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ANA’s Single Payer Health Care System 
supported by a Medical Think-tank

While watching C-SPAN recently, I listened to a speech 
given by Dr. Denis Cortese, President and CEO of Mayo 
Clinic in Minnesota. Dr. Cortese was addressing the 
National Press Club, Wash, DC, on health care reform 
and described the Mayo Clinic Health Policy Center’s 
recommendations. Naturally, I was very interested in the 
medical profession’s position on ways to change the current 
fragmented system of health care.

Dr. Cortese stated that over $200 billion a year is spent 
on excess paperwork by physicians and at least $100 
billion a year on high overhead of private insurance. In 
addition, private health insurance companies spend several 
more billion dollars attempting to deny members health 
care coverage for treatment, diagnostic workups, drugs, 
and surgeries. Furthermore, employers are increasing the 
co-payments to employees for health care coverage. Drug 
companies are permitted to set the costs for all drugs 
and families are going without basic necessities just to 
pay their drug bills each month. Families are mortgaging 
their homes to pay health care costs not covered by private 
health care plans.

In contrast, the government operated health care plans 
use tax dollars in a more cost-effective system of health 
care for its members. When totaling up the number of 
persons receiving government funded health care plans, 
more citizens are enrolled in government-operated health 
care plans than the for-profit health care companies. 
Persons over 65 years of age receive Medicare, children 
from low-income families receive SCHIP program, 
the disabled receive social security health benefits, the 
women during childbearing years, risk populations, 
homeless persons, and unemployed persons with families 
receive Medicaid, military families and veterans receive 

government VA hospital care, prisoners, all government 
employees, county, state, and federal legislators, teachers 
in public schools and higher education, including staff, 
and maintenance workers, engineers, lawyers, program 
administrators., CPAs, and other state workers receive 
government supported health care coverage. Lastly, the 
government pays for the health care costs of 50 million 
persons without health care coverage. When one looks at 
the spreadsheet of persons covered by government-paid 
health care plans and by the for-profit health insurance 
plans, the government-paid health care plans are paying for 
the majority of U. S. citizens today. 

It is most surprising that the American Medical 
Association fought against a single payer health care 
system in the 1930s, again in 1943, fought against Medicare 
and Medicaid in 1965 and against a national health care 
plan in 1995 and in 2008 have a platform supporting a 
national government subsidized health care system. It took 
more than 70 years for the Medical associations to agree 
with the same political position held by the American 
Nurses Association. 

I was very impressed when Dr. Cortese spoke of 
the difference between the practice of nursing and the 
practice of medicine. He clearly delineated the health 
care services that should be performed by nurses in 
the new health care reform system. He addressed the 
advanced practice nurses and doctoral-prepared nurses 
as valued and pivotal persons on the interdisciplinary 
health care team. These nurses should perform primary 
care on the low-risk populations leaving more time 
for physicians to treat the high risk and chronically ill 
populations. 

What I liked the best was Dr. Cortese’s description 
of the organizational structure of the single payer 

Safe staffing is a priority issue for nurses in all 
practice settings – and for one vital reason: to ensure the 
delivery of safe, high quality health care. The nation's 
public schools represent one such setting that faces 
serious compromises to student safety and wellbeing 
due to a shortage of school nurses.

The important role of professional school nurses 
cannot be overstated, given the prevalence of chronic 
health conditions and other health-related needs among 
today's student population. The National Association 
of School Nurses (NASN) defines school 
nursing as "a multifaceted area of practice 
that promotes student health and safety as 
well as academic achievement." In addition 
to monitoring and treating a variety of health 
conditions, school nurses typically provide 
health education, first aid and emergency 
services, medication administration, 
immunization tracking, state-mandated health 
screenings, and many other services.

A growing body of evidence supports positive links 
between school nurse availability and improved health, 
school attendance and performance among students. 
Unfortunately, there are not nearly enough school nurses 

to care for the growing numbers of children with serious 
health problems. The current shortage of school nurses is 
due in large part to the lack of federal legislation mandating 
safe staffing plans and entry level requirements for school 
nurses. Although federal laws require that school districts 
provide services to students with special needs, they do not 
require that such services be provided by school nurses. 
Consequently, states show wide variations in school 
nurse-student ratios and many states resort to the use of 
unlicensed personnel (e.g., school secretaries, attendants, 

assistants) to provide health care services.
The American Nurses Association (ANA), along 

with the U.S. Department of Health and Human 
Services, the NASN and several state organizations, 
recommends a minimum school nurse: student 
ratio of 1:750 for general school populations. Many 
states stipulate more stringent ratios for students 
with complex health care needs requiring frequent 

interventions. The central premise for recommending these 
ratios is that students have a right to safe, high quality 
health care while in the school setting. The registered 
school nurse is the health care professional best suited to 
providing and coordinating the full range of health care 
services for student populations.

As I See it . . .
President’s Pen                                 Louise F. Timmer, EdD, RN

Louise F. Timmer EdD, RN
President American Nurses

Association \ California
2007-2009

Safe Staffing for School Nurses

(Continued on page 3)

Adverse effects of school nurse staffing have prompted 
legal action by the nursing community. In 2007, the ANA 
and the ANA\California filed a lawsuit in the Superior 
Court of the State of California, claiming that the State 
Department of Education had violated the State Nursing 
Practice Act by calling upon unlicensed school personnel 
to administer insulin in the absence of a true emergency. 
Not only are children being placed at risk, but RNs, 
who are charged with providing training and oversight 
to unlicensed personnel, risk disciplinary action by 
the State Board of Nursing as a result of this directive. 
California has one of the highest school nurse to student 
ratios (approximately 1:2700). The ANA has called upon 
the Superintendent of Public Instruction to ensure that 
medications are administered to students only by persons 
legally authorized to do so, in accordance with California 
law.

For those who either function in this role or who have 
children in K-12 educational programs, you may want 
to view ANA's recently adopted position statement on 
School nursing for children in these educational settings 
see http://www.nursingworld.org/MainMenuCategories/
HealthcareandPolicyIssues/ANAPositionStatements/
practice/SafeHighQualityHealthCarePreKThrough12.aspx. 
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ANA\C Wants To See You….
IN THE NEWS

Have you or one of your colleagues been recognized 
for an accomplishment, elected to office, won an award, 
received a grant or scholarship, launched a new venture? 
Tell us about it! Send name, address, phone number, and 
accomplishment—

E-mail to:  TheNursingVoice@yahoo.com
Mail to:  ANA\California IN THE NEWS
  1121 L Street, Suite 409
  Sacramento, CA 95814

Article Submittal to 
‘The Nursing Voice’

ANA\California accepts and encourages manuscripts 
and editorials be submitted for publication in the 
association’s quarterly newsletter, The Nursing Voice. We 
will determine which letters and articles are printed by 
the availability of publication space and appropriateness 
of the material. When there is space available, ANA\C 
members will be given first consideration for publication. 
We welcome signed letters of 300 words or less, typed and 
double spaced and articles of 1,500 words or less. Articles 
printed in The Nursing Voice do not necessarily reflect the 
views of ANA\C, its membership, the board of directors or 
its staff. 

ANA\California’s official publication, ‘The Nursing 
Voice’ editorial guidelines and due dates for article 
submittal is as follows.

Next Article Submission Deadline: 
July 14th, 2008 for the September 2008 Edition

1. Manuscripts should be word processed and 
double-spaced on one side of 8 ½ x 11 inch white 
paper. Manuscripts should be emailed to Editor at 
TheNursingVoice@yahoo.com 
a. Manuscripts should include a cover page with 

the author’s name, credentials, present position, 
address and telephone number. In case of 
multiple authors, list the names in order in 
which they should appear.

b. The Nursing Voice reserves one-time publication 
rights. Articles for reprint will be accepted if 
accompanied with written permission. 

c. The Nursing Voice reserves the right to edit 
manuscripts to meet style and space limitations. 

d. Manuscripts may be reviewed by the Editorial 
Staff.

e. Articles submitted by members’ of ANA\C will 
be given first consideration when there is an 
availability of space in the newsletter.

2. Photographs should be of clear quality. Black and 
white photographs are preferred but not required. 
Write the correct name(s) on the back of each photo. 
Photographs will be returned if accompanied by a 
self-addressed, stamped envelope. Mail photographs 
to: Samantha Hunter, Editor, The Nursing Voice 
c/o ANA\California, 1121 L Street Suite 409, 
Sacramento CA 95814. Or email photographs in 
jpeg format to thenursingvoice@yahoo.com

3.  E-mail all narrative to TheNursingVoice@yahoo.com

www.anacalifornia.org

American Nurses Association/California is an Affiliate 
Chapter Member of the American Nurses Association.

The Nursing Voice is the official publication of the 
American Nurses’ Association\California. 

ANA\C is located at
1121 L. Street, Suite 409
Sacramento, CA 95814,

Office 916-447-0225 - Fax 916-442-4394
Association E-mail anac@anacalifornia.org

The Nursing Voice Editor E-mail 
thenursingvoice@anacalifornia.org

ANA\C BOARD OF DIRECTORS Officers: Louise F. 
Timmer, EdD, RN, President; Mary Foley, MSN, RN, PhDc. 
Vice President; Mileva Saulo Lewis, EdD, RN, Secretary; 
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The official publication of the ANA\C shall be The Nursing 
Voice. The purpose of this publication shall be to support 
the mission of ANA\C through the communication of nursing 
issues, continuing education and significant events of interest. 
The statements and opinions expressed herein are those of 
the individual authors and do not necessarily represent the 
opinion or views of ANA\C, it’s staff, the Board of Directors, our 
Affiliates or the publications editors. Likewise, the appearance 
of advertisers, and/or their views and opinions, do not constitute 
an endorsement of products or services featured in this, past or 
subsequent issues of this publication. Copyright by the American 
Nurses Association\California. 

The Nursing Voice is published quarterly and is complimentary 
to ANA\C members, schools of nursing and their nursing 
students, affiliates of the association and their memberships. If 
you would like to submit an article for publication, please see 
‘Article Submission for The Nursing Voice’ in this issue for 
deadlines and submission details.

If you would like to receive this publication or you would like to 
stop receiving this publication please write or call the ANA\C 
at (916) 447-0225 or fax to (916) 442-4394. Please leave your 
full name, complete address or address correction and a phone 
number should we need to contact you. Or, fill out and mail in 
the Update Request Form found in this newsletter.

Reprints and Submissions: ANA\C allows reprinting of 
newsletter material. Permission requests should be directed to the 
ANA\C home office in Sacramento. (916) 447-0225

Advertising: Advertising Rates Contact —Arthur L. Davis 
Publishing Agency, Inc. 517 Washington St., PO Box 216, 
Cedar Falls, IA 50613, 800-626-4081. AN\C 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. 
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medical orders.” I asked “Who writes these nursing orders?” 
He explained, “Well, for instance, when I am finished with 
surgery for a patient, the patient is taken to the post surgical 
floor. The Sister (supervisor) of the unit takes the patient’s 
chart and develops the nursing care plan for the patient’s stay 
in the hospital. She uses nursing clinical pathways, patient care 
protocols, nursing care plans and writes the nursing orders for 
patient care for the entire hospital recovery process. I inform 
her of the medications and answer any questions the Sister has 
for me. She then gives my patient to a staff nurse. I come in 
every morning and the Sister gives me tea and biscuits and a 
report on my patients on her unit. She tells me when she will 
discharge my patient. I make a quick visit to the patients and 
proceed to my office. This is the way a hospital should be run.” 
I was astounded to hear this! I said, “Doctor, you are absolutely 
correct, this is the way hospitals should be functioning in the 
United States.” “Yes,” he added, “my place is in my office with 
45 patients waiting to see me, the hospital is for nurses.” 

I suddenly realized that England has hospitals designed by 
Florence Nightingale, while the United States has hospitals 
designed by physicians. I remember reading an article in 2002 
that English hospitals have nurses as the Chief Executive 
Officers. The work environments in the U. S. hospitals are 
in turmoil and staff nurses are leaving in record numbers. It 
is not due to salaries, but because of the impossible working 
conditions. ANA reported the results of its 2002 survey on 
nurse burnout and the emotions experienced by nurses on 
a daily basis included exhausted and discouraged (50%); 
discouraged and saddened by what I couldn’t provide for my 
patients (44%); powerless to affect change necessary for safe, 
quality patient care (40%); and frightened for patients (26%). 
New graduate nurses have higher burnout rates and more 
experienced nurses are leaving before they reach retirement 
age citing poor working conditions as their reason. (Buerhaus 
et al. 2006). Nurses’ job dissatisfaction and desire to quit 
nursing tend to be influenced more by the organizational 
structure governing the workplace than by the challenges 
inherent in caring for patients (Aiken et al., 2001, 2002). 
Nurses want to have more autonomy and control over patient 
care. Nurses want to use their clinical judgment and expertise 
in planning care for patients. When nurses are not listened to 
by physicians, thwarted in their judgment to change treatment 
or plan of care for patients by the nurse manager, frustration 
and helplessness are the emotions that are felt day after day. 
When staff nurses cannot resolve their feelings of helplessness 

national health care system. It would be directed by a 
national health care Director who held a position similar to 
the Chairperson of the Federal Reserve Board. The Director 
would be appointed by Congress and report to Congress on a 
quarterly basis to describe how the tax money was spent on 
health care. His idea of organization is very similar to Senator 
Sheila Kuehl’s SB 840 bill on health care reform for California. 
Each state would have a Director of Health Care and report 
to the national Director of Health Care. The states would be 
organized around city and rural regions with Directors of 
Regional Health Services. Each state would manage its own 
contracts for equipment, health care services, drugs, health 
care facilities, and health care providers. Best of all, Dr. 
Cortese believed that the Director of Health Care positions 
would best be filled by nurses. He explained that the holistic 
approach to health care is part of nursing practice and fits very 
well in organizing health care services with an emphasis on 
health prevention, health education, and patient care outcomes.

Perhaps, the professions of medicine and nursing have 
finally become collaborative as Florence Nightingale 
envisioned them over 150 years ago.

Florence Nightingale’s Hospital System: Let’s bring it to 
the United States

Sometime ago, I was sitting at the nurses’ station in a local 
hospital when a British physician on a fellowship sat down 
beside me. He began muttering while he was writing orders, 
bemoaning, “These American nurses, why don’t they know 
anything. I have to write their nursing orders for patients.” 
Inquisitively, I leaned near him and asked, “What do you 
mean, you have to write nursing orders?” He responded 
exasperated, “Well, look here. I have to write orders like: 
d/c foley catheter, d/c IV, progress diet, progress ambulation, 
change dressing TID. In England, these are nursing orders, not 

ANA’s Single 
Payer Health Care 

System cont’

and frustration for not being able to provide optimal care for 
their patients, burnout is inevitable (Erickson, Grove, 2007). 

Let’s create a hospital using Florence Nightingale’s 
principles of hospital administration, using staff nurses, 
Clinical Nurse Specialists (CNS) and Unit Managers. Hospitals 
that have units organized around the staff nurses, clinical 
nurse specialists, and unit managers will bring independence, 
autonomy, and control over patient care that is lacking in the 
hospitals today. Nursing orders must be instituted in these 
hospitals that give authority to staff nurses to make clinical 
judgments when to “d/c foley catheter, d/c IV, progress diet, 
progress ambulation, change dressings, order physical therapy” 
and other forms of nursing care. Each unit is spearheaded by a 
CNS working each shift and is responsible for admitting new 
patients, developing nursing care plans that include clinical 
pathways, medical protocols, and nursing orders for the entire 
hospital stay. In addition, the CNS listens to report between 
shifts and changes any patient plan of care during the shift 
in consultation with the staff nurse. The CNS functions to 
develop the clinical judgment of all staff nurses, makes staff/
patient assignments, and mentors the new nurse orientates. 
The CNS works directly with the physician, interdisciplinary 
health team, and the discharge planning nurse to help the 
patients/families make the transition from hospital to home. 
The Unit Manager is responsible for the budget, staffing issues, 
hiring, instituting new policies and procedures, in-service 
meetings, and evaluation of staff nurses. The Clinical Nurse 
Specialists and the Unit Manager collaborate on unit research 
studies, patient care outcomes, development of new policies/
procedures, on-going staff education, and facilitating in-service 
meetings exploring patient case studies, new equipment, 
and new drug therapy. This unit organization structure will 
decrease the frustration and helplessness experienced by staff 
nurses because it allows input from staff nurses regarding 
patient care issues and immediate feedback from the CNS. It 
will decrease the fears and hopelessness of the new nurses as 
the CNS develops their clinical judgment with selected patient 
assignments each day. It brings order and collaboration to 
the unit with the CNS and Unit Manager conducting needed 
research studies on patient outcomes, assisting the staff 
towards professional development, and stimulating cooperation 
and collegiality among staff nurses. This is what the British 
physician and Florence Nightingale meant by “The hospital is 
for nurses and the office is for physicians.”

It was my pleasure to represent ANA\C at the California 
Nursing Outcomes Coalition conference held at the 
Hilton Los Angeles/Universal City April 7–9, 2008 and 
titled Radical Transformation of Nursing Performance 
Improvement: Responding to Exploring Measurement 
Demand! Also attending was Dianne Moore, PhD, RN 
ANA\C Director of Education and Nicole Marcy, BSN, RN 
ANA\C Director Nursing Practice.  

Three hundred plus attendees were presented with 
benchmarking and best practices data on falls, hospital 
acquired pressure ulcers and restraints. The differences 
and similarities between the California Nursing Outcomes 
Coalition (CalNOC) and the National Database Nursing 
Quality Indicators (NDNQI) were identified. Advantages 
to providing information to both data bases were discussed 
and recommended

The Military Nursing Outcomes Database (MilNOD) 
and the Veteran’s Affairs Nursing Outcomes Database 
(VANOD) outcomes were presented. CalNOC presentations 
included: comparative outcomes for pre and post staffing 
ratios regulation and the effect of the staffing ratios on 
falls; falls with injuries; hospital acquired pressure ulcers 
(HAPU) and restraints. The CalNOC benchmarking 
outcomes for Post Acute and Pediatric falls and pressure 
ulcers were presented.

