compassion fatigue:
a. Is at risk for substance abuse
b. Is more likely to make medication errors
c. May avoid intense patient situations
d. All of the above
e. None of the above
19. A nurse working in a rehabilitation center has
been caring for a patient who suffered life-altering
injuries as a result of a fire that destroyed his
home. The patient also lost his two young children
because he was unable to rescue them from the
burning house. The nurse has two children who
are the same ages as the patient’s children. She
has begun to try to avoid this patient and has
complained to her co-workers that she is unable
to sleep. Her irritability and short temper make
others go out of their way to avoid her as much as
possible. This nurse is most likely experiencing
a. Burnout
b. Vicarious trauma
c. Stagnation
d. Post traumatic stress disorder
20. A nurse manager who believes one of her staff
nurses is experiencing compassion fatigue should:
a. Initiate a discussion with this nurse about
		 the possibility of compassion fatigue.
b. Inquire as to what might be done to help this
		 nurse deal with the kinds of patient situations
		 he/she is encountering.
c. Provide opportunities for the nurses on the
		 unit to attend continuing education programs
		 on compassion fatigue.
d. None of the above because compassion
		 fatigue is an inevitable result of being a nurse
		 in a busy hospital, and it cannot be effectively
		managed.
e. a, b, & c are correct

21. Non-professional family caregivers should be
encouraged to:
a. Make caring for themselves a priority
b. Exercise
c. Limit exposure to traumatic events shown
		 on the media
d. All of the above
e. Only a & b are correct
22. Compassion is never a deterrent to good
nursing care.
a. True b. False
23. A home health nurse who regularly visits
a severely disabled child notices that the
mother, who is the child’s 24/7 caregiver, is
tense and quick to criticize. She appears angry
and is neglecting her own appearance. The
child’s care needs are being met without fail;
however, efforts to find respite care have been
unsuccessful. The nurse should:
a. Be aware that the mother is likely
		 experiencing compassion fatigue that, if
		 left unaddressed, could affect the child’s
		 health status.
b. Talk with the mother about compassion
		 fatigue and suggest they work together to
		 develop self-care strategies.
c. Be concerned but realize that her
		 responsibilities extend only to the child and
		 not the mother.
d. a & b are correct
24. Compassion fatigue is more complex than
burnout.
a. True b. False
25. The increased prevalence of compassion
fatigue could be due in part to staffing issues
and economic concerns.
a. True b. False
26. Compassion fatigue can affect the overall
health care delivery system if :
a. Nurses who experience compassion fatigue
		 decide to leave nursing for another less
		 stressful occupation.
b. Experienced nurses are not available to
		 mentor new graduates and help them adapt
		 to the demands of patient care.
c. Families or non-professional caregivers
		 are unable to meet the demands of their
		 loved ones care needs and consequently
		 turn to institutionalized settings for that
		care.
d. All of the above are correct
e. Only b and c are correct
27. An individual experiencing compassion
fatigue cannot maintain a healthy balance
between empathy and objectivity.
a. True b. False
28. Which statement is accurate?
a. Policy makers are looking to non		 institutional settings and non-professional
		 caregivers to control rising health care costs
b. Family caregivers always have the resources
		 they need to meet the health care demands
		 of their loved ones.
c. The nursing shortage and the growing aging
		 population are not factors to consider when
		 analyzing the impact of compassion fatigue
		 on health system needs.
29. If you can trace the stress being experienced by
a caregiver to work conditions, time pressures,
or personalities it is probably as result of
compassion fatigue rather than burnout.
a. True b. False
30. Compassion fatigue is best defined as a
pathological condition that results from
a caregiver’s inability to manage his/her
emotional responses to caring for patients.
a. True b. False
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“I’ve Fallen and I Can’t Get Up”

Compassion Fatigue in Nurses and Non-Professional Caregivers

Post Test and Evaluation Form

Evaluation:
1.

Were you able to achieve the
following objectives?

a.
		
		

Compassion Fatigue in Nurses and
Non-Professional Caregivers
Registration Form
Yes No

Describe the difference
between burnout and
compassion fatigue.



b. Identify how the effects
of compassion fatigue
		
can have implications
		
for health care delivery
		
system as a whole.



c. Identify strategies for
		
dealing with compassion
		
fatigue for both the nurse
		
and non-professional
		caregiver.



2.

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





Name:________________________________________
(Please print clearly)
Address:_____________________________________
Street
__________________________________________________

City/State/Zip
Daytime phone number:_________________________


________ RN

_________ LPN

Fee: _________ ISNA Member/LPN ($15)
_________ Non-ISNA Member ($25)
Please email my certificate to:




_____________________________________________
Email Address (please print clearly)
MAKE CHECK PAYABLE TO THE INDIANA
STATE NURSES ASSOCIATION.

3.

Enclose this form with the post-test, your check,
and the evaluation and send to:
ISNA, 2915 North High School Road,
Indianapolis, IN 46224.

4.

Or email completed forms to
ce@IndianaNurses.org. Payment may be made
online at www.IndianaNurses.org
“Make a Payment”

How long did it take you to complete the
study, the post-test, and the evaluation
form?
		
What other topics would you like to see
addressed in an independent study?

ISNA OFFICE USE ONLY
Date Received:__________
Amount:_______________
Check No__________________________________

Indiana Association of Nursing Students
New Board Members Elected at Annual Convention,
March 24, 2012, Ball State University, Muncie

(Bottom row L-R) René Depew, Faculty Advisor, University of Saint Francis, Isabel Manahan,
Newsletter Editor, IU-Bloomington, Taylor Bradburn, Vice President, IU-Bloomington,
Hannah Merriman, President, IU-Bloomington, Brianne Deuser, Secretary, Ball State University,
Lauren Resendiz, Treasurer, IU-Bloomington, Brooke Delay, Bylaws and Policies Director, IUBloomington, and Adrienne Meier, Community Health/Disaster Preparedness, IU-Bloomington.
Not pictured: Loren Garza, Director of Membership, University of Southern Indiana,
Kristin Mueller, Image of Nursing Director, Purdue University, and Cerelle McMullen,
Newsletter Co-Editor, IU-Bloomington.
The top row (L-R) is the outgoing board: Hanna Moore, Membership Director, Courtney Hatheway,
Newsletter Editor, Eric Kern, Vice President, Brittney Hoge, President, JoAnna Martin, Newsletter CoEditor, Natasha Bertsch, Image of Nursing Director, Sarah Empson, Secretary/Treasurer, and
Emily Tolliver, Director of Bylaws and Policies.

Nursing Practice
Question:
Is Texting/Receiving Patient
Information a HIPAA
Rules Violation?
By Therese Clinch, MSN, RN,
Practice Director, Texas Nurses Association
A growing trend in health care today practice
of physicians texting patient information–
specifically, texting orders to other physicians,
independent licensed practitioners, and nurses in
hospitals or other health care settings. Sure, it’s
a fast, convenient method for physicians to relay
information and orders, but is it legal?
The answer is No. Texting patient information
is not legal unless the text messages are
transmitted through a secure and encrypted
network.
According to the Joint Commission1, it is not
acceptable for physicians or licensed independent
practitioners to text patient information or patient
orders to nurses, physicians, licensed independent
practitioners in the hospital or other health care
setting. The reasons:
• Text messages do not provide message
recipients with the ability to verify the
identity of the person sending the text, and
• There is no way to keep the original text
message as validation of what is entered into
the medical record.
This practice of sending/receiving text messages
of patient inform can lead to HIPAA violations
for the hospitals or health care settings, and the
person or persons who accept and act upon the
texted messages of patient information or orders.
The violations can range from civil law suits to
criminal suits resulting in fines up to $50,000
and up to one-year imprisonment for any person
who knowingly obtains or disclosed individually
identifiable patient health information.2
The Standards for Privacy of Individually
Identifiable Health Information, the “Privacy
Rule” that implements the requirement of the
Health Insurance Portability and Accountability
Act of 1996, establishes the protection of certain
health information. As is explained by the U.S.
Department of Health & Human Services HIPAA
Privacy Rule:
“A major goal of the Privacy Rules is to assure
that individuals’ health information is properly
protected while allowing the flow of health
information needed to provide and promote high
quality health care and to protect the public’s
health and well being. The Rule strikes a balance
that permits important uses of information, while
protecting the privacy of people who seek care and
healing. Given that the health care marketplace
is diverse, the Rule is designed to be flexible and
comprehensive to cover the variety of uses and
disclosures that need to be addressed.”
The nurse’s duty is to ensure patient safety and
security of patient information in the workplace.
Nurses need to know their workplace’s policies
or protocols on the texting of patient information.
Most of all, nurses must report any repeated
violations related to this practice through the
workplace’s chain of command to ensure that no
HIPAA violation occurs.
If the practice of texting patient information
other than over a secure and encrypted network is
going on in your workplace, it’s your responsibility
to immediately notify your supervisor.
References