CalNOC 2008 Conference

A panel of five facilities discussed ways to keep the 
nursing staff engaged during the quest for falls, hospital 
acquired pressure ulcers and restraints best practices. 
Concerns regarding resource allocation needed to support 
data collection were verbalized. Another concern was the 
need to be able to utilize CalNOC data to develop business 
plans to implement best practices related to falls and 
hospital acquired pressure ulcers.

There were round table discussions at the Wednesday 
networking lunch. Poster presenters numbered 13 covering 
subjects dealing with pressure ulcers, falls, standardized 
medication administration, nursing certification and 
nursing staff injuries.

CalNOC presently is offering data collection at 200 
sites and 5 states and has launched an online tutorial in 
collaboration with the American Nurses Association 
(ANA). Five peer review articles related to the outcome 
findings are in the process of being finalized for 
publication.  

This overview of the conference is just a tip of the 
iceberg when attempting to capture CalNOC’s recent 

activities. One would hope the information presented will 
increase your curiosity and you will seek to find out if your 
facility is participating in the CalNOC data collection. If 
not, ask the question—why not?

Monica Weisbrich, BSN, RN
ANA\C Director Legislative
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Membership and Communication

Become a leader in the professional organization that 
represents all California nurses no matter scope of practice 
by running for office in the 2009-2011 election. 

By deciding to run for an ANA\C elected position, you 
make a choice to invest in your future and the future of 
health care. ANA\C leaders have the capacity to influence 
public policy, professional nursing standards, and the 
advancement of the association. As a leader, you will 
become a part of the history and tradition of ANA\C and 
ANA—forging the way for the health care system of the 
future and ensuring that nurses remain essential providers 
in all practice settings. You will help ANA\C and the 
nursing profession remains strong and united.

The benefits of being an ANA\C leader can be both 
personal and professional, and can provide you with skills 
that can be applied to many areas of your life. Here are just 
a few to think about; 

• Increase your opportunities to mentor, to be 
mentored, to gain peer recognition, to share your 
expertise and ideas. 

• Enhance your development as an individual and as 
a professional through strengthened communication 
and organizational skills. 

• Be on the cutting edge of a new and better health 
care for the American public. 

• Develop marketable campaign skills while 
articulating your views, engaging with a diverse 
membership and speaking publicly. 

Any current ANA\C member, who does not concurrently 
serve in a leadership position of another professional 
organization if such participation might result in a conflict 
of interest with ANA\C, meets the criteria to run for an 
elected position. ANA\C expects the best from its leaders 
just as you have the right to expect the best from your 
association. As an association leader, you will: 

• provide strategic directions for the association 
through participation in meetings, conference calls 
and electronic communications. 

• prepare for each meeting and conference call by 
reviewing materials ahead of time. 

• review mailings and respond to items requiring 
action between meetings. 

• be available to serve on subcommittees. 
• attend meetings of other health care organizations 

or organizational units as a representative of your 
structural unit. 

• present reports or serve as a spokesperson for media-
related activities. 

Your time commitment to the association will depend 
upon the position to which you are elected. You may 
need to request your employer’s support for the time 
commitment you make. Most employers will view your 
leadership role as a benefit to them—through your 
increased knowledge and distinction as an ANA\C leader. 

ANA\C Board of Directors 
The Board of Directors (BOD) is the corporate body 

of ANA\C composed of four officers (President, Vice-
President, Secretary and Treasurer) and four directors 
elected by the general membership. Refer to ANA\C 
bylaws, Article VII for a complete description of the 
responsibilities of the Board of Directors. Bylaws are 
available at www.anacalifornia.org or through the office at 
916-447-0225.

Duties of Officers
The President of ANA\C shall serve as the Official 

representative of the association and its spokesperson 
on matters of association policy and position; as the 
chairperson of the General Assembly, the Board of 
Directors and the Executive Committee of the Board; an 
ex-officio member of all committees except the Ballot 
Committee; and a delegate to the House of Delegates of 
ANA.

The Vice-President shall assume duties of the President 
in the President’s absence and shall oversee any necessary 
review of bylaws, strategic pathways, and Organizational 
Process and Appeals. The Vice-President shall also 
oversee planning and preparation for the General Assembly 
including Awards, Reference and Bylaws activities at the 
Assembly.

The Secretary shall be responsible for ensuring that all 
records are maintained from the meeting of the General 
Assembly and the BOD, and notifying members and 
chapters of meetings of the General Assembly.

The Treasurer shall be responsible for supervising the 
fiscal affairs of the association and providing reports and 
interpretations of the financial condition of ANA\C to the 
membership, General Assembly and the BOD.

Director, Nursing Practice shall focus on understanding, 
interpreting, and advocating for legislative, regulatory, and 
policy issues regarding nursing practice.

Director, Nursing Education shall focus on 
understanding, interpreting, and advocating for legislative, 
regulatory, and policy issues regarding nursing education.

Director, Health Issues shall focus on understanding, 
interpreting and advocating for legislative, regulatory and 
policy issues relating to health.

Director, Membership and Communications shall focus 
on membership recruitment, retention, and resources. This 
director’s responsibilities will include oversight of the 
newsletter, website, list-serves (Yahoo groups), archives, 
chapter development, and public relations

Contact ANA\C if you have further questions or if you 
would like to receive the necessary documents for the 
2009-2011 elections. Deadline for completed consent to 
serve packets is September 1, 2008.

Become a Leader in Your Professional Organization

‘Gretta’ Styles Distinguished 
Career Honored

The American Nurses Association (ANA) and the 
American Nurses Credentialing Center (ANCC) are 
proud to announce the achievements of former ANA 
president Margretta “Gretta” Madden Styles, RN, EdD, 
FAAN, was honored March 14 2008, when Representative 
Jerry McNerney (D-CA) read remarks honoring Gretta 
Styles’ contributions to the nursing profession into the 
Congressional Record. 

In recognition of her distinguished career, ANA and 
ANCC are hosting a celebration at their Silver Spring 
headquarters to mark her birthday, March 19, and are 
seeking to have the day recognized as Certified Nurses 
Day by the federal government.

“Gretta Styles was an innovator and a pioneer in 
championing the value of nursing certification,” remarked 
President Rebecca M. Patton, MSN, RN, CNOR. “ANA is 
proud to honor her legacy and the dedication of all nursing 
professionals who strive to pursue nursing excellence 
through certification.” 

ANA and ANCC encourage nurses and health care 
professionals to join in the campaign to have March 19 
declared Certified Nurses Day. Please visit http://www.
certifiednursesday.org/ for more information. 

Margretta “Gretta” Madden Styles is widely recognized 
as the ‘Mother of Nurse Credentialing.” She was the 
architect of the first comprehensive study of nursing 
credentialing; she served as president of the American 
Nurses Association, The International Council of Nurses, 
the California Board of Registered Nurses, and the 
American Nurse Credentialing Center.

The Importance of 
Belonging to Your 

Professional Organization
The American Nurses Association, along with over 

80 specialty nursing organizations, serves a vital role 
in advancing the role of nursing and the health care. 
ANA works to develop policies, set standards, advocate 
in government and private settings, provide education, 
maintain the Code of Ethics for Nurses and shape 
the future of the profession. It is members that allow 
associations to accomplish what needs to be done. Member 
dues provide the necessary funding and member volunteers 
provide the guidance and expertise to move the profession 
forward. Members make the difference—in the nursing 
profession and the health care of the nation. 

© 2008 The American Nurses Association, Inc. All 
Rights Reserved

American Nurses Association—8515 Georgia Avenue—
Suite 400—Silver Spring, MD 20910

1-800-274-4ANA | Copyright Policy | Privacy Statement 
Link

Nurses in the 
News

Good day,
My name is Ijeoma; I am 23 years old and I am a 

registered nurse. I graduated from El Camino College, 
California as a foreign student on June 6th 2007. I was 
able to start working in Long Beach, California with my 
Optional Practical Training working permit; a one year 
work permit giving to you by immigration that expires in 
June 30th, 2008. There are various hospitals willing to 
sponsor my green card/permanent residence, but I am left 
with a no choice go back to my home country or continue 
on with a higher level of education come June 30th, 2008 
as a result of the fact that there are no Visa numbers 
available for nurses. As proud as I am of my profession and 
as willing as my soul is to offer my services to work and 
be productive to myself, I cannot perform these functions 
simply because congress has not passed the bill that renews 
the visa quota for foreign born nurses to obtain a work 
permit and a green card. I plead for the “schedule A” fast 
track visa numbers for nurses to be made available so as to 
enable me obtain work authorization, so I can be a benefit 
to myself, to my family and to the economy as a whole. 
As it stands, I cannot go back home because I have worked 
extremely hard and I have invested time and money into 
my education.

Going back to school will mean thousands of dollars as 
a foreign student on tuition. This in turn means that every 

Letter to the Editor
The Nursing Voice and ANA\California

March 11 2008
penny I have made ever since I started working will go into 
my education. I want to be able to give back to my family 
for all they have done for me. I want to be able to go to 
travel back home and visit my family. I want to be able to 
take advantage of different opportunities open available in 
the field of nursing without any restrictions. I ask, I plead 
on my knees for you to put a word out there to congress and 
the law makers to please look into this issue with a goal 
of making visa numbers available for nurses. According 
to the “U.S. Department of Labor Bureau of Labor 
Statistics” Registered nurses are projected to generate 
about 587,000 new jobs over the 2006-16 period,” one of 
the largest numbers among all occupations; overall job 
opportunities are expected to be excellent, but may vary 
by employment setting. Who are the people expected to fill 
in the positions when come June 30th, 2008 I will place 
my Registered Nursing license in a box because I will have 
no work permit to work. I hope by writing this letter that 
appropriate attention is brought to this issue as I believe in 
the American Nurses Association’s ability to affect change. 
I lastly would want to thank you for taking out time of your 
busy schedule to read this letter and I hope that through 
this letter you or someone else can help me. God bless and 
keep you.

Kind regards
Ijeoma
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Membership and Communication

by Aaron Smith, CNNMONEY.COM Staff Writer

Recommended Jobs
NEW YORK—When Heidi Sadowsky quit the finance 

sector, she abandoned a job market on the verge of collapse 
for one that may be air-tight: nursing.

"I was never happy in my life in finance," said Sadowsky, 
39, a former liaison for institutional investors and money 
managers at Citibank and Invesco. "I always felt like a square 
peg in a round hole. I decided I had to get out of this business. 
I was never cut out for this."

Inspired by the compassion of nurses who cared for her 
terminally ill father, Sadowsky took up training last year at 
New York University's College of Nursing. Since she already 
had an undergraduate degree, she was accepted into the 
nursing school's accelerated 15-month bachelors program 
and she expects to graduate in May. At $64,000, the NYU 
tuition is far from cheap, but starting pay for graduates is up 
to $70,000 a year in New York City. Nationwide, the average 
pay is about $56,000.

Most importantly, the job security is iron-clad. When 
Sadowsky graduates in May, she will enter one of the few 
areas of the job market that's showing significant growth.

"People are always going to be sick, and the nurses are 
the front line in the hospitals," said Sadowsky, who believes 
there will "always be jobs" in the nursing profession. Timing 
is everything.

Sadowsky picked the right time to switch careers. The 
finance sector has shed 124,000 jobs since the beginning 
of 2007, according to the Department of Labor, including 
22,000 jobs in the first two months of this year. Major firms 
like Bear Stearns (BSC, Fortune 500), Merrill Lynch (MRL) 
and Sadowsky's old employer Citigroup (C, Fortune 500) have 
been hard-hit by the subprime collapse, and analysts expect 
up to 30,000 more job cuts in finance by the end of the year.

Meanwhile, hospitals, clinics and nursing schools are 

scrambling to fill vacant positions for nurses and teaching 
staff. The Department of Labor estimates the number of 
vacancies for registered nurses will expand to 800,000 in 
2020, from its 2005 tally of 125,000.

"No other occupation is seeing a higher ratio of job 
postings to seeker-resumes," said Hugo Sellert, head of 
economic research at the employment Web site Monster.com. 

Sellert said there's been a 15 percent increase in nursing 
jobs posted on Monster.com over the last year, compared to 
a 15 percent decrease in finance and insurance jobs, and a 5 
percent decline overall.

"We know that the demand for nursing is going to grow," 
said Cheryl Peterson, senior policy fellow at the American 
Nurses Association. "We've got an aging baby boomer 
population which is only going to drive the demand." Many 
nurses are themselves boomers who will be retiring soon, 
further increasing the need.

Claire Young, chief nursing officer at the Cleveland Clinic, 
one of the nation's top-ranked hospitals, said she's looking for 
300 new nurses to add to her current staff of 3,800. Many of 
these nurses would be working in expanded facilities to meet 
"enormous" demand from a growing patient population, she 
said.

In order to woo new nurses, the clinic is offering thousands 
of dollars in tuition reimbursement, as well as free uniforms 
and flexible schedules.

It's also trying to convince workers who've been laid off 
from other professions, like manufacturing and computer/
technology, to move into nursing. "The shortage is something 
we'll be living with for a long time, but we can't stop offering 
care," said Young. "Unfortunately, one of the strategies is 
capitalizing on this recession."

NYU's College of Nursing has doubled enrollment since 
2001, to 1,180 students. Terry Fulmer, dean of the college, 
said the school doubled the size of its facility since 2002, and 
doubled its full-time faculty to 52.

Nursing: the Recession-Proof Job Market
Former finance workers are switching careers to answer the huge demand for new nurses

"We're turning away students because the demand is 
tremendous," said Fulmer, whose school accepted only 200 
students out of 908 applicants for the fall semester. To meet 
demand, she said the college is getting ready to build a new 
facility that's twice the size of the current one.

Nine Women to Every Man
To help fill the ranks, the nursing profession is trying 

to convince men, not just women, to become nurses. The 
profession is currently 90 percent female.

"Tradition holds that a guy's going to be a doctor, and the 
female is going to be a nurse," Neville Lewis, 40, an NYU 
nursing student who is married to an RN.

Like Sadowsky, Lewis abandoned finance to take up 
nursing. Since he already had a bachelor's, he qualified for 
NYU's accelerated 15-month program. Lewis said he majored 
in political science and mass communications at Midwestern 
State University in Texas, and then embarked on a 15-year 
career in the bond and IPO sector at the investment firms 
Equiserve (now Computershare) and Fidelity Investments.

"I kind of fell into finance after graduation," said Lewis, 
who had felt the lucrative pull of the finance sector. "You 
make a lot of money, but do you enjoy it? I was not happy."

After getting laid off from Equiserve in 2002, Lewis took 
a job at Fidelity and considered going back to school to pursue 
tax law. But he changed his mind, quit Fidelity in 2007, and 
started at NYU's nursing school in January, 2008. He expects 
to graduate in 2009.

"I felt like I could accomplish more by working to heal 
people, then by helping people fight over money," he said. 
And as he watched his former sector collapse, Lewis realized 
that altruism wasn't the only motive to get into nursing.

"Seeing what's happening now, I have no regrets in leaving 
finance," he said. "People are always going to be sick. We live 
in an aging society."

Nursing Education

Written by Diane Alvy RN, LMFT

Each year our nation accepts thousands of nursing 
applicants into nursing programs. Governing bodies, educators 
and deans have worked designing and implementing a 
curriculum to ensure the safely of the consumer however; 
students continue to drop out, the cultural diversity remains 
narrow and the teacher-student dyad operates on a less than 
optimal basis. Research indicates nursing school is stressful; 
it impacts both students and teachers alike. Although stress is 
rarely discussed the implications are far reaching. 

Groups exposed to periods of stress (nursing students) 
commonly experience powerlessness, isolation and de-
individuation. Students do not want to ‘rock the boat’, stand 
out or appear weak. The capacity to self navigate assert 
independence are common ‘markers’ that clinical instructors 
seek to prove a nursing student has demonstrated competence 
delivering nursing care. Unfortunately, the ability of the student 
to self navigate; assert independence is often ‘thwarted’ due to 
the common ‘stress’ inherent in groups. 

According to the California Legislative Analyst’s Office 
Report of 2007, the community demographics differ from the 
nursing demographics. In California 91% of nurses are women: 
2/3 Caucasian, 22% Asian, 6% Latino, and 4% African 
American. This is an important statistic because patients do 
better when tended by their ‘own’ culture. Unfortunately the 
highest drop out rates are amongst minorities. The lack of 
diversity in nursing affects our community’s mortality rates. 
Minority students and all other students commonly experience 
stress in a number of ways. 

Students report the need to quickly adapt and find a 
continual balance between the rapidly paced lectures, the 
increasingly demanding nursing floor competencies and the 
continual home life demands results in the development of 
stress. Just as a student adapts to one rotation and set of clinical 
rules and teacher-student relationships the rotation setting ends 
and the shifts to a different clinical setting sometimes even a 
different hospital entirely. Each setting has a different set of 
rules, a different culture and set of unspoken expectations and 
assumptions. The teachers leave, just as possible rapport was 
beginning to end. 

The sense of ‘belonging’ to the profession as a student is 
vital. Besides the traditional ‘pinning ceremony’ at graduation 
there are few on going weekly support groups built into all 
nursing programs that eases transitions, build collaborative 
relationships and bolsters communication skills. There is an 
‘over’ abundance of students that desire to become nurses; 
research indicates a large proportion of these individuals would 
benefit from improved assertive communication skills.

New admission policies which now require higher 
academic standards will help attrition rates to a certain degree, 
but do not address the stress levels which cause many good 
candidates to leave. In many cases, the higher the entry level 
competencies and initial GPA the higher the initial stress and 
performance-driven attitude of the student who is the type A 
personality is accustomed to pushing for performance and not 
asking for help.

Often the teacher-student dyad operates on a less than 
optimal basis with good reason. Clinical instructors are asked 
to do two very important jobs simultaneously; evaluate skills 
while providing emotional support to students. Students do not 
want to ‘rock the boat’ or appear weak … their grades are on 
the line and they fear failing. The burden of the teacher holding 
two jobs: evaluating the student and emotionally supporting 
the student works at ‘cross purposes’. Providing support groups 
by a non faculty third party frees the teacher to ‘teach’ and 
optimizes the teacher-student relationship. 

Becoming a skilled nurse involves good relationships with 
patients who are sometimes highly distressed which requires 
fortitude, a strong sense of independence in thought and action. 
At this time, schools do not incorporate support groups within 
nursing programs. Nursing school is stressful according to the 
research. Without having support groups in place the ability of 
the student to self navigate; assert independence is a challenge 
and consequently students ‘experience’ nursing school similar 
to that of the ‘military’ and continue to drop out. 

We pay a high price not evaluating the implications of 
stress. Foundations are now investigating reasons for the 
nursing shortage and possible solutions: incorporating support 
groups is a solution, and worthy of consideration. 

Diane Alvy RN authored a resolution which passed the 

The High Price We Pay For Not Acknowledging The Stress In Nursing Schools
General Assembly of the ANA\C which incorporates support 
groups within California Nursing Schools. She has recently 
authored a proposal incorporating support groups within 
all national nursing programs which is currently being 
considered by the HOD. For more information regarding 
Support Groups: Ms Alvy can be contacted at 323-304-9771.
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The Learning Tree
This is a new column for our membership to read and 

send in questions and comments about questions related 
to nursing education. Here are a few questions we have 
received and our responses. ANA\C Division of Education

Q. What is the difference between a BSN and an 
ADN nurse, with regards to units, time, focus, and 
benefits? 

A. First everyone should understand that California 
is very fortunate to have such an excellent availability of 
nursing schools throughout the state. Very few other states 
have the educational resources available as California. 
Because previous citizens of our golden state had the 
foresight to invest in education we are fortunate to have 
taxes to pay for the Community College and CSU and 
UC systems, and therefore the current citizens are able to 
enjoy an excellent education for a direct tuition cost lower 
than anywhere else in the country. This availability does 
not prevail for other USA citizens in other states where, for 
the most part, the private school system prevails. This has 
spoiled California residents in many ways. They take their 
educational opportunities for granted or to view private 
school tuition as excessive for their educational services. 
No matter how one looks at it, education is expensive but 
it is also the only route we have to obtain the knowledge 
necessary to practice as a nurse. Whether ones goes the 
private or state route for nursing education, be assured the 
Board of Registered Nursing has approved all the schools 
listed on their website and all the schools provide sound 
nursing education.

The USA nursing education system has evolved 
over the last 50 years to have entry into the licensure of 
registered nursing as primarily either through the ADN 
or BSN format. It is a misnomer to call either of them a 
2 or 4 years degree since it usually takes longer in many 
schools than the traditional 2 years to earn an ADN degree 
for nursing. A few states have made the BSN as the direct 
entry into nursing and while there is a national push in 
that direction the ANA\C has not taken any stand on entry 
into practice. New York has taken a stand giving the ADN 
graduates 10 years to complete their BSN. For California 
residents, the following information should be helpful for 
those interested in knowing more about the ADN vs. BSN 
Education. We will have more information about nursing 
education in later issues of the newsletter.

The ADN is approximately 72 credits depending on 
the school it could be as high as 80+ units. Within the 72 
nursing programs of California community college system 
it takes getting through 20-30+credits of prerequisite 
courses before one can apply to the nursing program. 
That can take about 1.5-3 years to complete depending 
on whether one goes full time or part time and how easy 
or difficult it is to get into certain prerequisite courses; 
sciences being the hardest. One can then apply to the 

nursing program and depending on their capacity and 
admission process it could be immediate admission or 
waiting 2-5 years. Once in the nursing program it takes 
another 2 academic years so overall about 3.5-6 years for 
an ADN in the state community college system. 

In private schools it is usually different because 
they often include the prerequisite courses in the entire 
curriculum and the whole process can be completed in 
about 24 months or 2-3 years depending on their academic 
schedule. Some private schools go all year long so are able 
to save time for the student. In the private schools, the 
number of credits for the ADN is about the same as the 
state school keeping in the 72 credit range. 

The cost is different between the state and private schools 
but then remember there is also a cost to the time lost and 
loss of earnings from not having the degree and license to 
practice. Also keep in mind that in the state schools the tuition 
is supplemented by all the people in the state paying into the 
cost of the education, through their taxes. This is not true for 
the private school. In some cases the private schools also pay 
taxes back into the state so they are actually supplementing 
the state schools. In the LA area the average RN makes about 
$70,000/year so the loss of income is substantial and the cost 
of tuition in private schools is usually made up about 1-2 
years of practice, the same time others are waiting to get into 
the state systems of schools. There is usually federal funding 
available for student loans in these schools or employers may 
pay or share tuition costs, so don't be put off by tuition costs in 
your decision about which school to attend—Time is Money.

The BSN programs in the state schools are similar in 
that one takes the prerequisites first and then apply to the 
nursing program. The number of credits for the BSN is 
about 120-130 credits. The admission criteria vary but they 
usually have many more applicants than they can take so 
they usually start from the top and work their way down 
based on their admission criteria. The average GPA for 
UCI and UCLA this last year was 4.2 with SAT scores of 
1900. The time frame to complete the program can be as 
short as 4 years and as long as 6-7 years depending on how 
easy or difficult it is to get the prerequisite courses and 
how long one has to wait to get into the programs.

In the private BSN programs they may or may not have 
the same admission requirements as the state schools but 
frequently they include all the prerequisite courses as 
part of the overall nursing program so the time frame to 
complete the program is less,3-5 years. Some schools like 
West Coast University, which has a different academic 
schedule, can get the BSN completed in 160 weeks or 
about 3 years, including all the prerequisite courses. 

The cost of the private schools vary and while more 
than the CSU or UC system they are comparable to costs 
of other private schools throughout the USA. Ultimately 
the BSN degree allows one to be eligible for the NCLEX 
and obtain the RN license and work in a variety of health 
care settings. Earning are such that the tuition cost would 
be made up in about 1-2 years of practice. Many hospitals 

now are preferring BSN graduates and will also pay a 
higher salary for the degree.

The private schools produce about 25% of the nurses in 
this state. The admission criteria in the private schools vary 
but ultimately the students in any of these state or private 
nursing programs have to make it through successfully or 
they are not eligible to take and pass the NCLEX. Without 
passing the NCLEX and therefore getting the RN license 
to practice, the education has limited use. 

With the license, the ability to work in a variety of 
setting is different for the ADN and the BSN graduate- 
another story for another day.

Q. I've been in nursing for 5 1/2 years and I'd like 
to get into nursing research. I'm not in a position to go 
back to school yet. Is there some way I could still work 
but participate in nursing research—something that 
would make a difference to my patients? Thanks. Lori 
from Los Angeles"

A. First I must applaud you for your interest in 
improving patient care and wanting to do it in an organized 
fashion that will be the most use to the most people. 
Nursing research is a very important part of nursing and 
one often overlooked as a way to answer some our most 
pressing questions. There are a number of things you can 
do to start along the path of nursing research. The type of 
research you are implying in your question is commonly 
called Evidenced Based Research but there are different 
types of research. 

I would suggest that you start your quest with learning 
more about ‘Evidenced Based Practice’. Then learn more 
about the different types of research and the research 
process. Reading books and journal articles involving 
nursing research is a start. Some examples would be: 
Melntk & Fineout-Overholt (2005) "Evidenced Based 
Practice in Nursing and Health Care" Lippincott 
Williams & Wilkins. Another might be Macnee & McCabe 
(2008) "Understanding Nursing Research: Reading and 
Using Research in Evidenced Based Practice 2nd Ed." 
Lippincott Williams & Wilkins. 

There are a number of journals specializing in nursing 
research and others specialty journals that usually have 
at least one or two articles per journal involved with 
research. If you have a particular area of interest in 
nursing start looking up articles on that topic and reading 
them so you can see what others in the field are saying 
or doing regarding that or related topics. The librarian 
in your facility, the nearest public library or school of 
nursing should also be able to assist in your search. The 
Internet is also a good source as are the websites of famous 
research based schools or researchers themselves like: the 
University of Pennsylvania’s Dr. Linda Aiken.

Within your workplace there may be a nurse researcher 
or research projects going on that you could participate. If 
you have a burning question that you want answered this 
may be your first place to start. Look up everything you 
can, related to the topic and see what others have found. It 
will help you narrow your search and narrow your research 
question. You will even find some good ideas for your 
practice or future research. You could also help with data 
collection or data sorting or even help with identifying 
areas that need to be researched and participate in the 
process.

Within the community there are a number of nursing 
programs that have on-going research projects. Faculties, at 
any number of universities have research projects and are 
frequently looking for help with different aspects of their 
research. The pharmaceutical companies frequently look 
for nurses to assist with carrying out the data collection 
process of their drug research so you could also investigate 
if they have specific needs. Your nursing organizations, 
like ANA\C and ACNL often have research projects like 
CalNOC that they are in the midst of and might need 
assistance.

You indicate you are not ready to go back to school, 
however there are classes and degrees you can take on-line 
that do not require you to be at a specific place at a specific 
time. I would look into that as a possibility and also ask 
that school or research instructor if they have research 
projects that they might need assistance. 

Again I applaud your interest and encourage you to find 
your sources of interest that fit your needs. Research is 
like solving a puzzle that always seems to be growing and 
changing. It keeps your intellect and interest alive the more 
and more you answer the questions.

Please submit your education questions, faculty, student 
or practicing nurse, to the ANA\C newsletter and the 
Division of Education

Dianne S. Moore Ph.D.,R.N.,C. N.M.,M.N. ,M.P.H.
ANA\C Director of Education

Nursing Education

The Division of Education is interested in members from 
all areas of nursing to discuss what is happening in nursing 
education and practice. The Education Division performs 
many functions including speaking engagements about 
ANA\C and proposing solutions for the education needs 
of nursing students and practicing nurses. The Division 
develops resolutions for the ANA\C Board of Directors 
to address issues important to nursing education. This 
past year, the Education Division wrote four resolutions 
that were approved by the 2007 General Assembly. The 
resolutions related to faculty salaries, the availability of 
support for students who wish to attend private schools, 
and the development of support systems within nursing 
education to help reduce the attrition rates. The resolutions 
include recommendations that will be implemented by 
the ANA\C Board of Directors this coming year. The 
resolutions will be developed into position statements for 
the membership and the public and are available on the 
ANA\C website: www.anacalifornia.org.

The Education Division works closely with the 
Legislative Division to support and monitor legislation 
related to nursing education. Members work with 
legislators to help draft bills and provide the necessary 
information to support or amend legislation that has been 
initiated. The Education Division also works closely with 
the statewide student nurses association, CNSA, and assists 
them with scholarships, speakers, and various other forms 
of mentoring and support. 

Nursing Education
Division of Education Looking for Interested Members

To accomplish the important work of the Education 
Division, the Director is a member of the ANA\C Board 
of Directors; attends meetings, and participates in board 
activities. The Education Division membership has a list 
serve and periodically has conference calls to discuss 
education needs and make recommendations to the Board 
of Directors on actions the division feels should be taken 
in the best interest of the membership. ANA\C exists to 
serve the education and professional needs of nurses in 
California. This is a member-driven organization and 
we really want to hear your thoughts about the needs for 
education and practice in this state.

To have your voice heard, please join ANA\C and 
designate your interest in the Division of Education. We 
will put you on our list serve, so an e-mail address is 
important. Email use is our main means of communication 
for getting the division work accomplished. If you have 
any questions, please feel free to contact me at my office 
323-315-1489 or by e-mail dmoore@westcoastuniversity.
edu. Thank you, I look forward to a productive 2008. 

Dianne S. Moore Ph.D.,R.N.,C.N.M.,M.N.,M.P.H.
Director of Education ANA\C
President CACN
Executive Dean of Nursing
West Coast University
corporate office 
200 East Baker Street #201
Costa Mesa CA 92626
office 323 315 1489
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(SACRAMENTO, Calif.)—UC Davis leadership is 
setting the stage for master’s and doctoral programs at 
the new Betty Irene Moore School of Nursing that will 
enable graduates to transcend the boundaries of traditional 
nursing career paths.

“Candidates for the master of science in nursing will 
be educated inter-professionally to take new leadership 
roles in a variety of settings,” said Ann Bonham, interim 
associate vice chancellor/dean for the proposed School of 
Nursing. 

As Bonham’s team focuses on curricula development at 
the new school, the program will be designed to graduate 
the kind of nursing professional who will be best prepared 
to address the health-care challenges of the 21st century. 

“Building a non-traditional, educational model from the 
ground up is the shared vision that brought UC Davis to 
the attention of the Gordon and Betty Moore Foundation,” 
said Bonham. The Foundation is supporting the launch of 
the School of Nursing with a $100 million grant.  

Bonham said a cornerstone of the curricula development 
for The Betty Irene Moore School of Nursing is an inter-
professional educational plan with the UC Davis School of 
Medicine.

“Nursing graduate students and medical students will 
learn side-by-side in a significant proportion of their 
required and elective coursework. This level of exposure 
to coursework not traditionally covered in nursing schools 
will prepare graduates of the School of Nursing to assume 
leadership roles in a variety of health-care settings,” 
Bonham said.

The vision for the Betty Irene Moore School of Nursing 
education meets Institute of Medicine and American 
Academy of Colleges of Nursing recommendations for 
educational reform in nursing, particularly at the graduate 
level. While the growing nursing shortage across the nation 
is of immediate concern, an examination of the roles 
played by professionals in both systems management and 
health-care delivery is leading to rapid educational reform 
across the nation.

In its 2002 summit, the Institute of Medicine’s 
Committee on the Health Professions Education proposed 
a vision of educating health professionals to deliver patient-
centered care as members of an interdisciplinary team, 
emphasizing evidence-based practice, quality improvement 
approaches and informatics.

“A master’s prepared nurse who has attained graduate-
level competency in the use of informatics is uniquely 
positioned to influence life-changing decisions in the 
clinical environment,” says Carol Robinson, director of 
nursing for UC Davis Medical Center. 

“The graduates of UC Davis’ new program will 
have the skills and ability to identify, evaluate and apply 
evidence-based practices to patient care and health-care 
management decisions. This is a very exciting change in 
nursing education.”

In one significant evolution of academic preparation, 
this inter-professional paradigm will open opportunities 
for graduate students in nursing to participate in original 
scientific research with faculty across the UC Davis 
campus. 

Nursing Education

UC Davis Points New Betty Irene Moore School Of Nursing 
Curricula To Meet Needs Of 21st Century Careers

“The rich offering of research programs in the 
professional and graduate schools on our campus will 
enable advanced degree candidates to choose a focus—
for example, policy, law, or management —as a sub-
specialization for their degree,” said Claire Pomeroy, 
vice chancellor of human health sciences and dean of the 
School of Medicine.

“Leadership positions in health care require a complex 
array of knowledge and skills that go beyond those 
acquired in traditional nursing programs. Our graduates 
will be qualified to take executive management and 
leadership positions in a range of health-care organizations. 
They will be able to apply their nursing perspective to 
leading public health, health policy, health research and 
other fields critical to the future of our nation.” 

This blend of inter-professional academic preparation 
and the nursing perspective is what the transition team and 
its advisors believe will qualify master-prepared nurses for 
leadership positions in health-care management systems, 
public-health agencies, health- policy research institutes, in 
addition to the traditional clinical environments.

The Betty Irene Moore School of Nursing at UC Davis 
aims to foster nursing excellence through a comprehensive 
educational model that incorporates scientific rigor and 
immersive, inter-professional education for its students. 
The school is currently conducting a national recruitment 
for an associate vice chancellor, health sciences, and dean. 
For more information, visit www.nursing.ucdavis.edu

Media Contact:
Carole Gan, Medical News Office: (916) 734-9047
E-mail: carole.gan@ucdmc.ucdavis.edu

Your Expertise Is Needed
A Call to Action

The commitment you’ve made toward your career as 
a healthcare provider make you an expert in defining the 
priorities of the ANA\C Practice Division. This is a historical 
time for both the nursing profession and the ANA\C which 
exists to serve the interests of healthcare and to set the agendas 
and priorities for the betterment of our field.

Through a variety of communications, we will establish a 
majority vote on the key issues facing the nursing profession 
which the Practice Division will prioritize and implement. 

I accepted the role as Director of the ANA\C Practice 
Division because I am thrilled about being involved in making 
positive change towards improvements within nursing and 
healthcare. I am committed to bringing the membership to 
consensus on the key issues and to ensure the preferences of 
California nurses. The moment is upon us to make our mark 
on the future of our chosen profession. Please join me in 
having your voice heard. 

Speak your mind. Get it off your chest. Be a part of the 
discussion and resolutions.

Contact me anytime at nicole@anacalifornia.org.

Nursing Practice

The Nursing Voice is pleased to present a new feature 
called "Flo's Corner." This new column is designed to answer 
nursing issue questions submitted by nurses at all stages of 
their careers. Whether you are a new grad wondering "when 
will I feel like a nurse" or a nurse of 20 years asking "What's 
next" Flo's Corner is for you. Please send your questions to 
the Editor at thenursingvoice@yahoo.com

Q: I know that when you are new to a job you are handed 
a lot of paper work and many of us do not know what to sign 
up for. Can you provide any guidance regarding insurance, 
retirements and even stocks?

A: Great question! The fact that you are thinking about 
such things shows that you're on the right track. You want 
to be sure that you choose the right package for you. 
Unfortunately there's not one simple universal answer to 
make such big decisions easy. The recommendation is to 
set aside some time to read through the stack of options 
provided for both the retirement investments and health care 
benefits. Ask yourself the difficult questions.

For example, do you want to pay more for a monthly 
premium in order to have chiropractic available? That 
depends if you have been in two car accidents sustaining 
severe whip lash and will have chronic neck issues where 
you feel relief from those treatments. Overall, make sure 
your eyes & teeth are insured. For instance, so many of the 
health care insurance options will not cover eye exams and 
or dental services.