1. The Joint Commission (2011), Standards
Frequently Asked Questions (FAQs) on 11/ 23/2011
from www.jointcommission.org/standards.
2. US Department of Health and Human
Services (2011), HIPAA rules access on 12/6/2011
from www.hhs.gov/ocr/privacy/hipaa.
Reprinted with permission Texas Nurses Association
© 2012
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AHRQ Research Notes
Interdisciplinary team training with in-situ
simulation helps reduce adverse events in
obstetric patients
Labor and delivery units in hospitals are
challenging, high-stress environments where
birth trauma is a low-frequency but high-severity
event. The most common cause of these events is
communication failure. A new study shows that
interdisciplinary team training that focuses on
cognitive and interpersonal skills, along with
simulated scenarios, can have a significant and
persistent improvement on perinatal morbidity.
The researchers looked at deliveries at
three community hospitals that accounted for
approximately 1,800 deliveries each year. One
hospital served as the usual-care control. A
second hospital received the TeamSTEPPS®
didactic training program. Finally, the third
hospital received intensive training that combined
TeamSTEPPS with in-situ simulation training
exercises. TeamSTEPPS consists of a curriculum
that focuses on leadership, situation monitoring,
mutual support, and communication. The in-situ
training consisted of real-life scenarios covering
uterine rupture, placental abruption, and postpartum hemorrhage.
Only the TeamSTEPPS-simulation program
resulted in a 37 percent improvement in perinatal
morbidity. No significant differences were found
between the control hospital and the hospital
receiving just the didactic curriculum training.
There were no significant improvements on
culture of safety perceptions as a result of the
trainings. However, perceptions of safety were
already high at all three hospitals prior to the
study. The study was supported in part by the
Agency for Healthcare Research and Quality
(HS16728).
See “Didactic and simulation nontechnical
skills team training to improve perinatal patient
outcomes in a community hospital,” by William
Riley, Ph.D., Stanley Davis, M.D., Kristi Miller,
R.N., M.S., and others in the August 2011 issue
of The Joint Commission Journal on Quality and
Patient Safety 37(8), pp. 357-364.
California nurse staffing mandate did not reduce
nursing workforce skill levels
In 1999 California passed legislation requiring
minimum nurse-to-patient staffing ratios for
hospitals. The same law allowed up to 50 percent
of the nursing staff to be licensed vocational
nurses, as opposed to registered nurses who have
a broader scope of practice. A new study found
that California did not reduce the nurse workforce
skill level as had been feared; instead, average
skill levels increased, in keeping with a national
trend.

The staffing mandate resulted in roughly an
additional half-hour of nursing per adjusted
patient day beyond what would have been
expected in the absence of the policy. Although
hospitals in other States also experienced
increases in nurse staffing, the rate of increase
was steeper in California (from 6.44 hours in 2004
to 7.11 hours in 2008, compared to 5.75 hours to
6.22 hours in comparison hospitals in the other
States).
A team of researchers led by Matthew D.
McHugh, Ph.D., of the University of Pennsylvania,
compared the changes in staffing in California
to Texas, New York, Florida, Pennsylvania,
and the nation as a whole between 1999 and
2008. California remains the only State to have
implemented minimum nurse staffing ratios. For
general medical and surgical units, minimum
staffing is set at one nurse for five patients.
Whether the cost of increased staffing
provides adequate returns compared to other
quality-improvement initiatives remains to
be determined. Other research following
the implementation of California’s staffing
mandate has shown that the increased staffing
in California hospitals was associated with
better outcomes compared with patients treated
in hospitals in other States. This study was
supported by the Agency for Healthcare Research
and Quality (HS17551).
See “Contradicting fears, California’s nurseto-patient mandate did not reduce the skill level
of the nursing workforce in hospitals,” by Dr.
McHugh, Lesly A. Kelly, Ph.D., Douglas M. Sloane,
Ph.D., and Linda H. Aiken, Ph.D., in Health Affairs
30(7), pp. 1299-1306, 2011.
Evidence lacking on optimal transition-of-care
programs for heart attack and stroke patients
following hospitalization
Few studies support the adoption of any
specific transition-of-care program as a matter
of health policy, according to a new report from
the Agency for Healthcare Research and Quality
(AHRQ). Despite advances in the quality of acutecare management of stroke and heart attacks, gaps
in knowledge persist about effective programs that
improve the post-hospitalization quality of care
for patients who have undergone a stroke or heart
attack.
Researchers at AHRQ’s Duke University
Evidence-based Practice Center, who conducted
the evidence review, found no interventions that
consistently improved functional recovery after
stroke or heart attack. None seemed to consistently
improve quality of life or factors such as anxiety
or depression. The researchers, led by DaiWai M.
Olson, Ph.D., found that some components of care