Retirement investing requires answering questions 
such as, what are your short and long term financial goals? 
Sometimes the employer provides a designated person to 
assist employees in choosing amongst the options. Other 
times the employer offers educational sessions w/o one-on-
one. As a new grad, you should ask during the interviewing 
process what resources are available to assist you in choosing 
amongst the retirement investing options. In the end, the one 
simple overall answer regarding retirement planning is to 
NOT procrastinate. Purchasing books or seeking retirement 
planning counseling is never a bad idea too. 

Q: How do I get involved with ones hospital politics and 
with research?

A: Most hospitals have a committee structure and are 
eager for new employees input, and especially nurses input. 
Find out from your preceptor or Clinical Nurse Specialist 

or Nursing Services Director what committees are there 
and how one gets onto the committee of their choice. Some 
hospitals have a committee specifically for nursing research. 
Some hospitals have systems in place to do projects either 
within your ward, unit, department, or sometimes hospital 
wide involving research. By getting involved at your 
hospital the politics comes along with it inevitably. The most 
important thing is to listen to what people are saying and if 
you're passionate about an issue that is particularly political, 
be careful what you say to whom. It's best to investigate 
through neutral questioning in order to find out who the 
stake holders are and what is being done regarding the 
issue already (if anything). Is anyone addressing the issue, 
where is that current discussion and what's the tentative 
plan to address the issue. When offering solutions, be open 
to constructive criticism for the benefit of all involved, but 
definitely offer solutions. All change initiatives require a 
lot of work & often a lot of money, so those in position to 
initiate implementation through experience and knowledge 
will have invaluable input & influence over its overall 
success more often than not. Again, I cannot emphasize 
enough the critical need to "LISTEN." Hopefully, the 
institution you choose to work at has a nurturing culture 
instead of a defensive one. In the end, JUMP IN!

Q. I just finished my new grad preceptor-ship. I'm so 
nervous when I go to work, some nights that I sit in my car 
and stare at the building and it takes all I've got to go in to 
work. Is this normal and when does it get easier?  

A. You are so not alone. Everyone has had or is having 
the same feelings, and it's not just confined to new grads. 
It's part of the nursing growth process; part of learning. Be 
realistic and remind yourself that you are just starting out. 
Each day that you get through is one more day of experience 
than you had before. Narrow your focus. Take it one shift 
at a time, one patient at a time, one task at a time. Speak 
up and ask for help. Use all the resources available to you—
your former preceptor, other staff nurses, your manager, 
the wound specialist, RT, PT, physicians. Unit clerks, and 
nursing assistants are great resources for some things 
too; befriend them. Don't EVER pretend you don't know 
something There is no room for bluffing in nursing. Your co-
workers will respect you more if you're honest and say you 
don't know something and ask for help. Realize mistakes 

Flo’s Corner
will be made. We're human.Never hide a mistake; report it 
and fix it immediately. You'll be able to face yourself the 
next day. Celebrate even the smallest accomplishments. 
Every day think of a reason to be proud of yourself, even 
if it's just for the courage to show up for another day and 
not run screaming from the building. And please know that 
even the most seasoned nurse can still put her stethoscope 
in backwards and wonder why she can't hear the blood 
pressure! Flo admits to this happening just last week! And 
it will become easier. Time, experience, self-confidence and 
continual learning will make it all easier. 

Good-Luck  
Flo
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by Darla Burrow, MBA, Executive Director, Nevada 
Hepatitis C Task Force and Bill Remak, B.Sc.M.T.; 

B.Public Health, SGNA, Chairman, National Association 
of Hepatitis Task Forces and California Hepatitis C 

Task Force – 4/2/08

Summary of the Crisis
In January 11th it was announced to the media by the 

Southern Nevada Health District that there were 40, 000 
patients exposed to infectious disease i.e. Hepatitis B &C 
and HIV by endoscopy clinics in Las Vegas that were 
using unsafe medical practices since March of 2004. 
Letters were sent out to the clients that had procedures 
during that time that they may have been exposed to these 
diseases and to consult their doctor. What investigators 
found was that syringes and multiple use vials were being 
re-used on other patients during anesthetic procedures. 
Within a week all five clinics were closed pending further 
investigation. Since then several state legislative hearings 
have been held to hear testimony of investigating officials 
and patients of which we participated. We have held Town 
Hall meetings to answer question and dispel fears that the 
general public may have regarding possible infections. 
Electronic digital billboards, 7 in Las Vegas and 6 in 
Reno are presenting information about where to access 
answers to their questions. Patients are being advised 
that only one needle, one syringe and only one vial, is 
only for “me.” This message is being instilled into the 
minds of consumers throughout the state. The nurses and 
technicians that administered the procedures unsafely have 
surrendered voluntarily their license to practice into the 
Health Department Board of Licensing. If it can happen in 
Nevada in the United of America, can it happen elsewhere 
in the modern world? Have our quality of medicine stooped 
to below what we find in third world counties?  

Public concerns
What is the fate of the consumers of healthcare? How 

safe are they? How are they going to ensure that they are 
in no danger from the people they trust? Their concerns 
are that the patients do not understand the conditions and 
illnesses that they may have been exposed to. How do 
they now cope with potential future financial obligations 
to deal with new exposures? Who will pay for it? Some 
people think that they are now going to die and are beside 
themselves in panic.

Medical Concerns
People are afraid to have any medical or dental procedures 

performed regardless of assurances given to have a provider 
they can trust. Trust is a key issue that the patients have 
difficulty getting past when such an outbreak is looming.

Professional Training concerns
Are the nurses and technical staff getting the proper and 

adequate training in blood borne pathogens and universal 
blood precautions? Are the manufacturers labeling the devices 
being used that come in contact with patient’s fluids properly 
so that no misunderstandings can occur? So far we believe that 
in these situations common sense should prevail and that staff 
should refuse to follow any policies or instructions that clearly 
violate what has been taught. 

Whistle Blower Protection 
All staff must be aware of their legal rights and 

understand the whistleblower rights in their state. If 
they are insufficient to allow a nurse to report without 
consequences inadequacies in healthcare of healthcare 
delivery then they should advocate for better protection 
and go to their boards or legislators for better rules. There 
is strength in numbers and no patient should endure unsafe 
practices for fear of reprisals to staff members who report. 
In Las Vegas, clinic staff told inspectors they had been 
ordered by management to reuse the vials and syringes.

Bureaucratic Enforcement of Quality Performance 
Standards 

The licensing and investigation section of our sate health 
departments are often under funded and overwhelmed by 
staff that are not fully qualified in all aspects of what they 
are supposed to be monitoring. Furthermore the workload 
at times requires much traveling and often they are unable 
to meet their own requirements regarding the frequency of 
their inspections. This allows possible violations to creep 
in during these intervals by new employees at the facilities 

being surveyed. We have also heard claims that qualified 
personnel to man the state licensing offices are difficult to 
find and hire. I have personally seen no evidence of that. 
One issue that must be resolved is that the health workers 
in any state have the ability to renew their licenses in a 
timely manner and that there is full transparency about the 
performance of the offices, clinics, facilities and hospitals 
they work in. Not only the professionals in the community 
but also the consumers must have confidence in the process 
so that there is a renewed faith and trust in the system 
of oversight. We would like to see an increase in the 
requirements for re-certification on issues of occupational 
hazards and infection control in order to increase hygienic 
standards overall.

Center for Disease Control and Prevention Response to 
Health Emergencies—taxpayer concerns

In recent years the CDC budget has been reduced and 
its ability to respond to this kind of situation has been 
impaired. This time the CDC was informed quickly after 
Nevada investigators were able to connect the dots and 
reported the findings. They sent a team within days to 
assist the Nevada State Department of Health to complete 
investigations and inspections of all institutions in the 
state that performed these procedures and the job was 
completed in several weeks. Had this outbreak occurred in 
several states simultaneously or been larger it would have 
strained the resources of the CDC. We support greater 
appropriations by congress to the CDC to ensure the safety 
of healthcare in our country. Over 30 outbreaks of this 
kind have occurred in the United States in recent years 
involving infectious diseases but this situation is the largest 
in US history. We know that this is the tip of the iceberg. 
So that is why we are compelled to encourage an increase 
in financial support now and in the future for the CDC to 
be able to handle dire health situations when they emerge.

Legal and Justice Issues
At the time of the initial announcement the first reaction 

was panic, fear and anger. Many law firms in the region 
immediately began broadcasting their services over the 
radio and television and in the print media, hoping to pick 
up clients. It was ambulance chasing at its worst. Within 
72 hours, civil lawsuits, class action and wrongful death 
suits were filed and within weeks the public was clamoring 
for criminal prosecution of the owners of the clinics and 
people involved in the negligent actions. The press also 
fueled the fire by giving out distorted information about 
the diseases that people were potentially exposed to. There 
were even those that called for the governor’s resignation.

Community Response
On the positive side, the state held public hearings to 

get the stories from patients themselves and to hear first 
hand the anguish they experienced. This helped very 
much because it let people know that the government 
cared and would do something to help and to set policy 
and legislation in motion to insure that this type of 
situation would not be repeated. Education seminars for 
the public and mid-level health providers were planned 
and provided by the Nevada Hepatitis C Task Force that 
gave an opportunity for specialists to communicate and 
answer questions about blood borne infections. This is an 
ongoing measure and will continue as a regular program. 
Blood testing programs were established and sponsored by 
the major health plans to cover the needs of the patients 
notified by mail and others concerned about transmission 
of infections. Information about these resources was made 
readily available and accessible to the general public.

Lessons Learned
That in a profession where we are committed to do 

no harm, we must be diligent to errors and bad habits 
that we get into and see others do that may at first glance 
seem harmless. We should examine and understand the 
directions and policies that we follow on a routine basis 
and assess any potential possibility of negligence that may 
have a risk of the spreading of disease and act accordingly 
in response to it. This is how we can best provide a 
standard of care, continuity of care and quality that we can 
be proud of. Furthermore do not be afraid to alert those co-
workers around you when you have a concern or discuss it 
with your supervisor. You may be saving a life. And in the 
same token that person is someone’s loved one and could 
be you. Stay well!

Communication is the Glue 
that Holds Us Together

Chris Jordan-Morrow MPH/CHES, MS/CNS, RNC
ANA\C Director of Communication and Membership

The Nursing profession is unique in that it offers many 
different directions in which nurses can work throughout 
their careers. Some nurses are satisfied and feel fulfilled 
working directly with patients and their families. Other 
nurses want to be educators, researchers, managers, 
leaders, be politically involved, or go into Psych nursing or 
school nursing. There are so many different things we can 
do and we should be proud of each other for our efforts to 
be involved in the healing profession. Bottom line is that 
we are all nurses.

In my own career I have worked as a Psychiatric 
Technician, a NICU nurse, a PICU nurse, as an educator, 
a CNS and now as an Injury Prevention Coordinator. Each 
area has special and unique skills, and it has not always 
been an easy adjustment, but it has been a challenging 
one. Seems the more I learn the more I realize how little 
I know. 

One thing I have recently been involved in is 
communicating with other organizations besides nurses in 
order to collaborate and together build a project to work 
on, across an entire county, to keep our children safe. This 
is truly a multidisciplinary team approach. It is through 
communication that people will find a common ground 
where they can work together and hopefully appreciate 
that coming from a different perspective is a good thing! 
Building on each other’s thoughts and ideas brings about 
synergistic working relationships. As I have said before 
everyone has something to bring to the table and it is only 
when we communicate with one another that we can learn 
from and appreciate our differences.

Becoming a member of different specialty organizations 
brings a sense of belonging. It provides us with a common 
ground from which we can begin to understand and 
appreciate each other. Being on the Board of Directors 
for ANA\C has been both a privilege and another learning 
experience. I would encourage any one of you to think 
about taking on new experiences. Do you have an issue 
you would like to have published in the Nursing Voice? 
Take a risk and get involved. If you are not a member, 
think about joining. If you have an issue you feel strongly 
about, communicate it to us and your colleagues through 
writing about it and sending it in to be published in the 
next Nursing Voice Issue. 

Remember, communication is the glue that holds us 
together.

Nursing Practice

Procedural Crisis in Nevada and Possibly 
Elsewhere: Back to Nursing 101

Communication is the Glue 

Chris’s Corner
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The Jo Anne Powell Innovation 
in Nursing Award

The Jo Anne Powell Innovation in Nursing Award 
provides monetary recognition to Registered Nurses 
who have been creative in their practice.

AWARD AND NOMINATION
A $1000.00 award may be given to a Registered Nurse, 

group of nurses, or nursing organization in the state of 
California instituting an innovative project that contributes 
to the enhancement of health for a target population. Anyone 
may submit a nomination. Self-nominations are accepted. 
Nominations are accepted at any time with a deadline of 
March 31 of each year. Awardees will be recognized and asked 
to present a verbal update of activities at the biennial General 
Assembly of ANA\C or an annual GSNF event. Recipients of 
this award are required to submit (electronically) pictures of 
themselves for publicity use.

ELIGIBILITY
The purpose of the award is to recognize and reward 

creative nursing endeavors with the goal of improving the 
health status of all people. Nurses registered in the state 
of California from any practice field in nursing or any 
employment setting, are eligible for this award. Innovative 
projects considered for this award may be in progress, on-
going, or completed within the past two years. Any specific 
project may receive this award only (1) one time.

CRITERIA
Nominators must submit the following by March 31: 

(Extended deadline for 2007 to August 1)
• A completed “Innovations in Nursing Award” 

nomination form.
• A one-page essay describing the project and its impact 

on a population.
• 2 letters of support that address the creativity and 

success of the project.

SUBMISSION
All materials must be submitted together in one packet 

via email to: gsnf@anacalifornia.org or mail to:
Golden State Nursing Foundation
Scholarships and Awards
1121 L Street, Suite 409
Sacramento CA 95814

GOLDEN STATE NURSING FOUNDATION
Joanne Powell INNOVATIONS IN 

NURSING AWARD NOMINATION FORM

Title of innovative project being nominated:

Location of project:

Name of nurse(s), group, or organization being 
nominated:

Name of Nominator: __________________________

Address: ____________________________________

City: _______________________________________ 

State: ____________  Zip: ___________________

Phone: _____________________________________ 

Email: ______________________________________

Nominator must notify nominee about this nomination. 
Nominator will be the main contact person for 
notification regarding this award. 

Please attach a one-page summary of the project and 
its impact on a population.

Submit this form along with the summary of the 
project and 2 letters of support to:

Golden State Nursing Foundation
Scholarships and Awards
1121 L Street, Suite 409
Sacramento CA  95814

The Betty Curtis Career 
Advancement Award

The Betty Curtis Career Advancement Award provides 
funds for Registered Nurses embarking on an activity 
that will result in significant career advancement within 
nursing.

AWARD AND APPLICATION
Up to $1000.00 may be awarded to individual Registered 

Nurses to offset costs of advancing their careers. Activities 
considered for this award include, but are not limited to: 
attending a workshop, program, or professional meeting; 
coordinating a project or research study. Career advancement 
awards may be given for travel expenses, workshop or 
conference fees, books or supplies contributing to career 
advancement that will not be reimbursed with other funding. 
Applications will be received and awarded at any time 
throughout the year and awardees will be recognized and 
asked to present a verbal update of activities at the biennial 
General Assembly of ANA\C or an annual GSNF event. 
Recipients of this award are required to submit (electronically) 
pictures of themselves for publicity use by GSNF.

ELIGIBILITY
The purpose of the award is to provide financial support 

to registered nurses in California to enable them to improve 
patient care. Nurses registered in the state of California from 
any practice field in nursing, any employment setting, and 
with any educational background are eligible for this award. 
Applicants must explain how these funds will be used to aid in 
advancing his/her career and ultimately improve patient care. 
Any individual nurse may receive this award only once in a 
five year period of time.

CRITERIA
Registered Nurses must submit the following to be 

considered for this award:
• A completed Scholarship/Award application form.
• Itemized list of costs associated with the career 

advancement activity.
• A one-page written description of the activity relating 

it to how it will improve patient care and advance your 
nursing career.

SUBMISSION
All materials must be submitted together in one packet and 

sent to GSNF via email: gsnf@anacalifornia.org or mail to:
Golden State Nursing Foundation
Scholarships and Awards
1121 L Street, Suite 409, Sacramento CA 95814

Golden State Nursing Foundation (GSNF)

Membership Form for the 
Golden State Nursing Foundation

Yes, I would like to become a Friend of the GSNF and receive emailed and mailed updates as to the foundations 
projects and events. 

Individual Sponsorship

Name: _____________________________________________________________________________________

Address:  ___________________________________________________________________________________

City/State/Zip: _ _____________________________________________________________________________

Phone: _____________________________________ Email: ______________________________________

  ❏ Please accept this one-time donation of  _____________________________________________________

  ❏ I would like to make a yearly recurring donation of ____________________________________________   

Please make checks payable to:

Golden State Nursing Foundation
1121 L Street Suite 409
Sacramento, CA 95814

Credit Card #: ______________________________________ Ex. Date: _____________________________ 

Signature of Card Holder:  _____________________________________________________________________

  ❏ I would prefer that my donation be used for __________________________________________________

Contributions to the Golden State Nursing Foundation, a tax-exempt organization under Section 501(c)(3) of the Internal 
Revenue Code, are deductible for computing income and estate taxes. 
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Golden State Nursing Foundation (GSNF)

The Catherine J. Dodd Health 
Policy Scholarship

The Catherine J. Dodd Health Policy Scholarship 
provides funds for Registered Nurses enrolled in a 
graduate level academic program who have demonstrated 
some experience in government relations or health policy 
activities and express an intent to pursue health policy 
issues and activities in the future.

AWARD AND APPLICATION
An annual award of up to $1000.00 may be given to a 

Registered Nurse accepted or enrolled into a graduate level 
academic program leading to an advanced degree in nursing. 
Applications are accepted at any time during the year with a 
deadline of December 31 of the year prior to the year of the 
award. Awards are presented each spring and awardees will be 
recognized and asked to present a verbal update of activities 
at the biennial General Assembly of ANA\C or an annual 
GSNF event. Recipients of this award are required to submit 
(electronically) pictures of themselves for publicity use.