transition, such as early supported discharge from
hospital with rehabilitation at home following
stroke, appear to shorten the length of hospital
stay without increased death rates or adverse
effects on functional recovery. Additionally,
specialty care followup after a heart attack was
associated with reduced mortality.
Researchers noted that additional research is
needed before any conclusion can be reached that
a specific care transition approach is effective and
worthy of widespread adoption.
You can access a copy of the report, Transition
of Care for Acute Stroke and Myocardial Infarction
Patients: From Hospitalization to Rehabilitation,
Recovery, and Secondary Prevention, at http://
www.ahrq.gov/clinic/tp/strokecaretp.htm.
Trauma care costs less at hospitals with lower
mortality rates
Trauma care is expensive. In the case of
uninsured patients, trauma centers must absorb
the costs of care. Ultimately, such costs are
eventually passed along to insured patients in the
form of higher insurance premiums. A new study
recently found that it is less expensive to care
for injured patients at trauma centers with highquality care, that is those with lower mortality
rates than would be expected given the patient’s
injuries and health, than at lower-quality trauma
centers.
Researchers used data from the 2006 Healthcare
Cost and Utilization Project database of inpatients
receiving care from non-Federal hospitals
in 38 States. They examined data on patient
characteristics, hospital charges, and mortality
rates for 67,124 trauma patients admitted to 73
trauma centers.
Between 50 and 60 percent of the facilities
were teaching hospitals, with the majority being
nonprofit. The three most common reasons
for trauma admission were blunt trauma, car
accidents, and falls. The care of patients was less
expensive at Level I and Level II trauma centers
with lower mortality rates (adjusted for patient
severity of illness). Low-mortality-rate hospitals
had lower unadjusted costs across most injury
classifications compared with average- and
higher-mortality-rate hospitals. However, the
difference in costs between high-mortality-rate
hospitals and average-mortality-rate hospitals was
not significant.
According to the researchers, hospitals
considered high quality had mortality rates
that were 34 percent lower than average-quality
hospitals. These high-quality hospitals spent
AHRQ Research Notes continued on page 14
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nearly 22 percent less on care. Future efforts
focusing on improving the quality of care may
also lower health care spending for trauma
care, suggest the researchers. Their study was
supported in part by the Agency for Healthcare
Research and Quality (HS16737).
See “The association between cost and quality
in trauma: Is greater spending associated with
higher-quality care?” by Laurent G. Glance, M.D.,
Andrew W. Dick, Ph.D., Turner M. Osler, M.D.,
and others in the August 2010 Annals of Surgery
252(2), pp. 217-222.
More patients are being prescribed
antidepressants by non-psychiatrists and without
a psychiatric diagnosis
Antidepressants now account for the third
most commonly prescribed class of medication
in the United States. Fueling this growth are
non-psychiatrist providers who prescribe them
without a psychiatric diagnosis. A new study
found that the proportion of patient visits to these
physicians where antidepressants were prescribed
without a psychiatric diagnosis grew from 59.5
percent in 1996 to 72.7 percent in 2007.
Of all the visits to non-psychiatrist physicians,
45.8 percent were to primary care physicians.
Antidepressants were prescribed in 9.3 percent
of primary care visits and 3.6 percent of visits to
other non-psychiatrist physicians. During the
study period, there was a significant increase
in antidepressant visits without a psychiatric
diagnosis. The proportion of antidepressant visits
without a psychiatric diagnosis grew from 2.5
percent of all visits to non-psychiatrist providers
to 6.4 percent. The increase was 3.1 percent to
7.1 percent for primary care providers. Patients
prescribed an antidepressant for a non-psychiatric
disorder were more likely to be age 50 or older,
have diabetes or heart disease, have two or more
medical conditions, and have nonspecific pain or
abnormal sensations.
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To the extent that antidepressants are being
prescribed for uses not supported by clinical
evidence indicates several needs, suggest the
authors. For example, there may be a need to
improve providers’ prescribing practices, revamp
drug formularies, or pursue broad reforms of the
health care system that will boost communication
between primary care providers and mental
health specialists.
The findings were based on analysis of data
from the National Ambulatory Medical Care
Surveys on patients’ social, demographic, and
clinical characteristics, as well as details on
reasons for the medical visits and medications
prescribed at each visit. The study was
funded in part by a grant from the Agency for
Healthcare Research and Quality (HS16097)
to Rutger University’s Center for Research and
Education on Mental Health Therapeutics, part
of AHRQ’s Center for Education and Research
on Therapeutics (CERT) program. For more
information on the CERTs program, visit http://
www.certs.hhs.gov.
See “Proportion of antidepressants prescribed
without a psychiatric diagnosis is growing,” by
Ramin Mojtabai, M.D., Ph.D., and Mark Olfson,
M.D., in the August 2011 Health Affairs 30(8), pp.
1434-1442.
ICU nurses show increasing acceptance of
electronic health records
Acceptance of electronic health record (EHR)
technology is particularly important in intensive
care units (ICUs) where physicians and nurses
experience high workload, patient care is critical,
complex decisions need to be made quickly,
and interventions must be implemented in a

Nursing Positions at Indiana State University
• Tenure/Tenure-Track Teaching
• Department Chairperson for Baccalaureate Nursing Completion
Employment opportunities for nursing professionals who:
• Hold a doctoral degree (doctoral candidates may be considered) and a masters degree with at
least one of the degrees in nursing
• Can teach undergraduate and/or graduate courses in medical-surgical, community health,
maternal newborn, child-health, or advanced practice nursing
• Qualify to supervise/teach clinical training courses in distance education and traditional
classrooms
• Are licensed or eligible for licensure in the State of Indiana as a Registered Nurse
• Demonstrate a commitment to excellence in teaching
• Show current clinical competence
• Demonstrate leadership abilities as a department chairperson with the expectation to
encourage and recommend rewards for outstanding teaching, scholarship and research;
attempt to define the research goals of the department; fosters cooperative projects,
interprofessional education and brings individual and department achievements to the
attention of the academic community.
Facts about Nursing at Indiana State University:
• Nursing programs are accredited by the NLNAC at the undergraduate and graduate levels
• Part of the College of Nursing, Health, and Human Services, this new college has over 800
students enrolled in nursing and other health-related programs
• Undergraduate programs offered include four-year generic baccalaureate degree, L.P.N.-B.S.
and R.N.-B.S. degree completion programs
• Graduate programs in nursing include study in nursing administration, nursing education,
family nurse practitioner, and doctor of nursing practice
• An extensive distance education program is available
General Position Facts:
• Salary commensurate with experience
• Excellent fringe benefit package
• Screening of applications begins immediately and will continue until positions are filled
• Applications from men, women, and minorities are encouraged
• ISU has the greatest diversity of all Indiana four-year public institutions
To Apply:
To submit an application go to: http://jobs.indstate.edu
For additional information on faculty search contact Marcee Everly, Chairperson, Nursing Search
Committee at Marcee.Everly@indstate.edu or 812-237-3688
For additional information on chairperson search contact Carol Layton at
Carol.Layton@indstate.edu or 812-237-2319.

www.instate.edu

timely manner. Surveys conducted after EHR
implementation in four ICUs at a regional medical
center revealed that ICU nurses were more
accepting of the EHR at 1 year than at 3 months
after implementation.
The
EHR
system
includes
various
functionalities such as computerized provider
order entry (CPOE), which is used to review
and sign off on entered orders; an electronic
medication administration record (eMAR), which
is used to review and document medication
administration, timing, and comments about the
administration; and nursing documentation flow
sheets in which nurses record vital signs, patient
symptoms, and patient care performed. Nurses
viewed both the CPOE and eMAR functions as
easier to use 12 months after implementation.
Their perceptions of ease of use of the nursing
documentation flow sheets did not change
between 3 and 12 months of use, perhaps because
the nurses had been using this function for
around 2 years before the study began.
Even after 1 year of EHR use, the characteristics
of EHR technology (usability and usefulness)
have a significant impact on acceptance and
use of the technology by ICU nurses. Therefore,
it is important for health care organizations to
continue their efforts to optimize the design and
use of EHR after the technology is implemented,
conclude the researchers. This study was
supported by the Agency for Healthcare Research
and Quality (HS15274).
See “ICU nurses’ acceptance of electronic
health records,” by Pascale Carayon, Ph.D.,
Randi Cartmil, M.S., Mary Ann Blosky, M.S., and
others in the Journal of the American Medical
Informatics Association 8, pp. 812-819, 2011.

The HIV panic of the 1980s prompted CDC and
OSHA to mandate the use of natural rubber latex
gloves as protective equipment for all health
care workers. This increased use of rubber
gloves created a latex allergy crisis. The author
gives an engaging historical perspective of latex
glove use in healthcare. In addition, the author’s
personal experience and the experience of
others who suffer from a latex allergy is told.
Available May 1st in print book & e-reader
formats.
• Barnes & Noble
• Amazon.com
• kandkpublishing.com
Margaret has had a
successful career in
nursing and had to alter
her nursing career path
after developing a severe
latex allergy.
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When you become a nurse and Officer on the U.S. Army Reserve Health
Care Team, you’ll be able to continue to work in your community and
serve when needed. You’ll be surrounded by health care professionals
who share your passion for providing quality patient care. You may also be
eligible for financial benefits, including pay incentives and up to $50,000
for nursing school loans.

Registration is free, fast, confidential and easy!
You will receive an e-mail when a new job posting
matches your job search.

WANT
MORE
OUT OF
YOUR
CAREER?