ELIGIBILITY
The purpose of the award is to recognize the past 

government relations or health policy activities of Registered 
Nurses and provide financial support for their continued efforts 
in health policy issues as they pursue advanced education in 
nursing. Nurses registered in the state of California from 
any practice field in nursing or any employment setting, are 
eligible for this award. Applicants must show evidence of prior 
government relations/health policy activities and identify intent 
to remain active in health policy issues. Applicants must have 
been accepted into a graduate level academic program or be 
currently enrolled in one. Any individual nurse may receive 
this award only one time.

CRITERIA
Registered Nurse applicants must submit the following by 

December 31:
• A completed Scholarship/Award application form.
• Proof of acceptance or enrollment in a graduate level 

academic program in nursing.
• 2 letters of support that address your prior or current 

government relations/health policy activities.
• A one-page essay describing your personal vision of your 

future involvement in government relations/health policy 
issues.

SUBMISSION
All materials must be submitted together in one packet 

via email to: gsnf@anacalifornia.org or mail to:
Golden State Nursing Foundation
Scholarships and Awards
1121 L Street, Suite 409
Sacramento CA 95814

The Tony Leone RN-BSN 
Scholarship

The Tony Leone Scholarship provides funds for 
Registered Nurses seeking a Bachelor’s degree in nursing.

AWARD AND APPLICATION
An annual award of up to $1000.00 may be given to a 

Registered Nurse accepted or enrolled into an academic 
program leading to a bachelor’s degree in nursing. Applications 
are accepted at any time during the year with a deadline of 
December 31 of the year prior to the year of the award. Awards 
are presented each spring and awardees will be recognized 
and asked to present a verbal update of activities at the biennial 
General Assembly of ANA\C or an annual GSNF event. 
Recipients of this award are required to submit (electronically) 
a picture of themselves for publicity use by GSNF.

ELIGIBILITY
The purpose of the award is to recognize and support 

the academic endeavors of Registered Nurses seeking a 
baccalaureate degree in nursing. Nurses registered in the 
state of California from any practice field in nursing and any 
employment setting, are eligible for this award. Applicants 
must have been accepted into a baccalaureate level academic 
program in nursing or be currently enrolled in one. Any 
individual nurse may receive this award only one time.

CRITERIA
Registered Nurse applicants must submit the following by 

December 31:
• A completed Scholarship/Award application form.
• Proof of acceptance or enrollment in an RN to BSN 

academic program in nursing.
• 2 letters of support that address your ability and 

commitment to succeed in the program.
• A one-page essay describing your commitment to 

succeed in the program and your personal vision of your 
nursing career following completion of the degree.

SUBMISSION
All materials must be submitted together in one packet via 

email to: gsnf@anacalifornia.org or mail to:
Golden State Nursing Foundation,
Scholarships and Awards
1121 L Street, Suite 409
Sacramento CA 95814

GOLDEN STATE NURSING 
FOUNDATION

SCHOLARSHIP/AWARD 
APPLICATION FORMAT

Please check the name of the scholarship or award 
you are seeking:

___  Catherine J. Dodd Health Policy Scholarship 
   for graduate education
___  Tony Leone RN-BSN Scholarship
___  Betty Curtis Career Advancement Award

Name: ______________________________________

Address:  ____________________________________

City: _______________________________________  

State: ___________  Zip: ______________________

Phone:  _____________________________________  

Email:  _____________________________________

California RN license #:  _______________________   

ANA\C member? _____ yes _____ no

On a separate piece of paper please answer the 
following questions.
1). Name of academic program or career advancement 

activity you are pursuing:
2). Current employment:
3). Educational background:
4). Involvement in nursing organizations:
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Opportunity to 
Serve

Nurses hoping to offer their services as disaster volunteers 
now have an easier, faster way of serving: register with the 
State of California’s recently inaugurated California Medical 
Volunteers program. This program is an exciting opportunity 
for all licensed healthcare professionals in the State to register 
before an emergency, and to express their volunteer preferences 
for service during declared medical emergencies.

By registering before an emergency, nurses and other 
volunteers will be able to indicate preferences as to location 
and length of time they are able to serve. During the web-
based confidential registration process, information about 
license and certifications is collected, allowing the system 
to verify the volunteer’s license status. The system facilitates 
placing volunteers in the right place to use their specific talents 
and skills. It also assures the receiving institutions—hospitals 
and public health agencies —that volunteer credentials are up 
to date 

The system is available now. Volunteering is safe, easy, and 
confidential. To volunteer, please go to www.medicalvolunteer.
ca.gov and follow the instructions. It should take about 15 
minutes if you have your license information at hand. For 
more information or if you have any questions, please contact 
the Emergency Medical Services Authority at CalMed@emsa.
ca.gov.

A Victory for Environmental 
Health, ANA

On Friday, March 14th, the DC Circuit Court delivered 
a second significant victory for the American Nurses 
Association (ANA) and its partners in a lawsuit filed 
against the Environmental Protection Agency (EPA) by 
granting a motion to expedite the effective date of the 
ANA’s earlier win in the case. In February, the D.C. Circuit 
panel of judges unanimously concurred in ANA’s reading 
of the Clean Air Act: the EPA violated the Act when it 
removed power plants from the hazardous air pollution 
source list without making the health and environmental 
risk-based findings required by the law. The decision 
made clear the environmental agency violated the Clean 
Air Act by evading cuts in toxic mercury pollution from 
coal and oil-fired power plants. Because new power plants 
are currently in the development phase, it was imperative 
to seek the immediate effect of the Court’s decision. The 
court granted a motion to expedite the issuance of the 
mandate filed by ANA and other organizations, so that 
there will be immediate enforcement of the Clean Air Act 
provisions. 

“Lives will be saved as a result of this ruling,” said 
ANA President Rebecca M. Patton, MSN, RN, CNOR. 
“This is a victory for the health of all Americans, and 
those of us in health care that see and treat the devastating 
effects of mercury exposure.”

These rulings mean that new power plants must use 
the best technology available in eliminating mercury 
emissions, and EPA must start the process to develop 
standards that apply to both existing and new power plants. 
The EPA had proposed to replace current standards with 
a weaker mercury cap-and-trade program that failed 
to reduce mercury emissions from each power plant in 
the country, and would have taken effect well past dates 
mandated in the Clean Air Act.

The suit was originally filed by the American Nurses 
Association Physicians for Social Responsibility, American 
Public Health Association, and the American Academy of 
Pediatrics, with representation provided by counsel from 
the Southern Environmental Law Center.

Safe Staffing Essays
Dear colleague,

For more than a decade, the American Nurses 
Association (ANA) has been a leading advocate of safe 
and appropriate nurses staffing. In addition to its effect on 
RNs daily work experiences, this issue affects the lives of 
our patients, the quality of care and the health care of this 
nation.

Safe Staffing Saves Lives was launched to educate 
nurses and patients on the issue and enact safe staffing 
legislation on a national and state basis. If you have not had 
a chance to look over www.SafeStaffingSavesLives.org 
we encourage you to do so. This site will be updated on a 
regular basis with new information—so be sure to check in 
from time to time.

The first of our “one-minute” essays on staffing is 
below. This essay briefly explains the pivotal document—
ANA’s Principles on Safe Staffing. 

We hope you will join with ANA in this important fight 
—take a look at our many membership options at www.
nursingworld.org/joinANA 

Together we can make a change!

WHAT ARE THE ANA SAFE 
STAFFING PRINCIPLES?

Given the strong evidence supporting positive links 
between safe staffing and quality patient care, the 
ANA published the Principles on Safe Staffing and the 
Utilization Guide to the Principles on Safe Staffing to 
guide the development of valid and reliable nurse staffing 
plans. This document recommends that nurse staffing 
plans be based on patient acuity, nursing expertise, skill 
mix, unit-level geography, and support services. The safe 
staffing principles are organized into three interrelated 
categories:

Patient Care Unit Related: appropriate staffing levels 
for clinical units reflect individual and aggregate patient 
needs. 

• Staff Related: patient needs should determine nurse 
competencies; RNs must have management support 
and be represented at both operational and executive 
levels.

• Institution Related: institutions should value nurses 
and seek their professional judgment on staffing 
needs, have documented competencies for all nursing 
staff, and recognize the various needs of both 
patients and nursing staff.

The importance of safe staffing principles is illustrated 
by some of the nurses who shared their stories on the 
ANA’s Safe Staffing Website (www.safestaffingsaveslives.
org): 

• One nurse who recently resigned from an Emergency 
Department (ED) staff position in a hospital where 
she had worked for 15 years, writes: “I loved the fast 
pace of the ED and making a difference with my 
patients, but when overflow stayed in the ED and I 
found myself with four beds of critical care patients, 
I had to say ‘enough is enough;’ my patients were not 
getting the care they deserved and my license was on 
the line? I'm now employed in a much safer ED and 
enjoy working again instead of being totally stressed 
out!"

• A nurse who works on a psychiatric unit, states: “It 
is not uncommon for me to be responsible for 26 
patients. Some of these patients may have medical 
problems, brittle diabetics included. Top this off 
with patients in psychosis and suicidal conditions; 
what you then have is a very unsafe/nerve-racking 
situation. Only a nurse could handle this, but he or 
she shouldn’t have to?”

The ANA’s safe staffing principles are designed to 
achieve safe, high quality patient care in clinical settings 
that value nursing competencies. ANA’s principles call for 
registered nurses to drive the RN staffing levels through 
input of both nurses' managers and direct care nurses, as 
it is the RNs who are critical to determining patient acuity 
and nursing care needs. Any staffing changes should 
be based on evaluation of unit-level nursing-sensitive 
indicators, such as those found in the ANA’s National 
Database of Nursing Quality Indicators (NDNQI). The 
NDNQI staffing measures include nursing hours per 
patient day, staff mix, RN education and certification, RN 
job satisfaction, and nurse turnover. Data derived from 
such measures helps to make the case that safe staffing 
improves outcomes for both patients and nurses. This 
collaborative approach to safe staffing can result in better 
outcomes for the nurse, the patient and the hospital.

ANA\C Disaster 
Readiness Task 
Force

ANA\C Disaster ANA\C Disaster 
Readiness Task Readiness Task 

ANA
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ANA And AORN Agree To 
Individual Affiliate Partnership

The American Nurses Association (ANA) and the 
Association of periOperative Registered Nurses (AORN) 
are pleased to announce a new agreement that will provide 
all AORN members with individual affiliate, non-voting 
status membership to ANA, effective July 1, 2008.

"As individual affiliate members of ANA, our members 
will have the chance to unite with registered nurses across 
specialties and advocate for common nursing issues that 
impact legislation at the local, state and national level. By 
coming together we have greater influence on the issues 
that matter most to the nursing community," said AORN 
President Mary Jo Steiert, RN, BSN, CNOR.

"It's essential that ANA continue its long tradition 
of representing the interests of all nurses, including 
perioperative nurses,” said ANA President Rebecca 
M. Patton, RN, MSN, CNOR. “America’s 2.9 million 
registered nurses make up the largest group of health care 
professionals, and this new partnership ensures that ANA 
will have a stronger voice on Capitol Hill and in state 
legislatures as we advocate for much needed reform in 
nursing and in health care." Patton announced the ANA 
affiliate membership agreement at AORN's recent 55th 
annual Congress conference.

"This is a critical time for the nursing community, 
and we recognize the need to foster close ties with our 
ANA partners. AORN is committed to strengthening the 
nursing community, but to make an impact we need to 
work together across specialties. An affiliation with ANA 
will not only benefit the perioperative community, but 
all nursing specialties as a whole,” said AORN Executive 
Director Linda Groah, RN, MSN, CNOR, FAAN.

AORN will continue to pursue direct positions on its 
legislative priorities,” continued Groah. "However, we 
also feel it is important to support the efforts of ANA 
initiatives, including safe staffing and workplace safety, 
because these are important issues that impact all nurses, 
including perioperative nurses." 

“We’re nurses first. Standing together as nurses, 
with a united presence, we are committed to improving 
patient safety in all settings. We believe this is the right 
time for what we know will be a powerful collaboration. 
ANA looks forward to working with AORN’s dedicated 
perioperative nurses to advance nursing’s agenda and to 
gain the momentum of the greater good on behalf of our 
profession and the public we serve,” remarked ANA CEO 
Linda J. Stierle, MSN, RN, CNAA,BC.

As part of its long standing and aggressive education 
and advocacy work for guaranteed affordable and 
accessible health care for all, the American Nurses 
Association (ANA) released ANA’s Health System Reform 
Agenda, an update of the organization’s 2005 call for 
comprehensive health care reform. ANA’s Health System 
Reform Agenda calls for dramatic changes in the US health 
care system in order to achieve guaranteed, high-quality, 
affordable health care for all.  

In addition to addressing health care cost, quality 
and access, ANA’s Agenda confronts the under-reported 
challenge of providing a health care workforce that is 
capable of providing high quality, accessible care in a 
rapidly changing health care system. ANA, with its unique 
perspective and as a recognized leader in healthcare 
policy formation, spotlights for the nation the necessity of 
developing and supporting a quality healthcare workforce 
as a vital element for successful health system reform. 

“With the 2008 presidential election in full swing, health 
care reform has grabbed the nation’s attention as a front-
burner priority—and for good reason,” remarked ANA 
President Rebecca M. Patton, MSN, RN, CNOR. “Nurses 
have a pivotal perspective to share; we are the glue holding 
much of the current broken health care system together. We 
witness the daily instability and problems patients face. No 
one works more closely with patients than nurses. Patton 
continued, “ANA’s Health System Reform Agenda brings 
the largest single group of healthcare professionals in the 
US—registered nurses—to this urgent national discussion.” 

In its newly adopted strategic plan, ANA emphasizes 
“safe staffing” as a priority concern for nurses and patients 
alike in health system reform. “A patient may have the best 
insurance coverage available, but if there are not enough 
registered nurses on the unit to give that patient the care 
and attention he or she requires and deserves, it remains 
inadequate.” “Nurses must be a central part of hospital’s 
everyday staffing decisions, so that patients’ safety can 
come first,” said Linda J. Stierle, MSN, RN, CNAA,BC, 
CEO of the American Nurses Association.

Second, ANA shines the light on current barriers that 
preclude many nurses from providing the full array of 
quality care they are educated and licensed to give patients. 

Advance practice registered nurses (APRNs), those nurses 
who have achieved a Master’s level or higher education in 
nursing, are reliable and tested providers of primary care. 
“These nurses can prescribe, diagnose, and treat illness, 
but they are not being fully utilized to provide urgently 
needed primary care, despite the shortage of primary 
care physicians,” said Cynthia Haney, JD, ANA’s Nursing 
Practice and Policy Senior Fellow. Registered nurses (RNs) 
are specialist in health education, disease prevention, 
chronic care management and coordination of care—all 
elements that experts believe must be present in a superior 
health system. 

ANA’s advocacy for guaranteed affordable health 
care for all, reflected in its newly released Health System 
Reform Agenda, is rooted in decades of policy work. In 
1989, ANA’s “Task Force on Health Policy Support of 
Access, Quality and Cost Efficiency,” began a collaboration 
with the broader nursing community, to create Nursing’s 
Agenda for Health Care Reform (ANA, 1991), a blueprint 
for reform that was endorsed by 60 nursing and health care 
organizations. 

In 2005, noting that America’s health care system had 
continued a pattern of fragmentation and increasing costs 
over the intervening years, ANA’s Congress on Nursing 
Practice and Economics updated the 1991 document, 
adding an essential set of recommendations calling for 
both public and private support and development of the 
nursing workforce. For health care to be effective, safe, 
fair, and affordable, there must be an adequate supply of 
well-educated, well-distributed and well-utilized registered 
nurses.  

This key policy document was revised again in January 
of 2008, to reflect the rapidly accumulating, most current 
scientific evidence underlying elements of the plan. 
Renamed ANA’s Health System Reform Agenda, this urgent 
call for health system reform is part of ANA’s professional 
and ethical obligation to maintain the integrity of nursing 
practice and pursue the best possible health care for the 
nation’s people.

To view the ANA’s Health System Reform Agenda, 
please visit this link, http://cms.nursingworld.org/Main 
MenuCategories/HealthcareandPolicyIssues/HSR.aspx. 

Healthcare Workforce Development & Support Critical To Successful 
Health System Reform, Says American Nurses Association 

ANA Board adopts revised Health System Reform Agenda & Strategic Plan 
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Louise Timmer, Ed.D., R.N.

The Magnet Hospital
Magnet designation is the highest level of acknowledgement 

healthcare organizations can obtain in recognition of excellent 
nursing care. The American Hospital Association reported 
that nurses provide 95% of patient care during the hospital 
stay. In 1981, The American Academy of Nursing responded 
to the need to study best practices of patient care in hospitals 
by appointing a Task Force on Nursing Practice in Hospitals. 
The Task Force purpose was to examine the characteristics 
of systems impeding and facilitating professional nursing 
practice in hospitals. The Task Force recommended that the 
American Academy of Nursing authorize a study to identify a 
sample of hospitals across the nation and label these hospitals 
as “magnet hospitals.” Magnet hospitals were those agencies 
that demonstrated the ability to attract and retain nurses and 
provide consistent, high quality nursing care. The study, 
“Magnet Hospitals: Attraction and Retention of Professional 
Nurses” was initiated in 1981.

1981 Magnet Hospital Research Study
The 1981 Magnet hospital study investigated the factors in 

the hospital environment that promote better patient outcomes, 
lower mortality rates and higher patient satisfaction. The study 
also included costs and other economic characteristics that 
impacted safe and quality nursing care, such as, nurse staffing, 
nurses’ autonomy and control over patient care, nurse-physician 
relationships, educational support of nurses, and professional 
development of the nursing staff. A total of 165 hospitals were 
identified as potential Magnet hospitals. From these hospitals, 
41 institutions from six regions in the country were selected 
for the study. The variables studied included three broad 
categories: Administration; management style; quality of 
leadership, nursing managers, nursing directors, organizational 
structure, committees, staffing, personnel policies, work 
schedules, promotion opportunities, Professional Practice; 
quality of patient care, professional nursing practice models, 
staff nurse authority and autonomy in patient care, consultation 
and resources, teaching, image of nursing, Professional 
Development; orientation of nurses, in service and continuing 
education, formal education, and career development 
opportunities. The study concluded that hospitals as small as 
99 beds and as large as 1,050 beds had similar characteristics 
in all of the variables studied. The characteristics of magnetism 
were evident for hospitals in the rural areas as well as in the 
large urban areas.