RN-BSN PROGRAM
www.goshen.edu/daes

CONVENIENT: Finish your bachelor’s
degree in 19 months while attending
class one night each week. Two
convenient locations at Goshen College
or Elkhart General Hospital.
CAREER ORIENTED: With help from
nursing faculty, curriculum design based
on the objectives of your professional
goals and interests.
AFFORDABLE: Several options available
for earning credits toward your degree
in addition to the program coursework.
Financial aid available. Multiple payment
options available. No hidden fees.
REGIONALLY ACCREDITED: Vital for
choosing a school for your degree
completion.
Division of Adult and External Studies
1700 South Main Street
Goshen, IN 46526
574.535.7464
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jobs.stvincent.org

St.Vincent Indianapolis
Hospital needs you!

PATIENT CARE IS

YOUR
PRIORITY .
PROTECTING
YOUR FUTURE

IS OURS .
We’re looking for the best and brightest Critical Care, Surgery
and Trauma Nurses to join our growing family. Let us show
you how cutting-edge technology plus faith-based care equals
a great place to work.
Did you know that St.Vincent Indianapolis Hospital….
• Offers flexible scheduling
• Is among the 100 Best Hospitals in the U.S.
• Has values steeped in faith-based tradition
• Supports your clinical advancement goals
• Is centrally located for an easy commute

You think of others first. Now it’s
time to think about yourself. The
ANA recommends that you protect
your career and your financial
future by setting up your personal
malpractice safety net.
• You need malpractice insurance
because . . .
- you have recently started, or may
soon start a new job.
- you are giving care outside of your
primary work setting.
- it provides access to attorney
representation with your best
interests in mind.

- claims will not be settled without
your permission.
• ANA recommends personal
malpractice coverage for every
practicing nurse.
• As an ANA member, you may qualify
for one of four ways to save 10% on
your premium.
Every day you make a difference in
someone’s life. Personal malpractice
insurance helps protect your financial
future so you can go on making a
difference. Set up your malpractice
safety net … because you care.

800.503.9230

for more information • proliability.com

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

Administered by Marsh U.S. Consumer, a service of Seabury & Smith, Inc. Underwritten by Liberty Insurance Underwriters, Inc., a member
company of Liberty Mutual Group, 55 Water Street, New York, New York 10041 May not be available in all states. Pending underwriter approval.

CA Ins Lic # 0633005 AR Ins Lic # 245544 d/b/a in CA Seabury & Smith Insurance Program Management
56718, 56720, 56712, 55866, 55875, 55919, 55898, 56717, 56719, 56721, 56723, 55872, 55892, 55910, 55922 (5/12)
©Seabury & Smith, Inc. 2012

St.Vincent Health is an Equal Opportunity/Affirmative Action Employer.

Advanced nursing education today for

advanced healthcare
tomorrow.

On the front lines of patient care, nurses serve a critical role in shaping the future of healthcare delivery. For over 120 years,
Chamberlain College of Nursing has been preparing compassionate and clinically proficient nurses by increasing access to
quality nursing education nationwide and training aspiring nurses, nurse leaders and nurse educators.
For aspiring nurses, Chamberlain offers a:
• 3-year Bachelor of Science in Nursing (BSN) Degree Program*
For nurse advancers, Chamberlain offers accelerated, flexible online options:
• RN to BSN Option
• RN-BSN to MSN Option
• Master of Science in Nursing Degree Program
Enhancing Education. Advancing Careers. Improving Outcomes.

Now enrolling for summer, fall and spring semesters
New Indiana Campus: 9100 Keystone Crossing (I-465 and Route 31), Indianapolis, Indiana 46240
For more information, please visit chamberlain.edu or call 888.556.8CCN (8226)
Comprehensive consumer information is available at: chamberlain.edu/studentconsumerinfo
*The on-site Bachelor of Science in Nursing (BSN) degree program can be completed in three years of year-round study instead of the typical four years with summers off.
© 2012 Chamberlain College of Nursing, LLC. All rights reserved. AC0107