Research Findings
The Magnet hospitals practiced a participative or shared 

governance style of management. Personnel at all levels of 
management had direct input into administrative decisions. 
Representatives from each level of management served on 
committees, developed hospital programs, selected hospital 
equipment, determined the annual budget, prioritized spending, 
and decided the changes in policies and procedures for the 
departments and clinical units. A high level of staff nurse 
participation in management was expected, encouraged, and 
rewarded by hospital administrators. Staff nurses had direct 
input into patient care issues and felt strongly supported by the 
unit managers, were listened to, and were able to make changes 
on their units. The organizational structure was decentralized 
and the staff nurses had total autonomy and control over patient 
care at the unit level. Staff nurses felt they were regarded as 
professional, well educated, and had expertise in patient 
care. Staff nurses held many important positions on hospital 
committees, task forces, and in program development related 
to patient teaching. Staffing was regarded as one of the most 
important factors in attracting and retaining nurses. A number 
of creative and flexible work schedules were developed by the 
staff nurses. Clinical nursing expertise was rewarded with both 
title and salary changes. High quality nursing care was defined 
as advancement in nursing education through certification or 
advanced degrees. Rewards, such as tuition reimbursement 
and flexible scheduling, were given to staff nurses seeking 
certification and advanced degrees. Professional nurse practice 
models were used such as primary nursing, family-centered 
care, and holistic nursing care. Staff nurse autonomy and 
authority over patient care were paramount to the hospitals. 
Staff nurses set standards of patient care, determined annual 
unit goals, monitored nursing care, and measured patient care 
outcomes on each clinical unit. Staff nurses viewed themselves 
as responsible for the quality of patient care given on the unit, 
capable of making decisions about patient care needs, and 
expected to develop appropriate patient care programs for 
their unit. One important function staff nurses valued was the 

education and health teaching of patients, nursing students, 
new graduate nurses, and newly hired nurses. Staff nurses 
developed patient learning modules, made grand rounds, 
and taught in-service programs to fellow staff nurses. Career 
mobility in the hospitals was considered a key priority in the 
retention programs for staff nurses. Staff nurses were provided 
multiple opportunities to take on horizontal (clinical ladder) 
or vertical (administrative or advanced practice) leadership 
positions in the hospital organizations. Staff nurses were 
valued as long term, career employees who would continue in 
their professional development throughout their tenure at the 
hospitals. 

1984-1993 Research on Magnet Hospitals
Further investigation of Magnet hospitals began by Kramer 

and Schmalenberg (1984). The two researchers conducted six 
studies between 1984 and 1993. They studied the continued 
effectiveness of Magnet hospitals on patient care and nurse 
satisfaction, cost effectiveness, a culture of excellence, and 
adaptability of Magnet hospitals to health care trends. The 
study compared magnet hospitals with “excellent companies” 
in industry and non Magnet hospitals. A major expectation of 
the study was to define a model of Magnetism. 

2001 Research Study on Magnet Hospitals
In 2001, Kramer and Schmalenberg completed the latest 

national study on Magnet hospitals; “Staff Nurse Identify 
Essentials of Magnetism.” The major question in the study 
sought to explore the institutional characteristics nurses seek 
when applying to a Magnet hospital. The variables investigated 
included the perceptions of staff nurses regarding high quality 
nursing care, good nurse-physician relationships; control 
over nursing practice; the relationship between these three 
variables and nurse job satisfaction; effectiveness; competence 
of coworkers; and the degree of value congruence among staff 
nurses, nurse managers, and chief nurse executives. Kramer 
and Schmalenberg visited fourteen of the Magnet hospitals 
studied in 1981. Interviews were conducted with a total of 279 
staff nurses, 46 clinical directors and 72 nurse managers. 

The findings of the study emphasized one paramount core 
value of the Magnet hospitals. The main focus of the Magnet 
hospitals was patient-centered and the primary concern was 
the ability to provide high quality care to patients. The entire 
organization was developed around the hospital nursing units. 
The nursing care and allied health services were interconnected 
to provide the patients with high quality and consistent care 
from admission to discharge. The hospital delivery care model 
combined all health care services into one effective, interlinked 
system of serving patients in a safe, cost effective and timely 
manner. Every hospital employee had direct input into the 
decision-making committees that control the budget, purchase 
of equipment, patient care programs, policy and procedures, 

and future needs of the institution. The Magnet hospitals built 
social communities and placed high value on working as 
a team that shared one common goal; to provide the highest 
quality of care to every patient. The nursing personnel were 
recognized as the pivotal body of professionals who provided 
the majority of health services and had authority and control 
over all nursing care. In addition, nursing administrative 
personnel provided the major organizational structure to the 
hospitals and career opportunities for nurses were available 
at all levels of administration, including the Chief Executive 
Officer position. The staff nurses in Magnet hospitals 
identified eight characteristics as essential to providing high 
quality patient care. The eight characteristics include:

1. Working with other nurses who are clinically 
competent.

2. Good nurse-physician relationships
3. Nurse autonomy and accountability over patient care.
4. Supportive nurse-manager
5. Staff nurse control over nursing practice and the practice 

environment.
6. Support for further education of staff nurses
7. Adequate nurse staffing.
8. Concern for the patient is paramount.

Power of Magnet Hospitals
The essence of a Magnet hospital embodies the concern for 

the patients and their care during the hospital stay. The Magnet 
hospital respects and values the professional staff nurse and 
the expert knowledge each nurse brings to the institution. A 
major goal of Magnet hospitals is to retain staff nurses and 
invest in their professional development as the future leaders 
at the clinical or administrative levels of the hospital. Magnet 
hospitals have proven to be very cost effective because of the 
lowered adverse patient outcomes, shorter hospitals stays, and 
greater retention of nursing staff. 

California Magnet Hospitals
California has 460 hospitals and currently fourteen 

hospitals have been awarded Magnet status. These hospitals 
are: Cedars-Sinai Medical Center, 2000; Children’s Hospital 
Central California, 2004; Children’s Hospital Los Angeles, 
2008; El Camino Hospital, 2005; Hoag Memorial Hospital 
Presbyterian, 2005; John Muir Medical Center, Walnut 
Creek, 2008; Providence Holy Cross Medical Center, 2007; 
Scripps Memorial Hospital La Jolla, 2005; Sharp Grossmont 
Hospital, 2006; Sharp Memorial Hospital/Sharp Cabrillo 
Skilled Nursing Center, 2008; St. Joseph Hospital, 2007; 
Stanford Hospital & Clinics, 2007; UCLA Medical Center 
Westwood, 2005; University of California, Irvine Medical 
Center, 2003. New graduate nurses and experienced staff 
nurses are seeking Magnet hospitals for their preferred 
place of employment. With the positive research findings for 
lowered patient mortality, better patient outcomes, shorter 
hospital patient stays, greater retention of nursing staff and 
greater cost effectiveness demonstrated over the past 24 years, 
more hospitals in California are seeking Magnet status. If the 
cost of seeking Magnet certification is prohibitive for smaller 
hospitals, the outlook is very favorable for the smaller hospitals 
to use the findings of the research and promote Magnet-like 
hospital environments. 

Reference: McClure, M & Hinshaw, A.S. (Eds.) 2002. Magnet 
Hospitals Revisited: Attraction and Retention of Professional 
Nurses. Washington. DC:, American Nurses Publishing.

Magnet Hospitals Demonstrate 26 years of Excellence in 
Nursing Care and Nurse Satisfaction
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Ian St. Martin
CNSA Legislative Director 

This year, at the National Student Nurses’ Association 
(NSNA) convention in Grapevine, Texas, California made 
a clean sweep by passing all submitted resolutions. The 
resolution hearings began with intense debate. Countless 
authors pulled out all of their strategic stops, thus creating 
an exciting and insightful dialogue. When it came time 
to vote on the resolutions, a new twist came about with 
the introduction of electronic voting. Confusion and 
controversy filled the House of Delegates during the first 
few votes. However, the electronic voting system prevailed 
and proved to be both an effective and efficient form of 
voting. It will be interesting to see if electronic voting is 
sustained at future conventions. The three resolutions that 
California passed at this years NSNA convention were: “In 
Support of a Continuum of Medical Care for the Homeless 
in order to Prevent Patient Dumping” written by Anne 
Hoang and Trisha Danbara from Saddleback College 
Student Nurses’ Association, Mission Viejo, CA. 

CNSA

2008 NSNA Convention Highlights

“In Support of the Establishment of Official Policies 
and Protocols Providing for the Option of Family Presence 
During Cardiopulmonary Resuscitation (CPR) and 
Emergency Invasive Procedures in the Hospital Setting” 
authored by Kristine Birmingham, Cherie Bumanglag, 
Patrick Riel de Vera, and Lesly Flynn from Maurine 
Church Coburn School of Nursing—Monterey Peninsula 
College, Monterey, CA. 

“In Support of National Standardized Curricula for 
Nurse Residency Programs” written by Ian St. Martin, 
Nancy Chiang, and Carrie Doerning from California State 
University Sacramento, Sacramento, CA and submitted by 
California Nursing Students’ Association.  

With the passing of the 2008 NSNA convention, 
our state will now focus its attention on creating new 
resolutions to present at the California Nursing Students’ 
Association (CNSA) state convention in October.
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by Laura Landro

Making Room for 'Dr. Nurse'
April 2, 2008; Page D1

As the shortage of primary-care 
physicians mounts, the nursing 
profession is offering a possible 
solution: the "doctor nurse."

More than 200 nursing schools 
have established or plan to launch 
doctorate of nursing practice 
programs to equip graduates with 
skills the schools say are equivalent 
to primary-care physicians. The 
two-year programs, including 
a one-year residency, create a 
"hybrid practitioner" with more 
skills, knowledge and training than a nurse practitioner with 
a master's degree, says Mary Mundinger, dean of New York's 
Columbia University School of Nursing. She says DNPs are 
being trained to have more focus than doctors on coordinating 
care among many specialists and health-care settings.

To establish a national standard for doctors of nursing 
practice, the non-profit Council for the Advancement of 
Comprehensive Care plans to announce Wednesday that the 
National Board of Medical Examiners has agreed to develop 
a voluntary DNP certification exam based on the same test 
physicians take to qualify for a medical license. The board will 
begin administering the exam this fall. By 2015, the American 
Association of Colleges of Nursing aims to make the doctoral 
degree the standard for all new advanced practice nurses, 
including nurse practitioners.

But some physician groups warn that blurring the line 
between doctors and nurses will confuse patients and 
jeopardize care. Nurses with doctorates use DrNP after their 
name, and can also use the designation Dr. as a title. Physician 
groups want DNPs to be required to clearly state to patients and 
prospective students that they are not medical doctors. "Nurses 
with an advanced degree are not the same as doctors who 
have been to medical school," says Roger Moore, incoming 
president of the American Society of Anesthesiologists.

"With four years of medical school and three years of 
residency training, physicians' understanding of complex 
medical issues and clinical expertise is unequaled," adds 
James King, president of the American Academy of Family 
Physicians. While nurses with advanced degrees play an 
important role in delivering care, Dr. King says they should 
work as part of a physician-directed team.

Although there are no precise statistics on the number of 
nurses with doctorates because the programs are relatively 
new, there are about 1,874 DNP students currently enrolled in 
programs nationwide, up from 862 students in 2006, according 
to the American Association of Colleges of Nursing.

Nurses have increasingly been moving into more 
specialized and advanced roles over the past few decades. 
Advanced-practice nurses include specialists in fields such as 
nurse midwives and nurse anesthetists, and there are now more 
than 125,000 nurse practitioners in the U.S. Nurse practitioners 
in some states are required to work with or be supervised by 
physicians, but often have independent practices in family 
medicine, adult care, pediatrics and oncology.

A study led by Columbia's Dr. Mundinger and published 
in the Journal of the American Medical Association in 2000 
showed comparable patient outcomes in patients randomly 
assigned to nurse practitioners and primary-care physicians.

Nurse practitioners fear the doctoral programs might be 
raising the bar too high for their profession. The American 
Academy of Nurse Practitioners says it supports access to a 
higher educational degree for nurses, but wants to ensure that 
members won't be marginalized or required to go back to 
school for a costly advanced degree. Nurse practitioners can 
write prescriptions, are eligible for Medicare and Medicaid 
reimbursement, and often act as the primary health-care 
provider for their patients.

"Nurse practitioners with master's degrees are already 
filling the primary-care shortages and providing quality, 
cost-effective care, many times in places that physicians are 
unwilling to practice," says Wendy Vogel, a nurse practitioner 
specializing in oncology at Blue Ridge Medical Specialists in 
Bristol, Tenn. There are "as yet no data to support the need for 
increasing the amount of education required to practice in this 
role," she says.

With an acute shortage of nurses, some medical 
professionals worry that the doctoral programs, with promises 
of higher-paying jobs and prestige, will lure more nurses away 
from the critical tasks of day-to-day bedside care.

But program proponents say they could help bring more 
nurses into the profession by increasing the number of faculty 
candidates to train a new generation of nurses. The U.S. 

Bureau of Labor Statistics says that more than one million 
new and replacement nurses will be needed by 2016. Still, 
nursing schools had to turn away 40,285 qualified applicants 
to bachelor's and graduate nursing programs in 2007 in part 
because of an insufficient number of faculty, according to the 
American Association of Colleges of Nursing.

Dr. Mundinger, of Columbia, says the primary aim of the 
DNP is not to usurp the role of the physician, but to deal with 
the fact that there simply won't be enough of them to care for 
patients with increasingly complex care needs. As doctors face 
shrinking insurance reimbursements and rising malpractice-
insurance costs, more medical students are forsaking primary 
care for specialty practices with higher incomes and more 
predictable hours. As a result, there could be a shortfall 
ranging from 85,000 to 200,000 primary-care physicians by 
2020, according to various estimates.

In addition to training in diagnostic and treatment skills, 
doctors of nursing practice can have hospital admitting 
privileges, coordinate care among specialists, help patients 
with preventive care, evaluate their social and family situations, 
and manage complex illnesses such as diabetes and heart 
disease, says Dr. Mundinger, who has been leading the effort 
behind the National Board of Medical Examiners' planned 
certification exam.

A spokeswoman for the medical licensing board, which 
provides examinations used by licensing authorities for 
several health professions, says the planned DNP exam will 
be narrower in scope than the three-step exam that doctors 
take, including tests on organ systems and a range of medical 
disciplines. A number of physicians have supported the efforts 
to advance nursing to the doctorate level through the Council 
for the Advancement of Comprehensive Care.

All nurses currently are licensed by the state in which they 
practice and are certified by specialty groups. The planned 
certification exam won't be a requirement for licensing of 
DNPs, and it is too early to say whether it will catch on broadly 
as a desirable credential for practice. Jeanette Lancaster, 
president of the American Association of Colleges of Nursing 
says "we are keeping an open mind as to whether it will add 
another level of validation of competency."

Columbia University's Columbia Advanced Practice Nurse 
Associates, which includes several DNPs, has for several years 
been taking care of patients with complex illnesses, working 
with medical doctors and specialists affiliated with the 
university. Judith Gleason, a 76-year-old writer and researcher, 
says she became a patient of the practice after her family 
physician died. Now, she counts one of Columbia's DNPs as 
her primary physician.

Ms. Gleason says she liked the practice's emphasis on 
preventive care. More significantly, when she complained of a 
throbbing headache on one side of her head, Edwidge Thomas, 
a doctor of nursing practice, noticed something in her blood 
test that indicated a form of rheumatic infection linked to her 
arthritis. The diagnosis was confirmed when Ms. Gleason was 
referred to a neurologist, who prescribed medication. "They 
are patient-oriented, and they always pick up the pieces, so 
to speak," says Ms. Gleason. "Edwidge is my primary-care 
provider now."

Email informedpatient@wsj.com1.
Wall Street Journal 04-02-08

CAPNAP

The Informed Patient

Laura Landro

Dawn Bucher, DNP, and child patient at 
Ivanhoe Clinic in Ivanhoe, Minn.
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Bird Flu (Avian Flu)
Basic Information for 
Healthcare Workers
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Accreditation Statements
Wild Iris Medical Education (CBRN Provider #12300) 

is approved as a provider of continuing education by the 
California Board of Registered Nursing. Wild Iris is also 
an approved provider of continuing nursing education by 
the Washington State Nurses Association, an accredited 
approver by the American Nurses Credentialing Center's 
Commission on Accreditation. (WSNA CEARP Provider 
number PA-5/Feb 08).

LEARNING OBJECTIVES
Upon completion of this course, you will be able to:
• Describe the basic structure of the influenza A virus 

and distinguish between its avian and human forms.
• Identify the mechanisms of transmission of avian 

influenza to humans.
• Discuss change in influenza A viruses and its 

relevance to avian influenza.
• Spell out the symptoms, diagnosis, and treatment of 

avian influenza in humans.
• Summarize the current world situation for avian 

influenza as it relates to human illness and 
pandemic.

• Explain the proper precautions for healthcare 
workers dealing with avian influenza.

Avian influenza is an infection caused by avian (bird) 
influenza (flu) viruses. These influenza viruses occur 
naturally among birds. Wild birds worldwide carry the 
viruses in their intestines, but usually do not get sick from 
them. However, avian influenza is very contagious, and 
some domesticated birds—including chickens, ducks, and 
turkeys—can become infected and even die.

INFLUENZA TYPES A, B, AND C
There are three types of influenza viruses: A, B, and 

C. Influenza type A viruses can infect people, birds, pigs, 
horses, seals, whales, and other animals, but wild birds 
are the natural hosts for these viruses. Influenza type A 
viruses are divided into subtypes based on two proteins 
on the surface of the virus. These proteins are called 
hemagglutinin (HA) and neuraminidase (NA). 

There are sixteen known HA subtypes and nine known 
NA subtypes of influenza A viruses. Many different 
combinations of HA and NA proteins are possible, each 
combination representing a different subtype. Subtypes 
of influenza A virus are named according to their HA 
and NA surface proteins. For example, an “H7N2 virus” 
designates an influenza A subtype that has an HA 7 
protein and an NA 2 protein. Similarly an “H5N1” virus 
has an HA 5 protein and an NA 1 protein.

Humans can be infected with influenza types A, B, and 
C. Only influenza A viruses infect birds, and all known 
subtypes of influenza A viruses can infect birds.

AVIAN INFLUENZA
Avian influenza viruses (type A) circulate among 

birds worldwide. Certain birds, particularly water birds, 
act as hosts for influenza viruses by carrying the virus 
in their intestines and shedding it. Infected birds shed 
influenza virus in their saliva, nasal secretions, and feces. 
Susceptible birds become infected when they have contact 
with contaminated secretions or excretions or with surfaces 
that are contaminated with secretions or excretions from 
infected birds. Fecal-to-oral transmission is the most 
common mode of spread between birds.

Domesticated Birds
Domesticated birds may become infected with avian 

influenza virus through direct contact with infected 
waterfowl or other infected poultry, or through contact 
with surfaces (such as dirt or cages) or materials (such as 
water or feed) that have been contaminated with the virus. 
People, vehicles, and other inanimate objects such as cages 
can be vectors for the spread of influenza virus from 

one farm to another. When this happens, avian influenza 
outbreaks can occur among poultry.

Infection with avian influenza viruses in domestic 
poultry causes two main forms of disease that are 
distinguished by low and high extremes of virulence—low 
pathogenic avian influenza (LPAI) or highly pathogenic 
avian influenza (HPAI). HPAI viruses can kill 90 to 
100% of infected chickens, whereas LPAI viruses cause 
less severe or no illness if they infect chickens. It is not 
certain how the distinction between “low pathogenic” 
and “highly pathogenic” is related to the risk of disease in 
people. Because some LPAI viruses can evolve into HPAI 
viruses, animal health officials closely monitor outbreaks 
of those LPAI.

Other Wild and Domesticated Animals
In addition to humans and birds, we know that pigs, 

tigers, leopards, ferrets, and domestic cats can be infected 
with avian influenza (H5N1) viruses. In addition, in early 
March 2006, Germany reported avian flu infection in a 
stone marten (a weasel-like mammal). The avian influenza 
(H5N1) virus that emerged in Asia in 2003 is evolving, and 
it is possible that other mammals may be susceptible to 
infection as well. 

While domestic cats are not usually susceptible to 
influenza type A infection, it is known that they can 
become infected and die with avian influenza A (H5N1). 
During the H5N1 outbreak that occurred from 2003 to 
2004 in Asia, there were a few unofficial reports of fatal 
infections in domestic cats. Studies carried out in the 
Netherlands and published in 2004 showed that housecats 
could be infected with avian flu and could spread the virus 
to other housecats. In February 2006, Germany reported 
that a domestic cat had died from influenza A (H5N1) 
infection.

There is no evidence to date that cats can spread H5N1 
to humans. No cases of avian influenza in humans have 
been linked to exposure to sick cats, and no outbreaks 
among populations of cats have been reported. All of the 
H5N1 infections in cats reported to date appear to have 
been associated with outbreaks in domestic or wild birds 
and acquired through ingestion of raw meat from an 
infected bird. As long as there is no influenza A (H5N1) 
in the United States, there is no risk of a U.S. cat becoming 
infected with this disease. The virus circulating in Asia, 
Europe, and Africa has not yet entered the United States.

Information is too limited to determine definitively 
whether dogs are susceptible to avian flu; however, as long 
as there is no influenza A (H5N1) in the United States, 
there is no risk of a U.S. dog becoming infected with this 
disease. The American Veterinary Medical Association 
(AVMA) maintains a website with current information. The 
CDC, USDA, and the AVMA, along with other veterinary 
associations, are working cooperatively on this issue and 
healthcare professionals can keep abreast of information 
through these agencies.

TRANSMISSION TO HUMANS
Usually, “avian influenza virus” refers to influenza A 

viruses found chiefly in birds and less commonly in pigs, 
but infections with these viruses can occur in humans. 
“Human influenza virus” usually refers to those subtypes 
that spread widely among humans. The only subtypes of 
influenza A virus that normally infect people, and are 
known to be currently circulating, are influenza A subtypes 
H1N1, H1N2, and H3N2. It is likely that some genetic parts 
of current human influenza A viruses came from birds 
originally. Influenza A viruses are constantly changing, 
and they might adapt over time to infect and spread among 
humans.

The risk from avian influenza is generally low for 
most people because the viruses occur mainly among 
birds and do not usually infect humans. However, more 
than 200 human cases of avian influenza infection have 
been reported since 1997. Most cases of avian influenza 
infection in humans have resulted from direct or close 
contact with infected poultry (eg, domesticated chicken, 
ducks, and turkeys) or surfaces contaminated with 
secretion/excretions from infected birds.

Thus during an outbreak of avian influenza among 
poultry, there is a possible risk to people who have contact 
with infected birds or contaminated surfaces. The spread 
of avian influenza viruses from one ill person to another 
has been reported very rarely, and transmission has not 
been observed to continue beyond one person.

Two main risks to human health from avian 
influenza are: 

• The risk of direct infection when the virus passes 
from the infected bird to humans, sometimes 
resulting in severe disease

• The risk that the virus—if given enough 
opportunities—will change into a form that is highly 
infectious for humans and spreads easily from person 
to person.

Influenza Strains
Subtypes of influenza A virus are further characterized 

into strains. There are many different strains of influenza 
A subtypes. New strains of influenza viruses appear 
and replace older strains. When a new strain of human 
influenza virus emerges, antibody protection that may 
have developed after infection or vaccination with an older 
strain may not provide protection against the new strain.

Drift and Shift
Influenza viruses can change in two different ways. One 

type is called antigenic drift, which occurs through small 
changes in the virus that happen continually over time. 
Antigenic drift produces new virus strains that may not 
be recognized by antibodies to earlier influenza strains. 
This process works as follows: A person infected with a 
particular flu virus strain develops antibodies against that 
virus. As newer virus strains appear, the antibodies against 
the older strains no longer recognize the "newer" virus, and 
infection with a new strain can occur. This is one of the 
reasons people can get the flu more than once.

The other type of change is called antigenic shift. 
Antigenic shift is an abrupt, major change in the influenza 
A viruses, resulting in a new influenza virus that can infect 
humans and has a hemagglutinin protein or hemagglutinin 
and neuraminidase protein combination that has not been 
seen in humans for many years.

Antigenic shift results in a new influenza A subtype. 
If a new subtype of influenza A virus is introduced into 
the human population, and most people have little or 
no protection against the new virus, and if the virus 
can spread easily from person to person, a pandemic 
(worldwide spread) may occur.

Influenza viruses are changing by antigenic drift all 
the time, but antigenic shift happens only occasionally. 
Influenza type A viruses undergo both kinds of changes.

Re-Assortment and Transmission
There are substantial genetic differences between the 

subtypes of influenza A viruses that typically infect both 
people and birds. Within these subtypes there are also 
different strains. Influenza A viruses normally seen in 
one species sometimes can cross over and cause illness in 
another species.

Although it is unusual for people to get influenza 
virus infections directly from animals, sporadic human 
infections and outbreaks caused by certain avian influenza 
A viruses and pig influenza viruses have been reported. 
These sporadic human infections and outbreaks, however, 
rarely result in sustained transmission among humans.

Avian influenza A viruses may be transmitted from 
animals to humans in two main ways:

• Directly from birds or from avian virus-contaminated 
environments to people.

• Through an intermediate host, such as a pig.
Influenza A viruses have eight separate gene segments. The 

segmented genome allows influenza A viruses from different 
species to mix and create a new influenza A virus if viruses 
from two different species infect the same person or animal. 
For example, if a pig were infected with a human influenza 
A virus and an avian influenza A virus at the same time, the 
new replicating viruses could mix existing genetic information 
(re-assortment) and produce a new virus that had most of 
the genes from the human virus, but a hemagglutinin and/or 
neuraminidase from the avian virus.

The resulting new virus might then be able to 
infect humans and spread from person to person, but 
it would have surface proteins (hemagglutinin and/or 
neuraminidase) not previously seen in influenza viruses 
that infect humans. This type of major change in the 
influenza A viruses would be an example of antigenic 
shift. If this new virus caused illness in people and could 
be transmitted easily from person to person, an influenza 
pandemic could occur.

It is possible that the process of genetic re-assortment 
could occur in a human who is co-infected with avian 
influenza A virus and a human strain of influenza A virus. 
The genetic information in these viruses could re-assort 
to create a new virus with a hemagglutinin from the avian 
virus and other genes from the human virus.
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Theoretically, influenza A viruses with a hemagglutinin 
against which humans have little or no immunity that have 
re-assorted with a human influenza virus are more likely 
to result in sustained human-to-human transmission and 
pandemic influenza. Therefore, careful evaluation of 
influenza viruses recovered from humans who are infected 
with avian influenza is very important to identify re-
assortment if it occurs.

SYMPTOMS, DIAGNOSIS, PREVENTION, AND 
TREATMENT IN HUMANS

Symptoms of avian influenza in humans have ranged 
from typical human influenza-like symptoms (fever, 
cough, sore throat, and muscle aches) to eye infections 
(conjunctivitis), pneumonia, acute respiratory distress, 
viral pneumonia, and other severe and life-threatening 
complications. The symptoms of avian influenza may 
depend on which specific virus subtype and strain caused 
the infection.

A laboratory test is needed to confirm avian influenza 
in humans. Studies done in laboratories suggest that the 
prescription medicines approved in the United States for 
human influenza viruses should work in treating avian 
influenza infection in humans. However, influenza viruses 
can become resistant to these medications, so they may not 
always work.

The H5N1 virus that has caused human illness and 
death in Asia is resistant to amantadine and rimantadine, 
two antiviral medications commonly used for influenza. 
Two other antiviral medications, oseltamivir (Tamiflu) 
and zanamivir (Relenza), may work to treat influenza 
caused by H5N1 virus, but additional studies are needed to 
demonstrate their effectiveness.

Because of increased resistance to the adamantanes, 
the Centers for Disease Control (CDC) issued a Health 
Alert Network (HAN) notice on January 14, 2006, 
recommending against the use of these drugs (amantadine 
and rimantadine) for the treatment or prophylaxis of flu 
for the duration of the 2005–2006 flu season. Healthcare 
practitioners should ensure that the appropriate person(s) at 
their agencies are subscribed to both the CDC Health Alert 
Network and their state’s HAN, and that information from 
those networks is distributed as appropriate.

There currently is no commercially available vaccine 
to protect humans against the H5N1 virus being seen in 
Asia and Europe. However, vaccine development efforts 
are under way. Research studies to test a vaccine to protect 
humans against H5N1 virus began in April 2005, and 
a series of clinical trials is ongoing. More information is 
available from the National Institutes of Health vaccine 
website and the World Health Organization avian flu 
website (listed in Resources).

Currently, wearing a mask is not recommended 
for routine use (eg, in public) for preventing influenza 
exposure. In the United States, disposable surgical and 
procedure masks have been widely used in healthcare 
settings to prevent exposure to respiratory infections, but 
the masks have not been used commonly in community 
settings such as schools, businesses, and public gatherings.

There is no evidence that properly cooked poultry 
or eggs can be a source of infection for avian influenza 
viruses. The U.S. government carefully controls domestic 
and imported food products, and in 2004 issued a ban on 
importation of poultry from countries affected by avian 
influenza viruses, including the H5N1 strain. This ban is 
still in place.

THE WORLD SITUATION 
Outbreaks of avian influenza H5N1 occurred among 

poultry in eight countries in Asia—Cambodia, China, 
Indonesia, Japan, Laos, South Korea, Thailand, and 
Vietnam—during late 2003 and early 2004. At that time, 
more than 100 million birds in the affected countries 
either died from the disease or were killed in order to try 
to control the outbreaks. By March 2004 the outbreak was 
reported to be under control.

Beginning in June 2004, however, new outbreaks 
of influenza H5N1 among poultry and wild birds were 
reported in Asia. Since that time, the virus has spread. 
Reports of H5N1 infection in wild birds in Europe began 
in mid-2005. In early 2006, influenza A H5N1 infection 
in wild birds and poultry were reported in Africa and the 
Near East.

Human cases of influenza A (H5N1) infection have 
been reported on all populated continents except North and 
South America. For the most current information about 
avian influenza and cumulative case numbers, see the 
World Health Organization Avian Influenza website (listed 
in Resources). 

H5N1 virus does not usually infect people, but more 
than 200 human cases have been reported. Most of these 
cases have occurred in people having direct or close 
contact with infected poultry or contaminated surfaces; 
however, a few cases of human-to-human spread of H5N1 
have occurred. In late May 2006 it was reported that all 
the genetically related members of one family in Indonesia 
had died, while family members not related by blood (eg, 
in-laws) survived. 

Of the few avian influenza viruses that have crossed 
the species barrier to infect humans, H5N1 has caused 
the largest number of detected cases of severe disease 
and death in humans. In the current outbreaks in Asia and 
Europe, more than half of those infected with the virus 
have died. Most cases have occurred in previously healthy 
children and young adults. However, it is possible that the 
only cases currently being reported are those in the most 
severely ill people, and that the full range of illness caused 
by the H5N1 virus has not yet been defined.

INFECTION CONTROL FOR HEALTHCARE 
WORKERS

The Centers for Disease Control (CDC) has issued 
interim recommendations, based on what are deemed 
optimal precautions, for protecting individuals involved in 
the care of patients with highly pathogenic avian influenza 
and for reducing the risk of viral re-assortment (ie, mixing 
of genes from human and avian viruses).

The ability of low-pathogenic avian influenza viruses to 
cause infection and serious disease is less well established, 
but appears to be lower than that of highly pathogenic 
viruses based on available information. Nonetheless, it 
is considered prudent to take precautions to the extent 
feasible when caring for patients with known or possible 
avian influenza.

Rationale for Enhanced Precautions
Human influenza is thought to transmit primarily 

via large respiratory droplets. Standard Precautions 
plus Droplet Precautions are recommended for the care 
of patients infected with human influenza. However, 
given the uncertainty about the exact modes by which 
avian influenza may first transmit between humans, 
additional precautions may be prudent for healthcare 
workers involved in the care of patients with documented 
or suspected avian influenza. The rationale for the use of 
additional precautions for avian influenza as compared 
with human influenza include the following:

• The risk of serious disease and increased mortality 
from highly pathogenic avian influenza may be 
significantly higher than from infection by human 
influenza viruses.

• Each human infection represents an important 
opportunity for avian influenza to further adapt to 
humans and gain the ability to transmit more easily 
among people.

• Although rare, human-to-human transmission of 
avian influenza may be associated with the possible 
emergence of a pandemic strain.

Recommendations for Avian Influenza
All patients who present to a healthcare setting with 

fever and respiratory symptoms should be managed 
according to recommendations for respiratory hygiene and 
cough etiquette and questioned about their recent travel 
history.

Patients with a history of travel within ten days to a 
country with avian influenza activity who are hospitalized 
with a severe febrile respiratory illness, or are otherwise 
under evaluation for avian influenza, should be managed 
using isolation precautions identical to those recommended 
for patients with known Severe Acute Respiratory 
Syndrome (SARS). These include:

• Standard Precautions 
 Pay careful attention to hand hygiene before and after 

all patient contact or contact with items potentially 
contaminated with respiratory secretions.

• Contact Precautions 
 Use gloves and gown for all patient contact. 
 Use dedicated equipment such as stethoscopes, 

disposable blood pressure cuffs, disposable 
thermometers, etc.

• Eye protection (ie, goggles or face shields)
 Wear when within three feet of the patient.
• Airborne Precautions 
 Place the patient in an airborne isolation room 

(AIR). Such rooms should have monitored negative 
air pressure in relation to corridor, with 6 to 12 air 
changes per hour (ACH), and exhaust air directly 
outside or have recirculated air filtered by a high-
efficiency particulate air (HEPA) filter. If an AIR is 

unavailable, contact the healthcare facility engineer 
to assist or use portable HEPA filters to augment the 
number of ACH. 

 Use a fit-tested respirator, at least as protective as a 
National Institute of Occupational Safety and Health 
(NIOSH)–approved N-95 filtering facepiece (ie, 
disposable) respirator, when entering the room.

Additional information regarding these and other 
healthcare isolation precautions is available on the CDC 
website. These precautions should be continued for 
fourteen days after onset of symptoms or until either an 
alternative diagnosis is established or diagnostic test results 
indicate that the patient is not infected with influenza A 
virus. Patients managed as outpatients or hospitalized 
patients discharged before fourteen days with suspected 
avian influenza should be isolated in the home setting on 
the basis of principles outlined for the home isolation of 
SARS patients.

Vaccination of Healthcare Workers 
Healthcare workers involved in the care of patients 

with documented or suspected avian influenza should 
be vaccinated with the most recent seasonal human 
influenza vaccine. In addition to providing protection 
against the predominant circulating influenza strain, this 
measure is intended to reduce the likelihood of a healthcare 
worker’s being co-infected with human and avian strains 
where genetic rearrangement could take place, leading to 
the emergence of potential pandemic strain.

Monitoring of Healthcare Workers
Healthcare workers need to be vigilant for the 

development of fever, respiratory symptoms, and/or 
conjunctivitis (ie, eye infections) for one week after last 
exposure to avian influenza–infected patients. Healthcare 
workers who become ill should seek medical care and, 
prior to arrival, notify their healthcare provider that they 
may have been exposed to avian influenza. In addition, 
employees should notify occupational health and infection 
control personnel at their facility.

With the exception of visiting a healthcare provider, 
healthcare workers who become ill should be advised to 
stay home until twenty-four hours after resolution of fever, 
unless an alternative diagnosis is established or diagnostic 
tests are negative for influenza A virus. While at home, 
ill persons should practice good respiratory hygiene and 
cough etiquette to lower the risk of transmission of virus 
to others.

STAYING INFORMED, BEING PREPARED (DHHS, 
2006)

What Is a Pandemic?
A pandemic is a global disease outbreak. A flu 

pandemic occurs when a new influenza virus emerges for 
which people have little or no immunity, and for which 
there is no vaccine. The disease spreads easily person-
to-person, causes serious illness, and can sweep across a 
country and around the world in very short time.

It is difficult to predict when the next influenza 
pandemic will occur or how severe it will be. Wherever 
and whenever a pandemic starts, everyone around the 
world is at risk. Countries might, through measures such as 
border closures and travel restrictions, delay arrival of the 
virus, but they cannot stop it.

Health professionals are concerned that the continued 
spread of a highly pathogenic avian H5N1 virus across 
eastern Asia and other countries represents a significant 
threat to human health. The H5N1 virus has raised 
concerns about a potential human pandemic because:

• It is especially virulent.
• It is being spread by migratory birds.
• It can be transmitted from birds to mammals and in 

some limited circumstances to humans.
• Like other influenza viruses, it continues to evolve.

Potential Impact of a Pandemic
A pandemic may come and go in waves, each of which 

can last for 6 to 8 weeks. An especially severe influenza 
pandemic could lead to high levels of illness, death, social 
disruption, and economic loss. Everyday life would be 
disrupted because so many people in so many places 
become seriously ill at the same time. Impacts can range 
from school and business closings to the interruption 
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of basic services such as public transportation and food 
delivery.

A substantial percentage of the world’s population will 
require some form of medical care. Healthcare facilities 
can be overwhelmed, creating a shortage of hospital staff, 
beds, ventilators and other supplies. Surge capacity at 
nontraditional sites such as schools may need to be created 
to cope with demand.

The need for vaccine is likely to outstrip supply and 
the supply of antiviral drugs is also likely to be inadequate 
early in a pandemic. Difficult decisions will need to be 
made regarding who gets antiviral drugs and vaccines.

Death rates are determined by four factors:
• Number of people who become infected
• Virulence of the virus
• Underlying characteristics and vulnerability of 

affected populations
• Availability and effectiveness of preventive measures

Preparation
The United States has been working closely with other 

countries and the World Health Organization (WHO) to 
strengthen systems to detect outbreaks of influenza that 
might cause a pandemic. The effects of a pandemic can 
be lessened if preparations are made in advance. The 
Department of Health and Human Services and other 
federal agencies are providing funding, advice, and other 
support to states to assist with pandemic planning and 
preparation. Information on international as well as state/
federal planning and cooperation, including links to state 
pandemic plans, is available at http://www.pandemicflu.
gov. Healthcare professionals should familiarize themselves 
with the material there and visit the website frequently for 
updated information.

Education and outreach are critical to preparing for a 
pandemic. Understanding what a pandemic is, what needs 
to be done at all levels to prepare for pandemic influenza, 

and what could happen during a pandemic helps people 
to make informed decisions. Well-informed healthcare 
professionals may help others in their communities in this 
endeavor. 

Pandemic influenza planning checklists are available 
at the pandemic flu website. These checklists address 
three areas: creating a structure for planning and decision 
making, developing a written pandemic influenza plan, 
and elements of an influenza pandemic plan. Individual 
checklists in downloadable format are available for the 
following: state and local government, business, individuals 
and families, schools, healthcare providers (of all types), 
and faith-based and community organizations.
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1. An influenza A subtype is named according to 
the two proteins that appear on its surface. True 
or false? 
a. True 
b. False 

2. Humans can only be infected with influenza 
type A, while birds can be infected with all 
three types (A, B, and C). True or false? 
a. True 
b. False 

3. Which statement about avian influenza is not 
correct? 
a. Domesticated birds may become infected 

through direct contact with other infected 
birds. 

b. It circulates among birds in only certain 
countries. 

c. Infection in domestic poultry causes two 
main forms of disease that are distinguished 
by low and high extremes of virulence. 

d. Fecal-to-oral transmission is the most 
common mode of spread between birds. 

4. The risk from avian influenza is generally low 
to most people because the viruses occur mainly 
among birds and do not usually infect humans. 
True or false? 
a. True 
b. False 

5. The two main risks for human health from avian 
influenza are the risk of direct infection and the 
risk that the virus will change into a form that is 
highly infectious for humans. True or false? 
a. True 
b. False 

6. Which of the following statements about influenza 
and antigenic drift and shift is not true? 
a. Influenza viruses change frequently by 

antigenic shift, but antigenic drift happens only 
occasionally. 

b. Antigenic shift results in a new influenza A 
subtype. 

c. Antigenic drift produces new virus strains that 
may not be recognized by antibodies to earlier 
influenza strain. 

d. Influenza type A viruses undergo both kinds of 
changes. 

7. Influenza A viruses may be transmitted from 
animals to humans directly from birds or avian 
virus-contaminated environments, or through an 
intermediate host, such as a pig. True or false? 
a. True 
b. False 

8. Three of the following statements about symptoms 
of avian influenza in humans are correct. Which 
statement is incorrect? 
a. They may include typical human influenza-like 

symptoms such as fever, cough, sore throat, and 
muscle aches. 

b. They may include eye infections such as 
conjunctivitis. 

c. They do not depend on the specific virus subtype 
and strain that caused the infection. 

d. They may include pneumonia and acute 
respiratory distress syndrome. 

9. There currently is no commercially available 
vaccine to protect humans against the H5N1 virus 
that is being seen in Asia and Europe. True or false? 
a. True 
b. False 
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10. Currently, wearing a mask is recommended for 

routine use (eg, in public) for preventing influenza 
exposure. True or false? 
a. True 
b. False 

11. An important element of the CDC rationale for 
enhanced precautions with humans thought to 
have avian influenza is that each human infection 
represents an important opportunity for avian 
influenza to further adapt to humans and gain 
the ability to transmit more easily among people. 
True of false? 
a. True 
b. False 

12. Recommended precautions to be taken by 
healthcare workers with patients suspected of 
having avian influenza include: 
a. Wear eye protection within ten feet of the 

patient. 
b. Use gloves and gown for all patient contact. 
c. Airborne isolation rooms are not 

recommended. 
d. Use of dedicated equipment such as 

stethoscopes is not recommended. 

13. Healthcare workers involved in the care of 
patients with documented or suspected avian 
influenza should be vaccinated with the most 
recent seasonal human influenza vaccine. True or 
false? 
a. True 
b. False
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Wild Iris Medical Education, PO Box 257, Comptche, CA 95427 * If your score is 
below 70%. A new copy of the posttest will be sent to you at no additional charge.

You can also take the test, pay and receive your certificate online at www.nursingceu.
com.

Name:  ______________________________________________________________

Home Address:  _______________________________________________________

City/State/Zip:  _______________________________________________________

Professional license and number:  _________________________________________

License expiration:  ____________________________________________________

E-mail address:  ______________________________________________________

Payment Enclosed: Check/Money Order

Credit Card # ( MasterCard/Visa/Discover/Amex):  __________________________

____________________________________________________________________

Exp.Date: ____________________________________________________________

Signature:  ___________________________________________________________

Make checks payable to: Wild Iris Medical Education.
For more information call: 707-937-0518

*Ten percent of the course fee will be donated to the American Nurses Association/
California

Course Evaluation
I have completed this course and am now able to: 

1. Describe the basic structure of the influenza A virus and distinguish between its avian and 
human forms.  Yes____ No_____

  
2. Identify the mechanisms of transmission of avian influenza to humans. 
 Yes____ No_____ 

3. Discuss change in influenza A viruses and its relevance to avian influenza. 
 Yes____ No_____
 
4. Spell out the symptoms, diagnosis, and treatment of avian influenza in humans. 
 Yes____ No_____
  
5. Summarize the current world situation for avian influenza as it relates to human illness and 

pandemic. 
 Yes____ No _____
  
6. Explain the proper precautions for healthcare workers dealing with avian influenza. 

Yes_____ No_____
  
7. The course took 60 minutes per contact hour to complete. Yes_____ No_____
 
 Other (please describe):  ______________________________________________________

8. This offering met my professional and educational learning needs. 
 Agree___ Somewhat agree____ Neutral____ Somewhat disagree ____ Disagree____

9. My professional educational level is: 
  LVN/LPN___ RN___ BSN___ Graduate Degree___APN/NP___ Doctorate___
 Other (please describe):  ______________________________________________________

10. I work in the following setting: 
 Hospital___ Office___ Home Health___ Administration___LTC___ Travel___ 
 Other (please describe): ______________________________________________________

 
11. I usually earn my CEs: 
 In-person Conference___ At Work___ Mail Order___Online___ Journal___ Satellite 

Conference___
 Other (please describe):  ______________________________________________________

12. Comments: _________________________________________________________

 __________________________________________________________________
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All ANA\C members are welcome and encouraged 
to attend meetings of the Board of Directors. Meetings 
are held in Sacramento at ANA\C offices, 1121 L Street, 
Suite 409 Sacramento, CA 95814 and begin at 10:00 
a.m. unless otherwise noted. Any member interested in 
attending a Board meeting is asked to notify the ANA\C 
staff at least one week prior to the meeting date by calling 
916-447-0225. Members will receive instructions for 
parking and entry into the office building at that time. 
Thank you. 

June 2008
25th-27th ANA House of Delegates, Washington Hilton 

and Towers, Washington, DC. For more 
information: Leadership Services 301-628-5039

July 2008
 ANA\C Ballot Committee—3rd and final notice 

to membership: Publish positions and consent 
to serve form. Consent to Serve Forms must be 
postmarked and received in the ANA\C office, 
Sacramento, CA. no later than September 
1 2008. If you would like to receive more 
information concerning ANA\C and its officers, 
election procedures and position descriptions, 
please call 916-447-0225.

14th The Nursing Voice—Article submission 
deadline —For more information about 
submitting and article, please see page 2 of 
this newsletter for The Nursing Voice ‘Article 
Submission Guidelines,’ if you need further 
assistance from there, please feel free to call 
916-447-0225. To submit articles, please 
send manuscripts and other submissions 
to thenursingvoice@yahoo.com or call 
916-447-0225

25th ANA\C Board of Directors Meeting, 
Sacramento, CA

September 2008
1st Deadline for Consent to Serve Forms; Consent 

to Serve Forms must be postmarked and 
received in the ANA\C office, Sacramento, CA. 
no later than September 1 2008. If you would 
like to receive more information concerning 
ANA\C and its officers, election procedures and 
position descriptions, please call 916-447-0225.

Membership and Communication

Call for Consent to Serve Forms 
for ANA\C 2009-2001 Elections

The ANA\C Ballot Committee has issued the call 
for consent to serve forms for a slate of candidates to be 
presented to the membership for a vote in January 2009. 
The deadline for ANA\C's receipt of all complete consent 
to serve forms for the initial slate is September 1, 2008. 
Consent to Serve Forms will be accepted by mail, email 
or fax. 

The following are the open slots which are available: 
President, Vice President, Secretary, Treasurer, 
Directors-at-Large, Director of Nursing Practice, 
Director of Nursing Education, Director of Legislation, 
Director of Communication/Membership, Ballot 
Committee (three positions available) and ANA\C 
Delegate to the ANA House of Delegates (eight positions 
and ten alternate positions available).

The Nursing Voice is pleased to present a new 
feature called "Flo's Corner." This new column 
is designed to answer nursing issue questions 
submitted by nurses at all stages of their careers. 
Whether you are a new grad wondering "when will 
I feel like a nurse" or a nurse of 20 years asking 
"What's next" Flo's Corner is for you. Please send 
your questions to the Editor at thenursingvoice@
yahoo.com

Help us stay in touch: 
Do you have a new address or 

e-mail address?

You can help American Nurses Association\California 
‘stay in touch’ by updating your contact information. 
Call ANA\C at 916-447-0225, e-mail us a anac@
anacalifornia.org or return this form to:

The ‘Nursing Voice’
c/o ANA\C
1121 L Street, Suite 409
Sacramento, CA 95814

ANA\C Member Identification No. (if applicable) 

 ___________________________________________

Name: _____________________________________

New Address:  _______________________________

 ___________________________________________

 ___________________________________________

Old Address:  ________________________________

 ___________________________________________

 ___________________________________________

New E-mail Address:  _________________________

*** This is not to update your license information with 
the Board of Registered Nursing. Go to www.rn.ca.gov 

AMERICAN NURSES ASSOCIATION \CALIFORNIA
 AN AFFILIATE CHAPTER OF THE

 AMERICAN NURSES ASSOCIATION

The Learning Tree…is a new column for our 
membership and readers to send in questions and 
comments related to nursing education and receive 
feedback from ANA\California’s Nursing 
Education Division and Board of Directors. 
Submit questions and/or comments to 
The Editor of The Nursing Voice at 
thenursingvoice@yahoo.com

ANA\California Calendar of Events
October 2008
1st Ballot Committee must submit the final draft of 

the ballot to ANA\C for inclusion in the ballot 
packet that is sent to members for voting. 

12th–14th 2008 CNSA Convention: Hilton Los Angeles 
Universal City, CA. For more information 
please go to www.cnsa.org

13th The Nursing Voice—Article submission deadline 
—For more information about submitting and 
article, please see page 2 of this newsletter for The 
Nursing Voice ‘Article Submission Guidelines,’ 
if you need further assistance from there, please 
feel free to call 916-447-0225. To submit articles, 
please send manuscripts and other submissions to 
thenursingvoice@yahoo.com or call 916-447-0225

18th ANA\C Board of Directors Meeting, 
Sacramento, CA

December 2008
31st  Golden State Nursing Foundation deadline 

for the Tony Leone and Catherine Dodd 
Scholarship applications—Completed 
applications must be post-marked and/or 
received in the ANA\California offices no later 
than this date. Should you have questions or 
would like more information please feel free to 
give a call to 916-447-0225.
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.................................... $39.99 each
plus $3.50 S&H each

..................................................... $15.00 each
plus $6.50 S&H each

Limit four per order .........................................................................$15.00 each
plus $6.50 S&H each
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American Nurses Association \ California
Membership Application

_________________________________________________  ______________________  _____________________
Last Name/First Name/Middle Initial  Credentials  Date of Application

_________________________________________________  ______________________  _____________________
Mailing Address Apt. / Unit Number Home Phone Number 

_________________________________________________  ______________________  _____________________
City / State  Postal Code ‘Zip’ Home Fax Number

_________________________________________________  ______________________  _____________________
Basic School of Nursing Year Graduated License Number / State

_________________________________________________  ______________________
Employer Name Business Phone 
  
_________________________________________________  ______________________
Title/Building/Department Business Fax

_________________________________________________  ______________________
Address  Postal Code

_________________________________________________  _____________________________________________
Employer City / State E-mail Address

_________________________________________________ Referred By:

MEMBERSHIP DUES VARY BY STATE 

 Membership Category (Check one) Payment Plan (Check One) Payment Plan (continued)
M Full Membership Dues–$255 ❍ Full Annual Payment ❍ Electronic Dues Payment Plan (EDPP)

❍ Employed–Full Time    ❍ Check      Read, sign the authorization, and enclose a
❍ Employed–Part Time    ❍ Master Card or VISA Bank Card       check for first month’s EDPP payment

          (Available for Annual payment only)      (contact your SNA/DNA for appropriate
        rate). 1/12 of your annual dues will be
R Reduced Membership Dues–$127.50 ____________________________      withdrawn from your checking account

❍ Not Employed Bank Card Number and Expiration Date      each month in addition to a monthly
❍ Full Time Student       service fee.
❍ New graduate from basic nursing ____________________________

      education program, within six months Signature of Card Holder AUTHORIZATION to provide monthly
      after graduation (first membership  electronic payments to American Nurses
      year only)   Association (ANA)
 Grad. Date _____________________  This is to authorize ANA to withdraw 1/12

❍ 62 years of age or over and not earning  of my annual dues and any additional
      more than Social Security allows  service fees from my checking account
   designated by the enclosed check for
S Special Membership Dues–$63.75  the first month’s payment. ANA is

❍ 62 years of age or over and not employed  authorized to change the amount by
❍ Totally Disabled  giving the undersigned thirty (30) days

   written notice. The undersigned may
Note:  cancel this authorization upon receipt by
$7.50 of the SNA member dues is for  ANA of written notification of termination
subscription to The American Nurse. A  twenty (20) days prior to the deduction date
percentage of your dues may or may not   as designated above. ANA will charge a
be applied to an SNA/DNA subscription.  $5.00 fee for any return drafts.
State nurses association dues are not
deductible as charitable contributions   ____________________________
for tax purposes, but may be deductible Mail with payment to: Signature for EDPP Authorization
as a business expense. However, that American Nurses Association\California
percentage of dues used for lobbying by 1121 L Street, Suite 409 
the SNA is not deductible as a business Sacramento, CA 95814
expense. Please check with your SNA
for the correct amount.

TO BE COMPLETED BY SNA Employer
 Code ____________________________

 _______  _______  _______
STATE DIST REG Approved by ____________  Date ______ Sponsor, if applicable ____________
   
Expiration Date______/_______ $ _______________________________ SNA membership # ______________
 Month Year AMOUNT ENCLOSED CHECK #

President’s Quote
The goal of ANA\C is to have all registered nurses in 

California join their professional association. 
Louise F. Timmer, EdD., RN 
President ANA\C 2007-2009

Tricia’s Quote
The Nurse Practice Act defines one component of 

nursing practice as being a patient advocate. ANA\C 
believes that patient advocacy not only happens at the 
bedside but when we are supporting and developing 
programs and proposals to improve the quality of 
health care, the workplace and tools for the individual 
nurse, and access of our patients to health care and 
health care providers. 

Honorable Tricia Hunter, MN, RN
Executive Director ANA\California


